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Inaugural  Address 

James  Armstrong,  M.D. 

President  1995-1996 


hartmg  the  course.  What  an  appropriate  topic 
for  us  to  address  during  this  annual  meet- 
ing. Few  times  in  the  history  of  medicine  have  we 
found  ourselves  in  a more  unsettled  and  stormy  sea. 
Multiple  forces,  some  of  which  are  beyond  our  com- 
prehension, are  vigorously  tossing  us  about.  The 
tools  of  navigation  which  we  have  been  trained  to 
utilize  seem,  at  times,  totally  inadequate  to  the  task 
of  righting  the  course  and  avoiding  the  shoals  in  these 
troubled  waters.  What  must  we  do  and  how  must 
we  act  to  achieve  and  maintain  a steady  course  so 
that  the  physician's  ultimate  purpose  and  commit- 
ment — the  care  of  patients  who  are  sick  and  in  need 
— might  be  successfully  accomplished? 

In  the  late  1950's  and  early  1960's  when  I first 
began  the  study  and  the  practice  of  medicine,  life 
was  quite  simple  by  today's  standards.  The  course 
was  clear  and  well  defined.  We  committed  ourselves 
to  caring  for  those  in  need.  Our  training  was  almost 
exclusively  directed  to  that  purpose.  Little  emphasis 
was  given  to  politics,  economics,  or  social  changes. 
Technology  was  just  beginning  its  amazing  explosion. 
Most  of  us  practiced  singly  or  in  small  groups,  and 
the  economics  of  the  practice  was  quite  simple.  Pa- 
tients would  choose  a physician  who  responded  to 
their  needs  as  successfully  and  sympathetically  as 
possible,  and  hopefully  the  physicians  were  paid  by 
the  patients  for  their  efforts.  The  physicians  were 
responsible  to  the  patients  and  to  themselves  for  the 
quality  of  care.  Most  were  competent  and  ethical 
and  took  great  satisfaction  in  their  status  as  physi- 
cians. Few  outside  forces  were  influential  in  the  doc- 
tor/patient relationship.  The  sea  was  calm,  the  course 


was  steady,  and  there  was  great  fun,  pleasure,  and 
satisfaction  to  being  a physician. 

But  even  then  storm  clouds  were  appearing  on  the 
horizon. 


The  federal  government  was  about  to  enter  the 
medical  field  with  a program  called  Medicare  in 
response  to  a perceived  social  need.  On  the  heels 
of  Medicare  would  come  a vast  and  complex  ar- 
ray of  edicts,  rules,  regulations,  and  bureaus, 
mostly  formulated  by  persons  who  had  little 
experience  with,  or  knowledge  of,  the  direct 
delivery  of  medical  services.  This  plethora  of 
regulations  continues  to  balloon  in  ever  increas- 
ing volume,  making  understanding  difficult,  and 
in  some  cases  impossible,  for  both  patient  and 
physician. 


Rapidly  expanding  knowledge  and  technology 
had  begun  to  tax  our  ability  to  understand  and 
fully  utilize  it.  It  brought  with  it  social  and  ethi- 
cal dilemma  which  demanded  tough  decisions 
which  became  more  complex  with  each  advance. 
Flow  far  do  we  go  to  extend  life?  What  is  the 
definition  of  quality  of  life?  Flow  do  we  deter- 
mine candidates  for  extraordinary  care?  These 
are  among  the  many  issues  we  confront  and  must 
judge  on  an  almost  daily  basis. 


The  expectations  of  patients  were  increasing  for 
a multitude  of  reasons.  Consequently,  the  di- 
rect or  indirect  influence  of  the  legal  profession 
began  to  affect  our  relationships  to  patients,  our 
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methods  of  practice,  and  our  decision  making. 


Most  recently,  delivery  of  health  care  has  and  is 
undergoing  a major  revolution.  Managed  care, 
HMO's,  PPO's,  capitation,  and  a host  of  corpo- 
rate mergers  have  exploded  on  us.  These  are 
fueled  by  MBA's,  attorneys,  insurance  execu- 
tives, and  corporate  managers  who  have  begun 
to  direct  and  significantly  influence  our  medical 
practice  and  judgments.  Many  of  these  new 
entities  do  not  have  the  same  motivation  and 
goals  for  which  we  have  been  trained  and  to 
which  we  have  dedicated  our  lives. 


These  are  among  the  many  currents  and  reefs 
through  which  we  must  find  a way  to  navigate  and 
chart  a course  into  the  future. 

How  do  we  cope  with  these  influences?  What 
must  we  do  to  survive  as  a profession  and  continue  to 
perform  the  responsibilities  for  which  we  are  commit- 
ted? I do  not  pretend  to  have  all  the  answers,  but  I 
have  some  thoughts  and  suggestions  I would  like  to 
share  with  you. 


We  must  first  accept  change,  use  it  and  mold  it 
to  our  advantage  and  credit  in  the  quest  for  op- 
timal care  for  our  patients. 


We  must  as  a profession  initiate  and  develop 
innovative  and  economical  methods  of  health 
care  delivery  to  provide  access  to  all  people  who 
are  in  need. 


We  must  continue  to  provide  high  quality  in  all 
medical  services  at  reasonable  cost  but  we  must 
never  jeopardize  that  quality  because  of  cost  or 
profit  considerations. 


We  must  participate  in  and  maintain  solid  pro- 
fessional organizations  and  continue  to  influ- 
ence public  policy  through  the  political  process 
both  locally  and  nationally,  for  we  are  the  major 
advocates  for  our  patients. 


We  must  be  willing  to  compromise  and  sacrifice 
some  of  our  personal  opinions  and  desires  when 
the  ultimate  good  to  our  patients  and  profes- 
sion is  in  the  balance. 


We  must  continue  our  quest  for  quality  educa- 
tion, both  primary  and  post  graduate.  We  must 
recruit  the  brightest  and  best  of  our  youth  to 
join  this  profession,  for  they  are  our  future. 


We  must  use  the  technological  services  which 
are  presently  available  and  will  be  forthcoming. 


But  we  must  never  lose  sight  of  the  fact  that,  to 
quote  Sir  William  Osier,  "medicine  is  an  art  based 
on  science." 


Last,  but  most  important  of  all,  we  must  never 
lose  sight  of  our  major  strength.  We  must  re- 
mind ourselves  of  that  which  has  made  us 
strong,  the  deep  personal  commitment  and  re- 
sponsibility to  all  patients  who  present  to  us  their 
most  valuable  possession  — their  health  and  life. 
We  must  continue  to  protect  and  preserve  this 
one-on-one  relationship  and  responsibility  which 
is  unique  to  this  profession  and  makes  ours  a 
most  noble  endeavor.  We  must  wear  many  hats, 
but  primarily,  we  must  remain  physicians  in  the 
true  meaning  of  the  word.  In  doing  so,  our  navi- 
gation will  remain  true  and  our  course  will  be 
clear. 


Thank  you  for  entrusting  the  helm  of  the  Arkansas 
Medical  Society  to  my  care  for  this  coming  year.  I hum- 
bly accept  this  great  honor,  and  I will  strive  to  repre- 
sent you  to  the  best  of  my  ability.  ■ 


We  cover  you  a. 


RADIOLOGY 

1-800-523-9955 
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James  Armstrong,  M.D.,  a family  practitioner  from  Ashdown,  has  been  the  director  and  a phy- 
sician of  the  Ashdown  Clinic  since  1965  and  Little  River  County  Coroner  since  1968.  He  is  the  Little 
River  County  Health  Officer  and  vice  chief  of  staff  at  Little  River  Memorial  Hospital.  In  addition,  he 
is  an  assistant  clinical  professor  of  family  and  community  medicine  at  the  University  of  Arkansas 
School  of  Medicine  and  a supervisor  of  student  senior  medical  clerkships  in  family  practice. 

Dr.  Armstrong  earned  a bachelor's  degree  with  honors  in  chemistry  from  Hendrix  College  in 
1957  and  in  1961  graduated  from  the  University  of  Arkansas  School  of  Medicine.  He  completed  a 
rotating  internship  at  the  Hillcrest  Medical  Center  in  Tulsa,  Oklahoma  in  1962,  then  went  on  to 
complete  post-graduate  studies  at  Peter  Brent  Brigham,  in  Boston,  Massachusetts;  Parkland  Hospital 
in  Dallas,  Texas;  the  University  of  Kansas,  in  Kansas  City;  and  the  University  of  Arkansas  in  Little 
Rock. 

In  1964,  Dr.  Armstrong  earned  his  original  certification  from  the  American  Board  of  Family 
Practice.  He  earned  re-certification  in  1970,  1976,  1982  and  1990. 

As  a member  of  the  AMS,  Dr.  Armstrong  has  served  as  councilor  of  the  sixth  district,  chairman 
of  the  finance  committee  and  director  of  MED-PAC,  the  organization's  political  action  committee.  He 
is  a charter  member  of  the  American  Academy  of  Family  Practice  and  the  Arkansas  Academy  of 
Family  Practice,  where  he  also  is  a past  director. 

He  served  on  the  Arkansas  Foundation  for  Medical  Care's  board  of  directors  from  1980  to  1994 
and  as  chairman  of  the  review  committee  from  1990  to  1994.  He  has  served  as  an  Arkansas  delegate 
to  both  the  American  Medical  Peer  Review  Association  and  the  Tri-Regional  Review  Conference. 
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1995  Convention  Keynote  Speakers 


Keynote  Address 

Edward  R.  Annis,  M.D.,  author  of  Code  Blue: 
Health  Care  in  Crisis  and  past  president  of  the 
American  Medical  Association  and  the  World 
Medical  Association,  was  the  keynote  speaker  at 
the  opening  session,  Thursday,  May  4.  He  offered  a 
comprehensive  look  at  the  free  market  alternative 
to  the  health  care  system  that  would  restore  the 
traditional  doctor/patient  relationship. 


Shuffield  Lecture 

Lee  J.  Stillwell  of  the  American  Medical 
Association  was  the  featured  speaker  at  the 
Shuffield  Luncheon  on  Friday,  May  5.  He  has 
directed  the  Washington  activities  of  the  AMA 
since  joining  in  1987.  His  responsibilities 
include  the  oversight  and  direction  of  the  AMA's 
corps  of  Congressional  and  Administration 
lobbyists  and  its  press  operations. 


1st  Feature  Session 

Dr.  Lenore  E.A.  Walker,  a licensed  psycholo- 
gist and  President  and  Chief  Executive  Officer  of 
Walker  & Associates,  a Denver  based  consulting 
firm  providing  clinical  and  forensic  psychologi- 
cal services  around  the  world,  spoke  about 
“Battered  Women  Syndrome:  Identifying  & 
Treating  Survivors”  at  the  First  Feature 
Session  on  Friday,  May  5. 


1995  Convention  Keynote  Speakers 


2nd  Feature  Session 

Barry  Chaiken,  M.D.,  Director  for 

Clinical  Marketing  at  GMIS,  Inc.,  spoke  about 
"Practice  Parameters"  on  Friday,  May  5.  With 
over  twelve  years  experience  in  medical  research, 
health  care  consulting,  new  business  development, 
epidemiology  and  public  health,  he  provides 
medical  leadership  and  strategic  planning  support 
for  GMIS  products  and  services. 


3rd  Feature  Session 

Z.  Lynn  Zeno,  AMS  Director  of  Governmental 
Affairs,  updated  the  membership  on  the  activities 
of  the  80th  General  Assembly  on  Saturday,  May 
6.  In  addition,  he  discussed  how  legislative 
changes  will  affect  the  practice  of  medicine  in  the 
State  of  Arkansas.  Insurance  regulations,  medical 
records  and  Medicaid  were  some  of  the  issues 
discussed  and  acted  upon  by  the  state  legislature. 


AMA  Address 

Thomas  R.  Reardon,  M.D.,  Secretary/Treasurer, 
Member  of  the  AMA  Board  of  Trustees,  gave  the 
keynote  AMA  address  at  the  Final  House  of  Del- 
egates on  Saturday,  May  6.  Dr.  Reardon  is  a general 
practitioner  from  Portland,  Oregon,  and  was  elected 
secretary /treasurer  of  the  AMA  in  1 994.  He  recently 
testified  before  the  New  Mexico  senate  committee 
against  the  "Death  With  Dignity  Act."  Read  more 
about  his  testimony  on  page  577  of  the  April  1995 
issue  of  The  Journal. 
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present 

1983-1984 

Asa  A.  Crow  present 

present 

Dwight  Williams 

present 

present 

1964-1965 

C.  Randolph  Ellis  present 

- 

District  2: 

Lloyd  Bess 

present 

present 

1969-1970 

Ross  E.  Fowler 

- 

Michael  Moody 

present 

present 

1951-1952 

Charles  Henry,  Sr. 

- 

District  3: 

Hoy  B.  Speer,  Jr 

present 

present 

1982-1983 

Morriss  M.  Henry 

- 

P.  Vasudevan 

present 

present 

1988-1989 

John  M.  Hestir  present 

present 

District  4: 

Anna  Redman 

present 

present 

1990-1991 

William  N.  Jones 

- 

Paul  Wallick 

- 

present 

1987-1988 

W.  Ray  Jouett 

- 

District  5: 

Wayne  Elliott 

present 

present 

1876-1977 

Albert  S.  Koenig,  Jr.  present 

present 

Robert  Nunnally 

present 

present 

1977-1978 

W.  Payton  Kolb  present 

present 

District  6: 

George  Finley 

- 

- 

1980-1981 

Kemal  E.  Kutait 

- 

District  7: 

Thomas  Hollis 

- 

- 

1992-1993 

J.  Larry  Lawson  present 

present 

Robert  McCrary 

- 

- 

1986-1987 

Ken  Lilly 

- 

District  8: 

David  Barclay 

- 

- 

Honorary 

C.  C.  Long 

- 

Joseph  Beck 

- 

present 

1967-1968 

Joseph  A.  Norton 

- 

Paul  Cornell 

present 

present 

1974-1975 

Ben  N.  Saltzman  present 

present 

William  Jones 

present 

present 

1981-1982 

Purcell  Smith.  Jr. 

- 

Charles  Logan 

present 

present 

1968-1969 

H.  W.  Thomas 

present 

Jerry  Mann 

present 

present 

1975-1976 

T.  E.  Townsend 

present 

J.  Mayne  Parker 

present 

present 

1991-1992 

George  Warren 

- 

John  L.  Wilson 

present 

present 

1989-1990 

James  R.  Weber 

- 

District  9: 

David  Davis 

present 

- 

1984-1985 

Charles  Wilkins,  Jr.  - 

- 

Robert  Langston 

present 

present 

1973-1974 

John  P.  Wood 

- 

Janet  Titus 

present 

present 

1978-1979 

George  F.  Wynne 

- 

District  10: 

Gerald  Stolz 

present 

present 

House  of  Delegates  Composition 

First 

Second 

First 

Second 

Delegates 

Session 

Session 

Delegates  Session 

Session 

Arkansas  (1) 

Ashley  (1) 
Baxter  (2) 

Marolyn  Speer  present 

Dennis  Yelvington 
NOT  REPRESENTED 
Robert  Baker  present 

Peter  MacKercher 

present 

present 

Cleburne  (1) 

Columbia  ( 1 ) 
Conway  (1) 
Craighead/ 
Poinsett  (7) 

Jerry  Thomas  present 

Mike  Barnett 
Thomas  Pullig 
NOT  REPRESENTED 

Terrance  Braden 

present 

Benton  (4) 

Richard  Pearson 

present 

present 

Tim  Dow  present 

present 

Jan  Turley 

- 

present 

David  Pyle 

present 

C.  Bruce  Waldon 

- 

- 

David  Silas 

Boone  (1 ) 

Carlton  Chamber 

present 

present 

Joe  Stallings  present 

present 

Bradley  ( 1 ) 

Joe  Wharton 

- 

- 

Don  Vollman  present 

- 

Kerry  Pennington 

- 

- 

Joe  T.  Wilson  present 

present 

Carroll  (1) 

Oliver  Wallace 

present 

present 

Crawford  (1 ) 

NOT  REPRESENTED 

Chicot  ( 1 ) 

NOT  REPRESENTED 

Crittenden  (2) 

G.  Edward  Bryant 

present 

Clark  (1) 

Noland  Hagood 

- 

- 

E.  Scott  Ferguson 

present 

House  of  Delegates  Composition  (continued) 


Delegates 

First 

Session 

Second 

Session 

Cross  ( 1 ) 

Robert  Hayes 

_ 

_ 

Dallas  (1 ) 

Don  Howard 

- 

- 

Desha  (1) 

NOT  REPRESENTED 

Drew  (1) 

Harold  Wilson 

present 

present 

Faulkner  (2) 

Randal  Bowlin 

- 

- 

Ben  Dodge 

- 

- 

Franklin  (1) 

David  Gibbons 

present 

present 

Garland  (6) 

R.  Paul  Tucker 

- 

- 

James  M.  Arthur 

- 

- 

Fred  Heinemann 

- 

- 

Gopakumar  Maruthur  present 

present 

Eugene  Shelby 

present 

- 

Thomas  Cofer 

- 

- 

Grant  (1) 

Clyde  Paulk 

- 

present 

Greene/Clay  (1 ) 

Roger  Cagle 

present 

present 

Hempstead  ( 1 ) 

Lowell  Harris 

- 

- 

Hot  Spring  (1) 

Absalom  H.  Tilley 

- 

- 

Howard/Pike  (1) 

Robert  Sykes 

present 

- 

Independence (2) 

William  Waldrip 

present 

present 

John  R.  Baker 

present 

- 

Jackson  (1) 

John  D.  Ashley 

- 

present 

Jefferson  (4) 

Simmie  Armstrong 

- 

Sue  Frigon 

- 

- 

David  Jacks 

present 

present 

John  Lytle 

present 

present 

Johnson ( 1 ) 

Don  Pennington 

present 

- 

Lafayette  ( 1 ) 

Bradley  Harbin 

- 

- 

Lawrence  (1) 

NOT  REPRESENTED 

Lee  ( 1 ) 

NOT  REPRESENTED 

Little  River  (1 ) 

Joe  G.  Shelton 

- 

- 

Logan  (1) 

John  R.  Williams 

- 

- 

Lonoke  (1) 

Steve  Thomason 

present 

- 

Medical  Student 

Merisa  Turner 

present 

- 

Miller  (3) 

Joseph  Robbins 

- 

- 

Herbert  Wren 

- 

- 

Stanley  Collins 

- 

- 

Mississippi  (1) 

Joe  V.  Jones 

present 

present 

Monroe  (1) 

NOT  REPRESENTED 

Nevada  (1) 

Michael  Young 

present 

- 

Ouachita  (1 ) 

William  Dedman 

- 

present 

Phillips  (1) 

L.J.  Pat  Bell 

present 

- 

Francis  Patton 

- 

present 

Polk  (I) 

Thomas  Tinnesz 

present 

present 

Pope (3) 

Kevin  Beavers 

present 

present 

David  Murphy 

present 

- 

Michael  Riddell 

- 

present 

Pulaski  (37) 

D.  B.  Allen 

- 

- 

Brad  Baltz 

- 

present 

Ray  Biondo 

present 

- 

Bob  Cogburn 

- 

- 

Michael  Cope 

- 

- 

David  Coussens 

- 

- 

Philip  Deer,  III 

- 

- 

Marlon  Doucet 

- 

- 

Thomas  Eans 

present 

present 

Jim  English 

- 

- 

Charles  Fitzgerald 

- 

- 

Delegates 

First 

Session 

Second 

Session 

Jay  Flaming 

_ 

present 

Cynthia  Frazier 

- 

- 

Fred  Henker 

present 

present 

Reid  Henry 

- 

- 

Steven  Hodges 

present 

- 

Thomas  Jansen 

- 

- 

Anthony  Johnson 

- 

present 

Carl  Johnson 

- 

- 

Gail  Jones 

- 

- 

David  King 

- 

- 

Dean  Kumpuris 

- 

- 

Derek  Lewis 

- 

present 

Marvin  Leibovich 

- 

- 

Steve  Magie 

present 

present 

Judy  McDonald 

- 

- 

Fred  Nagel 

- 

- 

George  Norton 

- 

- 

Debra  Owings 

- 

- 

Richard  Peek 

- 

- 

Carl  Raque 

present 

present 

John  Redman 

present 

present 

Ashley  Ross 

- 

- 

Ted  Saer 

- 

- 

Bruce  Schratz 

- 

- 

Frank  Sipes 

present 

- 

William  Steele 

- 

- 

Duane  Velez 

- 

- 

Samual  Welch 

- 

- 

Paul  Zelnick 

- 

- 

Randolph (1) 

NOT  REPRESENTED 

Saline  (2) 

Michael  Schmidt 

- 

- 

Donald  Harper 

present 

present 

Sebastian  (11) 

Edwin  Coffman 

- 

present 

Randy  Ennen 

- 

- 

R.  Cole  Goodman 

- 

- 

Peter  Irwin 

present 

present 

Greg  Jones 

- 

present 

Robert  Knox 

- 

- 

John  Lange 

- 

- 

Jack  Magness 

- 

- 

Eugene  Still 

- 

- 

John  Swicegood 

- 

- 

John  Wells 

- 

- 

Sevier  (1) 

NOT  REPRESENTED 

St.  Francis  (1 ) 

NOT  REPRESENTED 

Tri-County  (1) 

Griffin  Arnold 

- 

- 

Mike  Moody 

present 

- 

Union  (2) 

Wayne  Elliott 

present 

present 

Allan  Pirnique 

- 

- 

Van  Buren  ( 1 ) 

John  A.  Hall 

- 

- 

Washington  (7) 

David  Davis 

- 

present 

Curtis  Hedberg 

- 

present 

Anthony  Hui 

- 

present 

William  McGowan 

- 

- 

William  Nowlin 

- 

- 

Danny  Proffitt 

present 

present 

Janet  Titus 

- 

- 

White  (2) 

NOT  REPRESENTED 

Woodruff  (1) 

NOT  REPRESENTED 

Yell  (1) 

James  Maupin 

- 

present 

House  of  Delegates 


First  Session  - May  4,  1995 


Speaker  of  the  House  John  Crenshaw  called  the 
meeting  to  order  on  Thursday,  May  4,  1995,  at  the 
119th  annual  meeting  of  the  Arkansas  Medical  Soci- 
ety. Delegates,  members,  and  guests  were  welcomed 
by  the  mayor  of  Hot  Springs,  Helen  Selig.  Miss  Hot 
Springs,  Shari  Payne  sang  the  National  Anthem.  The 
Hot  Springs  Navy  Junior  ROTC  presented  the  colors. 
Dr.  Payton  Kolb  asked  for  a moment  of  silence  in 
memory  of  the  physicians,  physicians'  spouses,  and 
Alliance  members  who  had  passed  away  in  the  past 
year. 

Dr.  Crenshaw  introduced  Mrs.  Susan  Paddack, 
Field  Director,  AMA  Alliance;  Mrs.  Mary  Ann  Stallings, 
AMS  Alliance  President;  and  Mrs.  Evelyn  Thomas, 
AMS  Alliance  President-elect. 

Mrs.  Mary  Ann  Stallings  presented  Dr.  I.  Dodd 
Wilson,  Dean,  University  of  Arkansas  College  of  Medi- 
cine, with  two  grants  from  the  AMA  Education  and 
Research  Foundation.  The  $2,270.50  grant  is  intended 
for  the  pursuit  of  excellence  in  the  medical  school's 
programs  and  the  $6,849.05  grant  is  restricted  to  fi- 
nancial assistance  for  medical  students. 

Dr.  Crenshaw  announced  there  were  77  voting 
members  in  attendance. 

Upon  motion,  the  House  approved  the  minutes 
of  the  118th  annual  session  as  published  in  the  June 
1994  issue  of  The  Journal  of  the  Arkansas  Medical  Society. 

Dr.  Charles  Logan  presented  a plaque  to  Dr.  Don 
Vollman  who  served  as  councilor  from  1993  to  1995. 
A plaque  will  be  sent  to  Dr.  David  Rogers  who  served 
as  councilor  from  1989  to  1994. 


Mary  Ann  Stallings  presents  Dr.  Dodd  Wilson  with  two  grants 
from  the  AMA  Education  and  Research  Foundation.  Evelyn 
Thomas,  Susan  Paddack  and  Dr.  Kolb  are  also  pictured. 
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Dr.  Crenshaw,  1994-1995  Speaker  of  the  House  of  Delegates 


Dr.  James  M.  Kolb,  Jr.,  presented  plaques  to  Dr. 
Charles  Rodgers  who  served  as  Secretary  to  the  Ar- 
kansas Medical  Society  from  1988  to  1995  and  as  Chair- 
man of  the  Governmental  Affairs  Council  from  1990 
to  1995.  A plaque  will  be  sent  to  Dr.  David  Rogers 
who  served  as  an  alternate  delegate  to  the  AMA  from 
1991  to  1994. 

Dr.  Crenshaw  announced  the  vacancies  on  the 
state  boards  and  reminded  the  members  in  the  coun- 
ties in  the  districts  and  the  Nominating  Committee  to 
meet  immediately  following  the  adjournment  of  the 
House  to  vote  for  three  nominees  for  each  vacancy. 
Vacancies  will  occur  December  31,  1995  in  the  mem- 
ber-at-large position  of  the  Arkansas  State  Medical 
Board  and  in  District  #3  and  one  member-at-large  po- 
sition of  the  Arkansas  State  Board  of  Health. 

Dr.  Crenshaw  announced  the  1995-1996  Nominat- 
ing Committee  members:  District  #1:  Dr.  Merrill 

Osborne,  Blytheville;  District  #2:  Dr.  Daniel  Davidson, 
Searcy;  District  #3:  Dr.  Francis  Patton,  Helena;  Dis- 
trict #4:  Dr.  Harold  Wilson,  Monticello;  District  #5: 
Dr.  Robert  Nunnally,  Camden;  District  #6:  Dr.  A.  E. 
Andrews,  Texarkana;  District  #7:  Dr.  Kevin  Hale,  Hot 
Springs;  District  #8:  Dr.  John  Wilson,  Little  Rock;  Dis- 
trict #9:  Dr.  Carlton  Chambers,  Harrison;  and  District 
#10:  Dr.  Gerald  Stolz,  Russellville. 

Dr.  Crenshaw  announced  that  the  Reference  Com- 
mittee meetings  will  begin  at  9:00  a.m.,  Friday  morn- 
ing, May  5. 

Dr.  James  M.  Kolb,  Jr.,  introduced  the  keynote 
speaker,  Dr.  Edward  R.  Annis.  Dr.  Annis,  former 
president  of  the  AMA  and  the  World  Medical  Asso- 
ciation and  AMA  Trustee  spoke  on  "Medical  Practice 
in  Turmoil:  What  Lies  Ahead?" 

There  being  no  further  business  the  meeting  ad- 
journed until  Saturday,  May  6. 


JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


House  of  Delegates 


Final  Session  - May  6,  1995 


Speaker  of  the  House  John  Crenshaw  called  the 
meeting  to  order  on  Saturday,  May  6,  1995,  and  asked 
Dr.  Carlton  Chambers,  Secretary  of  the  Nominating 
Committee,  to  present  the  slate  of  officers: 


President-elect:  John  Crenshaw,  M.D.,  Pine  Bluff 
Vice  President:  Joe  V.  Jones,  M.D.,  Blytheville 
Treasurer:  Lloyd  Langston,  M.D.,  Pine  Bluff 
Secretary:  Mike  Moody,  M.D.,  Salem 
Speaker  of  the  House:  Anna  Redman,  M.D.,  Pine  Bluff 
Vice  Speaker  of  the  House:  Kevin  Beavers,  M.D., 
Russellville 

Delegates  to  the  AMA: 

James  Weber,  M.D.,  Jacksonville  (1/1/96  - 12/31/97) 
Alternate  Delegate  to  the  AMA: 

Larry  Lawson,  M.D.,  Paragould  (1/1/96  - 12/31/97) 
Councilors: 

District  1:  Joe  Stallings,  M.D.,  Jonesboro 

District  2:  Lloyd  Bess,  M.D.,  Batesville 

District  3:  Hoy  Speer,  M.D.,  Stuttgart 

District  4:  Anna  Redman,  M.D.,  Pine  Bluff 

District  5:  Wayne  Elliott,  M.D.,  El  Dorado 

District  6:  Michael  Young,  M.D.,  Prescott 

District  7:  Thomas  Hollis,  M.D.,  Hot  Springs 

District  8:  Joseph  Beck,  M.D.,  Little  Rock 

Paul  Cornell,  M.D.,  Little  Rock 
William  Jones,  M.D.,  Little  Rock 
Charles  Logan,  M.D.,  Little  Rock 
Mayne  Parker,  M.D.,  Little  Rock 
District  9:  David  Davis,  M.D.,  Fayetteville 

District  10:  Paul  Wills,  M.D.,  Fort  Smith 


issue  of  The  Journal  of  the  Arkansas  Medical  Society. 

The  report  of  the  Council  was  given  by  Dr.  Charles 
Logan,  Chairman,  and  approved  by  the  House  to  be 
filed  for  information. 

Dr.  Redman  announced  the  following  nominees 
for  the  state  board  positions:  Third  Congressional  Dis- 
trict, Arkansas  State  Board  of  Health:  Drs.  James 

Crider,  Harrison;  David  Murphy,  Russellville;  and  Ken 
Lilly,  Ft.  Smith;  Member-at-Large  Position,  Arkansas 
State  Board  of  Health:  Drs.  Robert  Miller,  Helena; 
Harold  Wilson,  Monticello;  and  Howard  Harris, 
Dumas;  Member-at-Large  Position,  Arkansas  State 
Medical  Board:  Drs.  Linda  McGhee,  Fayetteville;  J.  R. 
Baker,  Batesville;  and  Trent  Pierce,  West  Memphis. 

Dr.  Redman  also  announced  that  Dr.  Carlton 
Chambers,  Harrison,  had  been  chosen  Chairman  of 
the  Nominating  Committee  and  Dr.  Gerald  Stolz, 
Russellville,  Secretary. 

Janell  Mason,  Chief  Operating  Officer,  gave  a brief 
update  on  the  AMS  Managed  Care  Organization. 

Dr.  Charles  Logan  asked  that  the  annual  golf  tour- 
nament be  named  the  Harold  D.  Purdy  Memorial  Golf 
Tournament  in  memory  of  Dr.  Bud  Purdy  who  passed 
away  unexpectedly  prior  to  the  annual  meeting.  Upon 
motion  this  was  approved. 

Dr.  James  M.  Kolb,  Jr.,  gave  a farewell  address  to 
the  members  and  guests.  This  address  is  printed  in 
the  June  1995  issue  of  The  Journal  of  the  Arkansas  Medi- 
cal Society. 

Dr.  Thomas  R.  Reardon,  AMA  Secretary/Treasurer 
and  member  of  the  Board  of  Trustees,  addressed  the 
House. 

There  being  no  further  business  the  meeting  ad- 
journed. 


Dr.  John  Crenshaw  was  elected  presi- 
dent-elect by  acclamation  as  were  other 
nominees.  The  House  of  Delegates  voted 
to  elect  Drs.  Lloyd  Langston,  James  We- 
ber, Thomas  Hollis,  and  Paul  Wills  in 
their  absence. 

Dr.  Anna  Redman,  newly  elected 
speaker  of  the  House,  presided  over  the 
remainder  of  the  meeting.  Dr.  Redman 
presented  a plaque  to  Dr.  John  Crenshaw 
for  his  service  as  speaker. 

The  next  order  of  business  was  the 
reports  from  the  Reference  Committees. 

The  adoption  of  these  reports  were  ap- 
proved and  will  be  printed  in  the  June 

Armstrong  (far  left)  and  Dr.  Kolb  (far  right). 


Jr.  Anna  Redman,  1995-1996  Speaker  of  the  House,  and  Dr.  Crenshaw  with  Dr. 
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Medical  ixpertise... 

You  have  it.  You  won  it  through  dedication,  focus 
and  professionalism...  and  through  relying  on  the 
expertise  of  others. 


The  law  requires  a safe  workplace.  OSHA  demands 
that  medical  offices  have  strictly-defined  programs  to 
protect  staff  and  patients.  We  offer  assistance  at  a 
variety  of  levels...  from  answering  simple  questions 
to  acting  as  a formal  consultant.  Whether  you  need 
an  OSHA  compliance  audit,  a CLIA  pre-certification 
audit,  a CLIA  maintenance  audit,  an  exposure 
control  plan,  employee  manuals,  training  in  blood- 
borne  pathogens  or  hazard  communication,  a 
workshop  in  your  facility  or  local  community,  a 
complete  compliance  program,  a liaison  with  OSHA, 
or  are  simply  curious, 

...call  us  at  1 -800-806-1 W6. 

LIGHTFOOT  & BENNETT 

920  W.  2nd  #103  Little  Rock  AR  72201  (501)  372-2424 


THE  BEST  BUSINESS  RARTNER  IN  THE 
ACCOUNT  RECEIVABLE  MANAGEMENT  INDUSTRY 


ESTABLISHED  194  1 

Post  Office  Box  2676,  Batesville,  AR  72503 

1-800-373-0757 


Professional  Support... 

If  you  have  not  developed  expertise 
in  federal  mandates  for  health  and 
safety,  please  consider  relying  on 
ours. 


Family  Medicine  Faculty,  Assis- 
tant or  Associate  Professor.  Com- 
munity-based, twenty-seven  resident 
program  with  university  affiliation.  Seven 
full-time  physician  faculty  members  with 
plans  to  expand  to  nine.  Responsibilities 
include  teaching  and  supervision  of  resi- 
dents and  medical  students,  three  to 
four  half  days  of  patient  care  per  week, 
and  research  if  desired.  Obstetrical  skills 
essential.  Fayetteville  is  the  location  of 
the  main  campus  of  the  University  of 
Arkansas  and  is  situated  in  the  beauti- 
ful Ozark  Mountains.  School  system  and 
economy  are  considered  the  strongest 
in  the  state.  Salary  very  competitive. 

Contact: 

Ray  Bredfeldt,  M.D. 

2907  East  Joyce  Blvd. 

Fayetteville,  Arkansas  72703 
(501)  521-0263 


BATESVILLE  • BLYTHEVILLE  • CONWAY  • HELENA  • JONESBORO  • PARAGOULD  • WEST  MEMPHIS 


1995-1996  Arkansas  Medical  Society  Officers 

James  Armstrong,  M.D.,  Ashdown,  President 
John  Crenshaw,  M.D.,  Pine  Bluff,  President-elect 
Joe  V.  Jones,  M.D.,  Blytheville,  Vice  President 
James  M.  Kolb  Jr.,  M.D.,  Russellville,  Immediate  Past  President 
Mike  Moody,  M.D.,  Salem,  Secretary 
Lloyd  Langston,  M.D.,  Pine  Bluff,  Treasurer 
Anna  Redman,  M.D.,  Pine  Bluff,  Speaker,  House  of  Delegates 
Kevin  Beavers,  M.D.,  Russellville,  Vice  Speaker,  House  of  Delegates 
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AMS  Executive  Committee  Members 

Charles  W.  Logan,  M.D.,  Little  Rock,  Chairman 
James  Armstrong,  M.D.,  Ashdown,  President 
John  Crenshaw,  M.D.,  Pine  Bluff,  President-elect 
Mike  Moody,  M.D.,  Salem,  Secretary 
Lloyd  Langston,  M.D.,  Pine  Bluff,  Treasurer 
James  M.  Kolb  Jr.,  M.D.,  Russellville,  Immediate  Past  President 


Councilors  and  Councilor  Districts 

First  District 

Dwight  Williams,  M.D.,  Paragould  (1996);  Joe  Stallings,  M.D.,  Jonesboro  (1997)  - Clay,  Craighead, 
Crittenden,  Greene,  Lawrence,  Mississippi,  Poinsett,  Randolph 

Second  District 

Lloyd  Bess,  M.D.,  Batesville  (1997);  Vacant  (1996)  - Cleburne,  Conway,  Faulkner,  Fulton,  Independence, 
Izard,  Jackson,  Sharp,  Stone,  White 

Third  District 

Hoy  B.  Speer  Jr.,  M.D.,  Stuttgart  (1997);  P.  Vasudevan,  M.D.,  Helena  (1996)  - Arkansas,  Cross,  Lee, 
Lonoke,  Monroe,  Phillips,  Praire,  St.  Francis,  Woodruff 

Fourth  District 

Paul  A.  Wallick,  M.D.,  Monticello  (1996);  Vacant  (1997)  - Ashley,  Chicot,  Desha,  Drew,  Jefferson,  Lincoln 

Fifth  District 

Robert  Nunnally,  M.D.,  Camden  (1996)  - Bradley,  Calhoun,  Cleveland,  Columbia,  Dallas,  Ouachita,  Union 

Sixth  District 

George  Finley,  M.D.,  Texarkana  (1996);  Michael  Young,  M.D.,  Prescott  (1997)  - Hempstead,  Howard, 
Lafayette,  Little  River,  Miller,  Nevada,  Pike,  Polk,  Sevier 

Seventh  District 

Thomas  H.  Hollis,  M.D.,  Hot  Springs  (1997);  Robert  McCrary,  M.D.,  Hot  Springs  (1996)  - Clark,  Garland, 
Grant,  Hot  Spring,  Montgomery,  Saline 

Eighth  District 

Charles  W.  Logan,  M.D.,  Little  Rock  (1997);  Paul  Cornell,  M.D.,  Little  Rock  (1997);  David  L.  Barclay, 
M.D.,  Little  Rock  (1996);  R.  Jerry  Mann,  M.D.,  Little  Rock  (1996);  Joseph  M.  Beck  II,  M.D.,  Little  Rock 
(1997);  William  N.  Jones,  M.D.,  Little  Rock  (1997);  J.  Mayne  Parker,  M.D.,  Little  Rock  (1997);  John  L. 
Wilson,  M.D.,  Little  Rock  (1996)  - Pulaski 
Ninth  District 

Robert  H.  Langston,  M.D.,  Harrison  (1996);  Janet  Titus,  M.D.,  Fayetteville  (1996);  David  Davis,  M.D., 
Fayetteville  (1997)  - Baxter,  Benton,  Boone,  Carroll,  Madison,  Marion,  Newton,  Searcy,  Van  Buren,  Wash- 
ington 

Tenth  District 

Morton  C.  Wilson,  M.D.,  Fort  Smith  (1996);  Gerald  A.  Stolz,  M.D.,  Russellville  (1996);  Paul  I.  Wills,  M.D., 
Fort  Smith  (1997)  - Crawford,  Franklin,  Johnson,  Logan,  Perry,  Pope,  Scott,  Sebastian,  Yell 
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Reference  Committee  #1 


Dr.  Roger  Cagle,  Paragould,  Chairman 

Dr.  Wayne  Elliott,  El  Dorado 

Dr.  Reid  Pierce,  Pine  Bluff 

Dr.  Donald  Harper,  Benton 

Michael  Nolen,  Medical  Student  Representative 

This  Reference  Committee  carefully  reviewed  and 
discussed  the  following  reports  printed  in  the  April 
issue  of  The  Journal  of  the  Arkansas  Medical  Society: 

Arkansas  Health  Care  Access  Foundation,  Dr. 

Harold  Hedges,  President 

Arkansas  Medical  Society  1995  Budget,  Dr.  Dwight 
Williams,  Chairman 

Ouachita  County  Medical  Society,  Dr.  Robert 

Nunnally,  Secretary 

Council,  Dr.  Charles  Logan,  Chairman 

Tri-County  Medical  Society,  Dr.  George  Jackson, 

Secretary/Treasurer 

Young  Physicians'  Committee,  Dr.  Anna  Redman, 
Chairman 

HOUSE  ACTION:  FILED  FOR  INFORMATION 

This  Reference  Committee  gave  careful  consider- 
ation to  the  following  items  and  request  that  they  be 
considered  separately: 
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Annual  Session  Committee 
Dr.  Jerry  Mann,  Chairman 

This  Reference  Committee  recommends  that  the 
report  of  the  Annual  Session  Committee  be  filed  for 
information;  AND  THAT 

Dr.  Mann  and  the  Committee  be  commended  for 
planning  these  outstanding  programs;  AND  THAT 
every  attendee  make  a conscious  effort  to  encour- 
age their  colleagues  to  attend  future  programs. 

Executive  Vice  President  Report 
Ken  LaMastus,  Executive  Vice  President 

The  Committee  took  special  note  of  the  fact  that 
the  Arkansas  Medical  Society  has  become  much  more 
than  our  professional  association.  It  is  involved  in  a 
variety  of  areas  including  foundations,  managed  care, 
health  insurance,  and  more;  all  of  which  are  for  the 
express  purpose  of  representing  physicians  and  their 
patients.  This  Reference  Committee  recommends  that 
the  report  of  the  Executive  Vice  President  be  filed  for 
information;  AND  THAT 

Mr.  LaMastus  and  the  entire  staff  be  commended 
for  their  efforts. 

This  concludes  the  report  of  Reference  Committee 
#1.  Dr.  Roger  Cagle,  chairman  of  the  committee,  wishes 
to  thank  those  who  appeared  before  the  Committee, 
members  of  the  Committee,  and  Nadine  Gentry  of  the 
AMS  staff  for  her  assistance. 
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Reference  Committee  #2 


Dr.  Steve  Magie,  Little  Rock,  Chairman 

Dr.  Wesley  Ashabranner,  Heber  Springs 

Dr.  Joe  Jones,  Blytheville 

Dr.  Parthasarathy  Vasudevan,  Helena 

Dr.  Erma  Washington,  Pine  Bluff 

Brian  Meyer,  Medical  Student  Representative 

This  Reference  Committee  carefully  reviewed  and 
discussed  the  following  reports  printed  in  the  April 
issue  of  The  Journal  of  the  Arkansas  Medical  Society: 

Arkansas  State  Medical  Board,  Peggy  Pryor  Cryer, 
Chairman 

CME  Accreditation  Committee,  Dr.  Steve  Strode, 
Chairman 

Medical  Education  Foundation  for  Arkansas,  Dr. 
Martin  Eisele,  President 

Medical  Services  Review  Committee,  Dr.  John 
Crenshaw,  Chairman 

Pulaski  County  Medical  Society,  Fred  Reddoch, 
Executive  Director 

HOUSE  ACTION:  FILED  FOR  INFORMATION 

This  Reference  Committee  gave  careful  consider- 
ation to  the  following  items  and  request  that  they  be 
considered  separately: 

AMS  Management  Company 
Janell  Mason,  Chief  Operating  Officer 

This  Reference  Committee  recommends  that  the 
report  of  the  AMS  Management  Company  be  filed  for 
information;  AND  THAT 


Mrs.  Janell  Mason  be  commended  for  her  efforts. 

Arkansas  Department  of  Health 
Dr.  Sandra  Nichols,  Director 

This  Reference  Committee  recommends  that  the 
report  of  the  Arkansas  Department  of  Health  be  filed 
for  information;  AND  THAT 

Dr.  Sandra  Nichols  be  commended  for  her  efforts. 

Physician's  Health  Committee 
Dr.  Joe  Martindale,  Chairman 

There  was  a great  deal  of  discussion  about  the 
awareness  of  this  important  committee  and  the  need 
to  provide  additional  information  to  AMS  members. 
This  Reference  Committee  recommends  that  the  re- 
port of  the  Physician's  Health  Committee  be  filed  for 
information;  AND  THAT 

Dr.  Joe  Martindale  be  commended  for  his  hard 
work  and  dedication  in  support  of  our  colleagues;  AND 
THAT 

Once  additional  funding  is  available,  the  Arkan- 
sas Medical  Society  continue  to  enhance  its  efforts  in 
educating  members  about  the  program  and  the  assis- 
tance available  through  this  important  program;  AND 

THAT 

Arkansas  Medical  Society  members  be  advised  of 
the  statistical  successes  of  the  program  in  future  com- 
mittee reports. 

This  concludes  the  report  of  Reference  Committee 
#2.  Dr.  Steve  Magie  wishes  to  thank  those  who  ap- 
peared before  the  Committee,  members  of  the  Com- 
mittee, and  Tina  Wade  of  the  AMS  staff  for  her  assistance. 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


PRIMARY  CARE  PHYSICIANS 

The  Little  Rock  VA  Medical  Center  has  openings 
for  Primary  Care  Physicians  to  work  primarily  in 
Ambulatory  Care.  Physicians  trained  in  Internal 
Medicine  and  Family  Practice,  who  have  interest 
in  providing  primary  care  to  a defined  set  of 
patients  in  collaboration  with  physician 
extenders,  are  encouraged  to  inquire.  Excellent 
opportunities  are  available  for  continuing 
education  and  for  teaching  of  students  and  house 
staff. 

Competitive  remuneration,  generous  fringe 
benefits,  and  excellent  working  conditions. 
Contact  Joseph  H.  Bates,  M.D.,  Chief,  Medical 
Service,  John  L.  McClellan  Memorial  Veterans 
Hospital,  4300  West  7th  Street,  Little  Rock,  AR 
72205,  telephone  ( 50D-660-2029. 


The  Best  Care 

The  Best  Career 


An  Equal  Opportunity  Employer 


Emergency  Medicine 
Opportunities 


Crittenden  (JVLq morial 
hospital 

West  Memphis,  AR 

Only  ten  minutes  from  the  heart  of  Memphis,  IN! 


'/tuspiut' 


♦ his  well-designed,  roomy  facility 

l I contains  152  beds  and  serves  15,000 
JL  patients  annually  in  its  Emergency 
Department.  The  ED  sees  only  25%  trauma  and 
5%  pediatric  patients.  An  experienced  nursing 
staff  provides  excellent  support,  and  the  hospital 
has  superior  back-up. 

♦ Competitive  Remuneration 

♦ Occurrence  Malpractice  Insurance 

♦ Flexible  Scheduling 

For  more  information,  contact  Rhonda  Feltz, 
Spectrum  Emergency  Care,  at  1-800-325-2716  or  FAX 
your  C V to  Rhonda's  attention  at  314-919-8920 


Report  of  the  Council 

May  4-5,  1995 


The  Council  met  on  May  4 and  5 and  the  following 

business  was  received  and  transacted: 

1.  The  Council  approved  the  minutes  of  the  Feb- 
ruary 19,  1995  Council  meeting  and  the  April 
26,  1995  Executive  Committee  meeting. 

2.  Mr.  Mike  Mitchell  discussed  the  Patient  Protec- 
tion Act  of  1995,  also  known  as  the  Any  Willing 
Provider  Act.  Lynn  Zeno  was  recognized  for 
his  work  in  helping  get  this  act  passed. 

3.  Dr.  William  Jones  gave  an  update  of  his  cam- 
paign activities  for  the  position  on  the  AMA 
Council  on  Scientific  Affairs.  Dr.  Jones  asked 
the  Council  to  write  their  colleagues  in  other 
states  and  encourage  them  to  support  him. 

4.  Upon  motion  the  Council  voted  to  write  a letter 
to  the  Oklahoma  Medical  Society  expressing 
sympathy  for  the  recent  tragedy  in  Oklahoma. 

5.  David  Wroten  presented  a $53,333  check  to  the 
Council  for  payment  of  a loan  that  the  Arkansas 
Medical  Society  made  to  the  AMS  Health  Ben- 
efit Plan. 

6.  The  Arkansas  Medical  Society  Membership  and 
Budget  Reports  were  presented  for  information. 

7.  Audits  for  the  Arkansas  Medical  Society  and  the 
Medical  Education  Foundation  for  Arkansas 
were  presented  for  information. 

8.  The  Council  approved  changes  to  the  Arkansas 
Medical  Society  Alliance  Bylaws. 

9.  The  Council  voted  to  establish  a Physicians 
Health  Foundation  to  manage  the  money  that 
will  be  distributed  from  the  increase  in  physi- 
cian licensure  fees  that  was  passed  during  the 
recent  legislative  session.  This  plan  will  then 
be  presented  to  the  Council  for  final  approval. 

10.  The  Council  approved  a contribution  equal  to 
$1.00  per  each  dues  paying  member  to  the 
AMA's  State  Medical  Society  Litigation  Center 
and  $2,000  toward  current  Washington  efforts 
for  medical  liability  reform. 


11.  Nancy  Kintzel  of  the  American  Medical  Asso- 
ciation greeted  the  Council  and  gave  a brief  up- 
date on  their  activities. 


12.  The  Council  approved  requests  for  dues  exemp- 
tion for  life,  emeritus,  and  affiliate  membership. 


Life  Membership: 

William  J.  Wright 

Merrill  J.  Osborne 

Carl  E.  Hyman 

A.  Tharp  Gillespie 

Raymond  A.  Irwin,  Jr. 

A.  Vale  Harrison 

J.R.  Pierce,  Jr. 

Frank  M.  Westerfield,  Jr 

Charles  C.  Brock,  Jr. 

A.  C.  Bradford 

Emeritus  Membership 

Robert  C.  Ford,  Jr. 

J.B.  Cross 

Asa  A.  Crow 

Stevenson  Flanigan 

Bobby  Jenkins 

Bill  G.  Floyd 

Mary  Ellen  Jenkins 

Arlee  E.  Pollard 

Herbert  B.  Wren 

Quin  M.  Baber 

Herbert  Jones 

Willis  M.  Stevens,  Jr. 

Warren  C.  Boop,  Jr. 

James  Beckman,  Jr. 

Marion  M.  Church 
Kingsley  W.  Cosgrove,  Jr. 

C.  Dwight  Dodson 

Affiliate  Membership 

Helga  E.  Chock 

William  J.  Roberts 

John  W.  Jacks 

Donald  G.  Browning 

Patrick  K.  Keane 

Guy  R.  Farris,  Jr. 

James  Lowry 

George  M.  Goza,  Jr. 

Gary  S.  Sapiro 

J.  Harry  Hayes,  Jr. 

Robert  E.  Burns 

Raines  Chaffin 

William  R.  Mashburn 
Norman  W.  Peacock,  Jr. 

Joseph  H.  McAlister 

13.  The  Council  directed  a letter  be  written  to  Rob- 
ert Anderson,  DDS,  for  his  outstanding  service 
to  the  Medical  Services  Review  Committee. 


14.  Dr.  Robert  McCrary  discussed  problems  surfac- 
ing in  Garland  County  relating  to  managed  care 
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and  relationships  with  the  Arkansas  Medical 
Society.  Other  Council  members  expressed  con- 
cerns relating  to  managed  care  issues.  The 
Council  approved  the  appointment  of  an  ad  hoc 
committee  to  work  with  the  AMS  staff  to  ad- 
dress our  meeting  the  needs  and  concerns  of 
physicians  involved  in  managed  care. 

15.  Dr.  Robert  Fiser  presented  a model  plan  for  a 
health  care  data  system  in  Arkansas  to  address 
accessibility,  accounting,  and  affordability.  The 
Council  directed  Dr.  James  Armstrong  to  fur- 
ther investigate  the  project  and  report  to  the 
Council  with  more  information. 

16.  The  Council  made  the  following  appointments: 

Budget  Committee: 

Parthasarathy  Vasudevan,  Helena 

Journal  Editorial  Board: 

UAMS  Position,  Alex  Finkbeiner,  Little  Rock 

Pension  Plan  Board  of  Trustees: 

Mayne  Parker,  Little  Rock 

Medical  Education  Foundation  for  Arkansas: 

reappointed  Gerald  Stolz,  Russellville 

Committee  on  Position  Papers: 

reappointed  Dennis  Jacks,  Pine  Bluff 

Roger  Cagle,  Paragould,  Chairman 

David  Davis,  Fayetteville 

Michael  Young,  Prescott 


Young  Physicians  Committee: 

Noland  Hagood,  Arkadelphia  (District  #7) 

H.  Jerrel  Fontenot,  Little  Rock  (District  #8) 

David  Murphy,  Russellville  (District  #10) 

Medical  Services  Review  Committee: 

General  Surgery:  Pat  Dolan,  Hot  Springs 
Allergy:  Kelsy  Caplinger,  Little  Rock 
Dermatology:  Peter  Singer,  North  Little  Rock 
Otolaryngology:  Graves  Hearnsberger,  Little  Rock 
Ophthalmology:  Richard  Henry,  North  Little  Rock 
Radiology:  James  McDonald,  Little  Rock 

MSRC  Subcommittee  of  Subspecialties: 

Cardiovascular  Surgery:  reappointed  William  Fiser, 
Little  Rock 

Gastroenterology:  reappointed  John  Baber,  Little  Rock 
Oral  Surgery:  Edward  Cooper,  DDS,  Hot  Springs 

Physicians'  Advisory  Committee  to  Medicare: 

Allergy:  Kelsy  Caplinger,  Little  Rock 
Cardiovascular  Diseases:  reappointed  Anthony 
Bennett,  Little  Rock 

Dermatology:  reappointed  Scott  Dinehart,  Little  Rock 
Hematology:  reappointed  Tony  Flippin,  Fort  Smith 
Oncology:  reappointed  Joseph  Beck,  Little  Rock 
Otolaryngology:  Graves  Hearnsberger,  Little  Rock 
Physical  Medicine  and  Rehabilitation:  reappointed 
Barry  Baskin,  Little  Rock 

Radiology:  reappointed  John  Joyce,  Little  Rock 
Therapeutic  Radiology:  Loverd  Peacock,  Jonesboro 
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Farewell  Address 


James  M.  Kolb,  Jr.,  M.D. 
President  1994-1995 


Dr.  Redman,  Dr.  Armstrong,  Dr.  Crenshaw,  Dr. 
Reardon,  distinguished  guests,  members  of  the  House 
of  Delegates,  ladies  and  gentlemen. 

For  medicine,  and  our  society,  it  has  been  an  event- 
ful year.  You,  the  members  have  made  it  a successful 
year. 

Health  Care  system  reform.  Do  you  remember 
what  we  were  facing  at  this  time  last  year?  The  United 
States  Congress  had  before  it  many  onerous  proposals 
for  national  health  care  system  reform.  Through  the 
efforts  of  doctors,  and  their  medical  societies  across 
the  country  these  proposals  died  in  Congress. . . A great 
victory  for  the  American  people. 

We  now  have  a chance  for  incremental  health  care 
system  reform.  Make  no  mistakes... we  need  reform. 

And  next,  as  you  recall,  was  the  referendum  on 
the  two  cent  tax  per  bottle  of  soda  pop,  dedicated  to 
Medicaid.  Again,  you  must  be  proud  of  yourselves  for 
you  success!  You  took  on  the  "Cola  Cartel"  and  won 
the  victory  in  November. 

And  then  the  Arkansas  legislature  met  in  Little 
Rock,  as  it  does  every  two  years.  Once  again  you  ral- 
lied to  the  call  for  the  Patient  Protection  Act  of  1995 
sponsored  by  Senator  Gwatney.  Under  his  able  guid- 
ance, the  doctors  back  home,  with  their  patients,  won 
an  unprecedented  victory  against  a very  well  financed 
campaign  to  defeat  the  bill. 

There  was  one  vote  cast  in  each  house  against  the 
bill,  and  a reluctant  governor  signed  the  bill.  This  was 
made  possible  by  the  leadership  of  Lynn  Zeno  of  the 
Governmental  Affairs  Department  of  the  Arkansas 
Medical  Society,  and  our  dedicated  staff.  All  of  you 
back  at  home  did  your  homework.  I am  very  proud  of 


you! 

There  are  many  more  political  accomplishments, 
but  you  have  already  heard  of  those  from  Mr.  Zeno. 

All  the  while,  our  Arkansas  Medical  Society  Man- 
aged Care  Organization  has  been  growing  and  grow- 
ing. There  are  almost  eighteen  hundred  physician  mem- 
bers, and  twenty  local  managed  care  organizations.  We 
now  have  thirty-one  hospitals  under  contract  to  serve 
patients  for  our  managed  care  organization. 

Under  the  direction  of  Janell  Mason,  you  have  an 
established  managed  care  organization,  which  is  an  al- 
ternative for  employers.  It  has  not  been  easy  and  has 
taken  time. 

The  network  of  physicians  is  the  second  largest  in 
Arkansas.  You,  the  Arkansas  Medical  Society,  own  it! 
This  managed  care  organization  is  a valuable  asset. 

I've  spent  much  of  my  time  this  year  traveling  on 
behalf  of  our  managed  care  organization.  I assumed 
the  chairmanship  of  the  board  when  Dr.  Glen  Baker 
resigned  that  position  last  year.  I am  very  proud  to  be 
a part  of  this  organization.  It's  your  organization!  In 
order  for  it  to  flourish  you  must  continue  to  support  it. 

Our  business  in  Washington  is  not  finished. 

At  the  present  time  incremental  health  care  sys- 
tem reform,  is  being  moved,  by  Congress,  from  the 
back  to  the  front  burner. 

The  major  issue  today  is  the  control  of  the  delivery 
of  medicine,  unfortunately  not  quality  care  and  not  the 
amount  of  money  spent  on  health  care. 

Antitrust  reform  must  occur  - physicians  must  have 
a level  playing  field  in  order  to  organize  effectively  as 
insurance  companies  have  done. 

We  need  to  have  the  same  exemptions  as  the 
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McCarran-Ferguson  Act  of  1946  gives  the  insurance 
companies  or  rescind  the  McCarran-Ferguson  Act, 
which  benefits  only  the  insurance  industry.  We  need 
a level  playing  field  now! 

The  House  of  Representatives  passed  a cap  of 
$250,000  on  non-economic  damages  in  a bipartition 
Cox-Geren  Amendment,  which  was  added  to  the  Com- 
mon Sense  Product  Liability  and  Legal  Reform  Act. 
This  is  the  same  non-economic  cap  as  California  has 
under  MICRA. 

Currently,  2%  of  the  malpractice  cases  nationwide, 
through  non-economic  awards,  make  up  60%  of  the 
cost  of  professional  liability.  This  would  have  been  a 
great  step  in  the  right  direction  for  the  Senate  to  have 
passed  the  same  limitation  on  non-economic  awards, 
but  they  did  not.  We  must  await  the  joint  conference 
committee  report.  We  lost 
the  battle  but  not  the  war. 

Please  follow  this  issue 
closely.  Further  instruc- 
tion will  follow. 

Medicare  must  be  re- 
formed. Continued  cuts  in 
reimbursement  to  provid- 
ers are  insufficient  to  make 
up  the  needed  funds  to 
keep  Medicare  solvent 
more  than  two  to  three 
years. 

Congress  will  have  to 
deal  with  this  very  difficult 
problem.  The  fast  and 
simple  solution  previously 
used  was  to  cut  providers 
reimbursement.  This  approach  will  not  solve  the  fi- 
nancial crisis  this  time.  When  Medicare  was  passed 
there  was  no  indexing  on  increase  in  age  of  its  recipi- 
ents, which  has  turned  out  to  be  the  "Achilles  heel" 
for  this  program.  When  it  was  instituted  in  1966,  some 
29  years  ago,  the  average  longevity  of  an  adult  male 
was  approximately  58  years. 

Twenty-nine  years  later  the  life  expectancy  is  ap- 
proximately 20  years  more.  In  addition  to  the  roll  back 
for  age  of  eligibility.  Congress  will  have  to  coordinate 
this  with  other  programs.  No  longer  will  65  years  of 
age  be  so  magic. 

There  are  problems  with  access  for  Medicare  pa- 
tients today,  even  in  Arkansas.  This  problem  could  be 
alleviated,  almost  immediately,  by  allowing  the  pa- 
tient to  pay  a minimum  access  fee. 

A phased-in  system  of  medical  savings  accounts, 
could  be  a great  benefit  for  relieving  the  stress  on 
Medicare's  financial  crisis. 

Sending  Medicare  patients  into  HMO's  and  PPO's 
is  not  the  answer  to  the  financial  problem  of  the  pro- 
gram. Cherry  picking  of  younger,  healthier  recipients 
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will  occur.  HMO's  do  well  financially  as  long  as  there 
is  growth  of  membership.  At  maturity  there  is  only 
one  option  to  stay  financially  viable  - The  big  "R"  word 
- rationing  of  care. 

Graduated  income  testing  must  be  a part  of  Medi- 
care reform.  Insurance  reforms,  which  include  port- 
ability and  community  rating,  can  be  passed  this  year. 
Democrats  and  Republicans  do  agree  these  changes 
are  needed. 

Clinical  Laboratory  Improvement  Amendment  of 
1988,  or  CLIA  88,  one  of  the  most  onerous  pieces  of 
legislation  that  has  come  from  Congress  in  recent  years, 
has  the  possibility  of  being  done  away  with  through 
the  dismantling  of  government  regulations.  This  has 
not  benefited  our  patients.  Now  is  the  time  to  write 
those  letters  to  congress  regarding  you  recommenda- 
tions for  CLIA  88. 

During  this  past  year, 
I have  had  the  opportu- 
nity to  attend,  as  your 
president,  the  annual  ses- 
sion of  the  American 
Medical  Association  in 
Chicago,  the  Interim 
meeting  of  the  American 
Medical  Association  in 
Hawaii  and  the  leader- 
ship conference  in  Wash- 
ington, D.C. 

I would  like  to  con- 
vey to  you  the  dedication 
that  your  leadership  in 
the  AMA  exhibits  as  they 
do  their  jobs  as  your  lead- 
ers, and  act  as  you  voice  to  the  nation  for  all  physi- 
cians, whether  they  are  members  or  nonmembers. 

For  those  of  you  who  are  members  and  are  pull- 
ing the  wagon,  I congratulate  you!  Your  dues  are  well 
spent.  For  those  that  are  getting  a free  ride  you  need 
to  get  out  and  pull  with  the  rest  of  us.  We  all  have  the 
same  goals;  to  provide  the  best  medical  care  possible 
for  our  patients  at  a reasonable  cost. 

We  are  all  proud  of  our  profession.  We  should  all 
be  united  in  expressing  this  message,  not  only  within 
our  state,  but  throughout  the  nation. 

The  AMA  has  recently  undertaken  a project  to  look 
at  its  structure  to  see  that  it  is  serving  its  membership 
as  it  should.  I am  sure  you  will  hear  more  about  that 
from  Dr.  Reardon. 

One  of  the  recommendations  is  to  try  to  get  more 
AMA  leadership  in  direct  contact  with  members  of 
the  state  and  county  medical  societies. 

There  is  an  organization,  the  Organization  of  State 
Medical  Society  Presidents,  OSMAP,  which  meets  prior 
to  each  AMA  Annual  and  Interim  Session.  This  is  a 
discussion  group.  The  session  is  lead  by  an  elected 
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president  from  the  group  of  presidents  and  past  presi- 
dents. Numerous  topics  are  discussed.  The  AMA  Board 
of  Trustees  attends.  This  gives  the  opportunity  for  ev- 
ery state  society  president  to  be  heard  by  the  Board  of 
Trustees  as  well  as  by  their  fellow  presidents. 

I have  asked  the  Council  of  the  Arkansas  Medical 
Society  to  form  a similar  organization  which  would 
give  the  leadership  in  Arkansas  an  opportunity  to  come 
together  for  discussion  of  problems  within  their  orga- 
nization whether  it  be  county  or  special  society.  Past 
presidents  of  the  Arkansas  Medical  Society  will  be 
members  and  encouraged  to  participate. 

The  Council  will  be  invited  to  attend  these  ses- 
sions. Through  communication  between  the  presi- 
dents, a better  understanding  of  our  Medical  Society, 
of  the  AMA,  and  of  the  problems  within  the  member- 
ship will  be  understood  by  all. 

The  Organization  of  State  Medical  Society  Presi- 
dents, is  a very  worthwhile  organization  at  the  na- 
tional level.  Hopefully  this  will  be  true  at  the  state 
level. 

I want  to  congratulate  you  for  your  decision  to 


add  another  member  to  the  family  of  foundations  to 
the  Arkansas  Medical  Society.  This  foundation  is  cre- 
ated for  the  benefit  of  physicians  who  need  a helping 
hand  to  regain  their  place  as  healers. 

The  non-profit  Physicians  Health  Foundation  has 
been  approved  by  the  Council  and  you  have  just  ap- 
proved it  here  in  the  House  of  Delegates.  My  heartiest 
congratulations  to  all  that  have  worked  on  this  most 
worthwhile  project. 

I do  want  to  thank  Dr.  Reardon  for  being  here  and 
for  speaking  to  us  this  morning.  I want  to  thank  ex- 
ecutive vice  president  Ken  LaMastus.  Indeed  it  has 
been  a pleasure  to  work  with  Ken  and  his  very  profes- 
sional staff.  They  are  top-notch  people.  They  make 
the  job  of  the  president  a pleasure. 

Last,  but  not  least,  I want  to  thank  each  and  ev- 
eryone of  you  for  allowing  me  to  be  your  president! 

I want  you  to  know  that  this  is  a great  organiza- 
tion. I am  extremely  proud  to  be  a member.  Please, 
take  this  message  home  with  you,  that  this  is  a great 
organization  and  that  you  are  proud  to  be  a member 
of  the  Arkansas  Medical  Society. 


Dr.  Logan  and  Dr. 
Armstrong  stand  beside 
Dr.  Kolb  as  he  adjusts 
his  AMS  presidential 
medallion. 


Dr.  John  Lytle  presents  Dr.  Kolb  with  a plaque 
from  the  Arkansas  Orthopaedic  Society. 
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The  Golf  Tournament 


Dr.  Edwin  Coffer 


Tournament  first  place  winners  (from  left)  Clark  Mason,  Dr. 
Crenshaw,  Dr.  Mann  and  Dr.  Logan. 


(from  left)  Dr.  and  Mrs.  Harris,  and  Dr.  and  Mrs.  Williams 


Team  of  annual  session  exhibitors  from  BFI  Waste  Systems 


Arkansas  Medical  Society  Alliance 
71st  Annual  Session  Report 


1995-1996  AMS  Alliance  president  Evelyn  Thomas  (left) 
and  1994-1995  AMS  Alliance  president  Mary  Ann  Stallings 


The  Seventy-First  Annual  Session  of  the  Arkansas 
Medical  Society  Alliance  met  at  the  Arlington  Hotel  in 
Hot  Springs,  Arkansas,  on  May  4-6,  1995. 

The  President,  Mary  Ann  Stallings,  conducted  the 
pre-convention  board  meeting  at  2 p.m.  on  May  4, 
1995,  in  the  Magnolia  Room.  The  general  sessions  of 
the  House  of  Delegates  were  conducted  on  May  5 and  6. 

Some  highlights  are  as  follows: 

Mary  Vollman,  Chaplain,  remembered  the  de- 
ceased members  by  reading  their  names  as  Mary  Ann 
Stallings  lit  a candle  in  their  honor;  she  concluded  the 
service  with  a prayer. 

There  was  a roll  call  of  delegates  conducted  by 
Lyda  Campbell,  Secretary.  The  26  delegates  were  seated 
and  their  numbers  per  area  were  determined  by  the 
number  of  dues  paid  members  in  their  local  Alliance. 

The  rules  of  the  Convention  were  on  page  2 of  the 
session  booklet. 

The  President  gave  her  report  on  her  year's  activi- 
ties. She  named  the  positive  aspects,  the  negative  as- 
pects and  recommendations.  Among  the  positives  were 
the  legislative  success  in  "any  willing  provider"  and 
the  success  of  the  Health  Education  Committee  lead 
by  Cathy  Mackey.  The  negatives  were  around  the  de- 
clining membership  and  difficulty  in  recruitment  and 
retention.  She  described  some  efforts  in  reaching  the 
800  spouses  who  are  identified  and  have  not  had  ad- 
equate contact.  The  recommendations  were  unfinished 
business  from  this  year's  activities:  (1)  another  orien- 
tation for  spouses  at  UAMS,  (2)  a Medical  Marriage 
Education  course  for  students  and  residents,  and  (3) 
an  AMS  Alliance  dues  increase. 

President-Elect,  Evelyn  Thomas,  served  as  Mem- 
bership Chairman.  She  organized  a local  Alliance  in 
Cleburne  County  where  her  husband  currently  prac- 
tices. She  described  her  efforts  in  member  recruitment 
and  retention;  however,  she  reported  that  Alliance 
membership  is  down.  The  membership  of  AMS  is  in- 


creasing; plans  are  being  made  to  reach  that  popula- 
tion of  spouses. 

Planning  and  Development  Chairman,  Barbara 
Moody,  researched  the  possibility  of  a part-time  ex- 
ecutive secretary  for  the  Alliance.  She  prepared  a job 
description,  and  the  possibility  of  hiring  someone  al- 
ready employed  at  the  AMS  offices  has  been  discussed. 
There  was  a $5  dues  increase  voted  in  for  next  year 
that  may  be  used  to  hire  a person  if  it  can  be  afforded 
after  present  increased  expenses. 

Sandy  Harrison,  Finance  Chairman,  reported  on 
the  Committee's  activities.  She  has  reinvested  schol- 
arship monies,  and  her  Committee's  budget  was  ac- 
cepted. A third  scholarship  will  be  awarded  under  the 
Use  F.  Oates  umbrella  as  there  were  adequate  funds. 

Cathy  Mackey,  Health  Education  Chairman,  re- 
ported they  have  given  seminars  on  Domestic  Vio- 
lence to  various  groups  - one  being  resident  doctors. 

The  Committee  used  buttons  ("Does  Your  Partner 
Hurt  You?"),  business  cards  with  shelter  phone  num- 
bers on  them,  and  a Physicians  Protocol  Manual  to  be 
used  by  doctors  and  placed  in  their  offices. 

Cathy  Mackey  reported  on  numerous  Health  Edu- 
cation programs  that  were  conducted  all  over  the  state 
by  local  Alliances  last  year. 

The  Health  Education  Foundation  has  conducted 
studies  and  made  proposed  plans  to  consolidate  and 
streamline  that  operation  in  the  future. 

There  were  17  past-presidents  who  attended  the 
Past-President's  Breakfast.  They  contributed  monies 
to  the  Brooksher  Loan  Fund. 

The  President  presented  Dr.  Dodd  Wilson  checks 
for  over  $22,000  for  AMA-ERF  from  the  local  Alliances. 

The  speakers  were: 

I.  Mrs.  Susan  Paddack,  1994-95  AMM  Field  Director 

IE  Mrs.  Jan  Meyer,  President-Elect  1994-95,  South- 
ern Medical  Auxiliary 

III.  Dr.  Lenore  Walker,  Authority  on  Domestic  Vio- 
lence and  Battered  Women 

Evelyn  Thomas  was  installed  as  the  President  of 
the  Arkansas  Medical  Society  Alliance  for  1995-1996. 


Arkansas  Medical  Society  Alliance  past  presidents 
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Alliance  Presidential  Address 

Evelyn  Thomas 
President  1995-1996 


Mary  Ann,  Arleta,  Sandy,  Rita, 

Nikki,  Sara,  Jean,  Juanita,  Ginny,  Mar- 
garet Ann,  Mary  Jo,  Mona,  Carla,  and 
other  past  presidents,  I thank  you  for 
providing  the  Arkansas  Medical  Soci- 
ety Alliance  members  such  a wonder- 
ful heritage.  Your  leadership  becomes 
more  evident  each  year  as  you  continue 
to  support  this  organization  and  share 
with  us  your  wisdom  and  knowledge 
and  guide  us  as  we  learn. 

Susan  Paddack  and  Jan  Meyer 
thank  you  for  your  messages  and  for 
coming  to  Arkansas. 

To  Jerry  Thomas,  my  partner  of  41 
years,  who  introduced  me  to  the  medical  family  36 
years  ago  and  to  my  family  here  today,  I thank  you  for 
your  support,  love,  and  endurance. 

To  my  alliance,  Cleburne  County  Medical  Alliance, 
our  hostesses  today,  I want  to  say  thank  you  espe- 
cially Jeannine  Ashabranner  and  Jane  Sharp.  This  is 
the  first  year  for  them  as  an  organized  medical  charter 
of  County,  State  or  National. 

The  flowers  today  were  provided  by  Cleburne 
County  Memorial  Hospital  in  Heber  Springs. 

I appreciate  them  supporting  our  Cleburne  County 
Medical  Society  Alliance  in  this  wonderful  way.  I also 
consider  it  a compliment  to  my  husband,  Jerry. 

Aromatique  of  Heber  Springs  furnished  the  won- 
derful table  favors  which  are  for  you  at  each  table.  I 
thank  them  for  their  generous  support. 

As  a ship  without  charts  and  maps  will  sail  in  never 
ending  circles,  so  does  one  of  the  most  pressing  is- 
sues of  our  time  - the  very  vicious  circle  of  domestic 
violence  and  abuse  in  this  country  has  run  amok,  in- 
deed has  threatened  to  run  aground,  promising  to  deci- 
mate the  most  important  value  of  our  society,  the  fam- 
ily. 

I don't  have  to  tell  you  about  family  violence  or 
quote  you  the  obscene  statistics;  you  already  know 
about  it  from  the  media,  from  friends  and  neighbors, 
from  your  own  experience. 

I don't  have  to  tell  you  about  black  eyes,  broken 
broken  bones,  assault  - you  already  know  and  know 
secondhand  and,  indeed,  firsthand  about  fears  and 
tears,  about  power  and  lack  of  power,  about  humilia- 
tion, physical  and  emotional  scars,  death. 

And  I don't  have  to  tell  you  who  it  includes. 


You  already  know  that  family 
violence,  that  physical  and  psycho- 
logical bullying  cuts  across  every  so- 
cioeconomic sector  imaginable. 
Black,  White  Christian,  Mormon, 
you  name  the  religion,  the  race,  the 
creed,  the  political  affiliation,  the  in- 
dustry, the  profession  - doctors,  yes- 
physicians,  like  the  ones  we  know, 
the  ones  we  are. 

You  know  in  your  heart,  your 
mind,  from  your  own  experience. 

And  you  know  who  is  respon- 
sible: I am,  you  are,  you  in  the  third 
row,  those  at  the  back  and  in  the  front. 

We  are  responsible  because  we  have  not  eradicated 
this  societal  plague,  and  we  will  remain  responsible 
until  we  have  stopped  the  violence  against  our  chil- 
dren and  their  mothers.  We  must  be  active  in  this  cause, 
we  must  lead  this  cause,  we  must  intervene  however 
we  can;  in  the  halls  of  Congress,  in  the  boardrooms  of 
media  and  policy  gurus,  in  the  corporate  workplace, 
in  the  classrooms,  in  the  churches,  the  mosques,  and 
the  synagogues,  in  the  courtrooms. 

We  must  do  what  we  can  to  help  end  this  vicious 
cycle.  Helping  the  battered,  ridding  our  society  of  the 
abusers.  Domestic  violence  is  not  a family  matter,  it  is 
not  a private  matter,  it  is  quite  simply  a criminal  mat- 
ter. We  cannot  tolerate  savagery  from  relatives  any- 
more than  we  would  from  strangers.  How  can  we  pos- 
sibly erase  crime  from  our  street  when  it  is  nurtured 
in  the  home?  How  can  we  have  family  values  when 
we  do  not  value  the  individuals  of  those  families?  How 
can  we  or  the  medical  community  let  this  cancer  fester 
and  spread  when  we  are  pledged  to  help  the  healers 
heal?  Today  is  the  day  to  begin  zero  tolerance.  This  is 
the  time  to  chart  the  new  course  that  will  lead  us  from 
fear  and  anguish. 

This  is  not  someone  else's  problem.  It  is  mine.  It 
is  yours.  It  is  collective.  It  is  merely  the  black  eye  on 
our  society,  but  it  is  the  scar  upon  the  soul  of  man- 
kind. 

I look  forward  to  working  with  each  of  you  next 
year.  We  have  a wonderful  board,  committee  chair- 
men, and  county  officers.  I plan  to  visit  all  that  will 
invite  me. 

THANK  YOU!! 
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Susan  Paddack,  1994-1995 
AMAA  Field  Director , was 
a guest  speaker. 


Report  of  the  Young  Physicians  Committee 


Jo  Ann  Steigerwald  of  the  Southern  Medical  Association  speaks 
about  Evaluation  & Management  Coding  & Documentation 


The  Young  Physicians  Committee  met  in  conjunc- 
tion with  the  Young  Physicians  symposium  on  Cod- 
ing and  Reimbursement  held  in  Hot  Springs  at  the 
Arlington  Hotel  on  Thursday,  May  4,  during  the  an- 
nual session.  The  symposium  was  quite  well  received 
and  had  33  attendees.  The  committee  felt  the  sympo- 
sium was  a success,  and  the  main  discussion  was  con- 
cerning possibilities  for  next  year's  symposium.  We 
plan  to  pursue  the  topic  of  marketing  your  practice  in 
the  changing  health  care  environment.  The  commit- 
tee does  feel  like  the  conference,  held  in  conjunction 
with  the  annual  session,  is  a good  way  to  attract  young 
physicians  to  attend  the  meeting  and  stimulate  inter- 
est. The  committee  plans  to  meet  again  later  this  year 
to  finalize  plans. 


Report  of  The  Arkansas  Pathology  Society 

The  Arkansas  Pathology  Society  had  an  annual  meeting  on  May  6,  1995.  Ms. 
Kathleen  Kilkenny,  M.B.A.,  guest  speaker,  addressed  the  society's  membership 
on  the  topic  of  "Managed  Care  and  the  Pathologist."  A business  meeting  fol- 
lowed and  issues  relating  to  Pathology  were  discussed.  C.A.P.  and  A.S.C.P. 
reports  were  given.  The  society  elected  for  1995-1997  the  following  officers: 

President,  Anthony  Hui,  M.D. 

President-Elect,  Ian  Birkett,  M.D. 

Secretary-Treasurer,  Rex  Bell,  M.D. 

Immediate  Past-President,  Gerald  Stolz,  Jr.,  M.D. 


The  Arkansas  Urologic  Society 

The  Arkansas  Urologic  Society  met  Saturday,  May  6 in 
the  Jupiter  Room.  The  featured  speaker  was  Jorge  L. 
Lockhart,  M.D.,  Professor  and  Chairman,  Department  of 
Urology,  University  of  South  Florida  in  Tampa.  Dr.  Lockhart 
is  an  internationally  recognized  author  on  reconstruction 
and  female  incontinence.  He  spoke  about  the  evaluation 
and  management  of  female  incontinence. 


Jorge  L.  Lockhart,  M.D. 
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The  following  members  of  the  Arkansas  Medical  Society  and  Arkansas  Medical  Society  Alliance 
who  died  during  the  past  year  were  remembered  during  the  1995  AMS  Annual  Session. 


Society  Members: 

Walter  M.  Bond,  Waverly,  Ohio 
Robert  G.  Carnahan,  Little  Rock 
Samuel  L.  Cornwell,  Clarendon,  Texas 
Marion  S.  Craig,  Little  Rock 
Charles  E.  Crawley,  Cordova,  Tennessee 
John  L.  Dedman,  Jr.,  Camden 
David  E.  Ducker,  Salem 
Tom  L.  Dunn,  Hampton 
Samuel  Z.  Faier,  Fort  Smith 
William  B.  Harrell,  Texarkana 
Robert  L.  Henry,  Little  Rock 
John  T.  Herron,  Little  Rock 
Robert  A.  Hoagland,  Dumas 
Harlan  C.  Holmes,  Little  Rock 
John  M.  Hundley,  Hot  Springs 
Morris  A.  Jackson,  Little  Rock 
Milton  C.  John,  Stuttgart 
W.  Duane  Jones,  Fort  Smith 
Karlton  H.  Kemp,  Texarkana 
Leeman  H.  King,  Hot  Springs 
Mason  G.  Lawson,  Little  Rock 
Max  F.  McAllister,  Harlingen,  Texas 
Max  J.  Mobley,  Russellville 
Mahlon  D.  Ogden,  Little  Rock 
Walter  H.  O’Neal,  Little  Rock 
Nathan  L.  Poff,  Heber  Springs 
Harold  D.  Purdy,  Little  Rock 
Oliver  C.  Raney,  Harrison 
Ishmael  S.  Reid,  Memphis,  Tennessee 
Nicholas  W.  Riegler,  Little  Rock 


Joseph  Robinette,  Pine  Bluff 
Wayne  L.  Rockwell,  Leavenworth,  Kansas 
Frances  C.  Rothert,  Hot  Springs 
Mildred  Schneider,  Little  Rock 
James  T.  Smith,  Paris 
Nathan  E.  Strickland,  Batesville 
Orion  H.  Stuteville,  Marco  Island,  Florida 
Bryant  S.  Swindoll,  North  Little  Rock 
Frank  G.  Thibault,  Sr.,  Benton 
William  D.  Thornton,  Texarkana,  TX 
C.  Robert  Watson,  Little  Rock 

Alliance  Members  and  Spouses: 

Mrs.  David  Brown  (Deborah),  Mena 
Mrs.  Thomas  J.  Cunningham  (Margaret),  Pine  Bluff 
Mrs.  Kenneth  R.  Duzan  (Marie),  El  Dorado 
Mrs.  Rogers  P.  Edmondson  (Mary  Lee),  Greenbrier 
Mrs.  Harold  B.  Hawley  (Roselyn),  Little  Rock 
Mrs.  Charles  Kennedy  (Margaret),  North  Little  Rock 
Mrs.  Luther  M.  Lile  (Julia),  Little  Rock 
Mrs.  Malcolm  O.  Peeler  (Roberta),  Jonesboro 
Mrs.  Grover  D.  Poole  (Imogene),  Jonesboro 
Mrs.  Harold  D.  Purdy  (Rita),  Little  Rock 
Mrs.  Ben  N.  Saltzman  (Ruth),  Mountain  Home 
Mrs.  George  B.  Talbot  (Helen),  Pine  Bluff 
Mrs.  J.  Kenneth  Thompson  (Meredith),  Fort  Smith 
Mrs.  H.  King  Wade  (Janet),  Hot  Springs 
Mrs.  E.  Lloyd  Wilbur  (Elizabeth),  Little  Rock 
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Thank  You 

1995  Arkansas  Medical  Society  Annual  Session  Sponsors 

The  AMS  Annual  Session  would  not  be  possible  without  the  support  of  our  sponsors.  The  Society 
thanks  the  following  for  their  support  of  the  119th  Annual  Session: 

Arkansas  Blue  Cross  Blue  Shield  (BCBS  Reception) 

Arkansas  Regional  Organ  Recovery  Agency  (Afternoon  Break) 
Boatmen's  National  Bank  of  Arkansas  (Welcome  Reception) 

CMS  Therapies  (Hospitality  Hour) 

Columbia  Health  System  of  Arkansas  (President's  Reception  & Dance) 

First  Commercial  Bank  (Continental  Breakfast) 

Freemyer  Collection  System  (Educational  Grant) 

Glaxo  Inc.  (Educational  Grant) 

MedPlus  Leasing  Company  (Educational  Grant) 

National  Park  Medical  Center  (Early  Morning  Refreshments) 
Rhone-Poulenc  Rorer  Pharmaceuticals,  Inc.  (Educational  Grant) 
Schering  Corporation  (Golf  Tournament  Refreshments) 

Snell  Prosthetic  & Orthotic  Laboratory  (Program  Ad) 

Southern  Medical  Association  (Casino  Party) 

Southwest  Airlines  (Casino  Party  Grand  Prize) 

State  Volunteer  Mutual  Insurance  Company  (T-shirts) 

The  Doctors’  Company  (Educational  Grant) 

The  Medical  Protective  Company  (Session  Portfolios) 

The  St.  Paul  Companies  (Young  Physicians  Workshop) 


Photographs  depict  either  the  company  representatives,  the  sponsored  event  or  the  donated  prize. 


IVV5  Annual  Sss 

sion  Exhibitors 

Thank  you  for  being  a part  of  our  1995  convention! 

Abbott  Laboratories  Healthsouth  Rehabilitation  Hospital  of  Fort  Smith 

American  Physicians  Insurance  Exchange 

International  Computer  Systems,  Inc. 

AMCO/AMS  Management  Company 

Janssen  Pharmaceutica 

AMS  Benefits,  Inc. 

Key  Pharmaceuticals 

Arkansas  Army  National  Medical  Recruiting 

Knoll  Pharmaceutical  Company 

Arkansas  Blue  Cross  Blue  Shield 

Lincare 

Arkansas  Caduceus  Club 

Medaphis  Physician  Services  Corporation 

Arkansas  Department  of  Health 

Medical  Billing  Associates,  Inc. 

(Division  of  EMS  and  Trauma  Systems) 

Medical  Office  Management  Systems,  Inc. 

Arkansas  Hand  & Microsurgery  Center 

MedPlus  Leasing  Company 

Arkansas  Medicaid  Deferred  Compensation  Program 

Merck  Human  Health  Division 

Arkansas  State  Medical  Assistants 

National  Medical  Systems 

i Baptist  Medical  Center 

National  Park  Medical  Center 

Baptist  Medical  System/Practice  Plus 

NES  Midsouth 

Baptist  Rehabilitation  Institute 

Olsten  Kimberly  Quality  Care 

Beverly  Health  and  Rehabilitation 

Parke-Davis 

' BFI  Waste  Systems 

Pratt  Pharmaceuticals 

BHIN  and  SYNAPTEK 

Procter  & Gamble  Pharmaceuticals 

Bio-Tech  Pharmacal 

Professional  Consulting  Services,  Inc. 

Boatmen's  Trust  Company 

Rebsamen  Regional  Medical  Center 

Bristol-Myers  Squibb 

Rivendell  Psychiatric  Center 

Burroughs  Wellcome  Co. 

Roche  Laboratories 

Charter  Behavioral  Health  System  of  Little  Rock 

Salcris  Systems 

CMS  Therapies,  Inc. 

Schering  Corporation 

Computer  Assistance  Corporation 

Snell  Prosthetic  & Orthotic  Laboratory 

Computers  for  Medicine,  Inc. 

Southern  Medical  Association 

i Curatek  Pharmaceuticals 

St.  Vincent  Infirmary  Medical  Center 

Dial-a-Page 

State  Volunteer  Mutual  Insurance  Company 

Disability  Determination  for  Social  Security  Administration 

Sundance  Rehabilitation  Corporation 

Eli  Lilly  and  Company 

The  Medical  Protective  Company 

First  American  Home  Care 

The  St.  Paul  Companies 

First  Commercial  Bank,  N.A 

The  Upjohn  Company 

Freemyer  Collection  System 

Twin  City  Bank 

Frontier  Medical  Office  Systems 

UAMS  Dept,  of  Family  & Community  Medicine 

General  Medical  Corporation 

UAMS  Library 

! Geriatric  Mental  Health  Services 

UAMS  Medical  Center 

Glaxo  Inc. 

United  Medical,  Inc. 

Greenleaf  Hospital 

U.S.  Air  Force  Health  Professions 

Hampton  Roy  Eye  Center 

U.S.  Army  Medical  Department 

Health  Information  Management  Systems 

Wyeth  Ayerst 
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1995  Grand  Prize  Winners 


Mike  Riddell,  M.D.,  of 
Russellville,  zuas  the  grand 
prize  winner  of  a $1,000 
Worldwide  Travel  gift 
certificate  for  a trip  to  the 
destination  of  his  choice. 


Barbara  Szymoniak,  of 
Salcris  Systems,  won  the 
exhibitor  grand  prize  of 
$200. 
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The  Fifty  Year  Club  is  composed  of  physicians  who,  for  the  past 
fifty  years,  have  loyally  and  effectively  served  the  community  and, 
by  skill  and  devotion  to  high  ideals,  upheld  and  maintained  the 
standards  of  the  medical  profession. 

Dr.  Ben  N.  Saltzman  presided  over  the  Fifty  Year  Club  lun- 
cheon. An  historical  slide  presentation  was  given  by  Dr.  C.  R.  Ellis. 
Physicians  attending  the  luncheon  were  Drs.  John  Ashley,  Clark 
M.  Baker,  Max  Baldridge,  Charles  Cyphers,  C.  R.  Ellis,  James 
Guthrie,  James  Guenthner,  Fred  Flenker,  N.  B.  Kersh,  Albert  S. 
Koenig,  Agnes  Kolb,  Payton  Kolb,  C.  C.  Long,  Joseph  Norton,  Frank 
Padberg,  Joseph  Rosenzweig,  Ben  Saltzman,  Flerd  Stone,  and  H. 
W.  Thomas. 
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1995  Arkansas  Medical  Society  Shuffield  Award 


Presented  Friday,  May  5, 

To 

Mrs.  Bernice  Jones 


1995 


Dr.  Charles  Rogers  presents  the  award  to  Mrs.  Jones 


The  Shuffield  Award  is  given  each  year  to  recognize  a non-physician  who 
has  made  significant  contributions  to  their  community  in  the  area  of  health  care. 
The  award  is  named  in  honor  of  the  late  Drs.  Joe  and  Elvin  Shuffield,  a father 
and  son  team  from  Little  Rock,  who  devoted  their  lives  to  the  quality  of  health 
care  in  our  state. 

For  the  past  eleven  years,  Mrs.  Jones  has  contributed  to  the  medical  and 
educational  community  with  endowments  to  major  medical  institutions,  facili- 
ties, colleges  and  universities  throughout  Arkansas. 

Mrs.  Jones  is  a member  of  the  Northwest  Medical  Center's  board  of  directors 
and  honorary  chairperson  of  the  Harvey  & Bernice  Jones  Eye  Institute  advisory 
board. 

She  has  been  a recipient  of  the  Outstanding  Civic  Service  Award  from  the 
Springdale  Chamber  of  Commerce  and  the  Distinguished  Service  Award  from 
UAMS  College  of  Medicine. 
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( From  left  to  right)  Dr.  CroA 
Dr.  Armstrong  and  D 
Burge  (they  all  graduate 
together  in  the  same  cla 
in  medical  school.) 


Dr.  and  Mrs. 
Armstrong  at  the 
President's  Reception 
and  Dance. 


|rV  : 


(From  left  to  right)  Dr.  Rogers  with  Senator 
Bill  Gwatney  and  Lynn  Zeno  during  the 
Shulheld  Luncheon  and  award  presentation. 


The  Exhibit  Center  during  a 
session  break. 


The  Hot  Springs  Jaycees  had  nearly 
everyone  rolling  the  dice  during  "Casino 
on  the  High  Seas." 


Miss  Hot  Springs  sang  the  National 
Anthem  and  The  Hot  Springs  Navy 
Junior  ROTC  presented  the  colors 
during  the  First  House  of  Delegates. 


A crowd  in  line  for  the  dinner  buffet 
during  "Casino  on  the  High  Seas." 


Other  players  take  their  chances  on  the 
revolving  wheel  of  roulette  during 
"Casino  on  the  High  Seas." 


After  placing  their  bets,  Dr.  Armstrong 
and  others  keep  their  eyes  on  the  dice 
during  "Casino  on  the  High  Seas." 


David  Wroten  and  Margaret  Ritchie,  of 
AMS  Management  Co.,  carefully  place  their 
bets  on  a poker  game  during  "Casino  on 
the  High  Seas." 


Dr.  Jerry  Meyer  and  Jan  Meyer,  1994-1995 
president-elect  of  SMAA,  and  Mary  Ann 
Stallings  during  the  Inaugural  Banquet. 


Cardiology  Commentary  and  Update 


Joe  Bissett,  M.D.** 

J.  David  Talley,  M.D.* 


RECENT  ADVANCEMENTS  IN  THE  MANAGEMENT  OF 
SUDDEN  CARDIAC  DEATH: 
IMPLANTABLE  ANTIARRHYTHMIC  DEVICES 


INTRODUCTION 

Left  ventricular  damage  from  myocardial  infarction 
may  result  in  fatal  sustained  ventricular  arrhythmias 
from  altered  electrical  properties  of  damaged  myocar- 
dium. Chronic  electrical  instability  is  the  most  com- 
mon cause  of  sudden  cardiac  death  and  may  result  in 
as  many  as  400,000  sudden  deaths  per  year.  Therapy 
with  antiarrhythmic  drugs  is  frequently  ineffective,  and 
coronary  artery  bypass  graft  surgery  may  not  be  ben- 
eficial. We  present  a patient  who  sustained  an  episode 
of  sudden  cardiac  death  treated  with  an  implantable 
antiarrhythmic  device.  Recent  advancements  in  this 
rapidly  developing  technology  are  presented. 

PATIENT  PRESENTATION 

A 60-year-old  man  with  a history  of  myocardial 
infarction  and  coronary  bypass  surgery  developed  re- 
current ventricular  arrhythmias.  The  electrocardiogram 
showed  sinus  rhythm  with  a first  degree  and  right 
bundle  branch  blocks  and  left  axis  deviation.  An 
echocardiogram  showed  an  ejection  fraction  of  15%. 

The  patient  was  placed  on  amiodarone  200  mg  qd 
and  digoxin  0.125  mg  qd.  In  spite  of  medical  therapy, 
ventricular  fibrillation  developed.  The  arrhythmia  was 
detected  by  a rate  sensing  electrode  within  the  right 
ventricle.  The  rapid  rate  triggered  a fibrillation  detec- 
tion algorithm  resulting  in  the  delivery  of  a 34-joule 
shock  to  the  myocardium.  The  shock  resulted  in  suc- 
cessful defibrillation.  The  patient  resumed  his  normal 
activities. 

* Dr.  Talley  is  with  the  University  of  Arkansas  for  Medical 
Sciences,  Division  of  Cardiology,  Department  of  Internal 
Medicine. 

’*  Dr.  Bissett  is  Professor  of  Internal  Medicine  at  the  University 
of  Arkansas  for  Medical  Sciences,  Division  of  Cardiology. 


DISCUSSION 

The  first  antiarrhythmic  device  implanted  in  a hu- 
man occurred  on  February  4,  1980  at  the  Johns  Hopkins 
Hospital.1  This  effort  culminated  more  than  10  years 
of  investigative  effort  by  Dr.  Mieczyslaw  Mirowski. 
The  death  of  his  Chief  of  Medicine  from  recurrent 
ventricular  arrhythmias  inspired  Dr.  Mirowski  to  study 
the  problem  of  sudden  death.  This  device  triggered  a 
new  discipline  in  clinical  medicine,  incorporating  the 
elements  of  electrical  engineering,  electrocardiography, 
and  electrophysiology.  This  brief  review  will  trace  the 
major  developments  in  this  field. 

DEFIBRILLATING  THE  HUMAN  HEART 

The  intra  cardiac  threshold  or  energy  requirement 
for  defibrillation  was  determined  during  coronary  ar- 
tery bypass  graft  surgery  using  a catheter  electrode 
placed  in  the  right  ventricle.  The  minimum  energy 
for  conversion  of  ventricular  fibrillation  to  sinus 
rhythm  was  found  to  be  less  than  20  joules  in  most 
patients.  This  low  energy  defibrillation  shock  was  well 
within  the  range  of  a battery-capacitor  system  and  far 
less  than  the  200-360  joules  recommended  for  exter- 
nal or  transthoracic  defibrillation.  Subsequent  studies 
demonstrated  that  successful  defibrillation  requires  the 
application  of  sufficient  energy  to  form  an  electrical 
gradient  throughout  the  cardiac  muscle  mass.  In  this 
respect,  defibrillation  is  far  more  difficult  than  cardiac 
pacing,  which  requires  only  that  a relatively  small  area 
of  tissue  be  stimulated  to  reach  threshold  potential. 

The  generation  of  a 34-joule  shock  requires  con- 
siderable battery  drain  as  well  as  several  seconds  to 
charge  the  capacitors  before  energy  can  be  delivered. 
The  primary  indication  for  placement  of  an  implant- 
able antiarrhythmic  device  is  recurrent  life-threatening 
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ventricular  tachycardia  or  ventricular  fibrillation 
that  cannot  be  successfully  treated  by  other  means  or 
reversed  by  correction  of  coronary  ischemia,  electro- 
lyte abnormalities,  or  drug  toxicity.  The  ventricular 
arrhythmia  cannot  be  incessant  because  of  rapid  bat- 
tery depletion  associated  with  multiple  device  dis- 
charges. 

EVOLUTION  OF  THE  IMPLANTABLE 
ANTIARRHYTHMIC  DEVICE: 

The  First  to  Fourth  Generation 

The  initial  implantable  antiarrhythmic  device  (a 
shock  box)  was  capable  of  delivering  only  a monophasic 
(a  truncated  exponential  waveform)  shock  upon  rec- 
ognition of  a critical 
heart  rate  determined 
by  a pair  of  epicardial 
sensing  electrodes. 

The  shock  was  trans- 
mitted to  the  heart 
through  epicardial 
electrodes.  The  de- 
vice had  no  pacing 
capability  for  termi- 
nation of  ventricular 
tachycardia  or  pre- 
vention of  symptom- 
atic bradycardia. 

From  this  begin- 
ning, there  have 
been  dramatic  ad- 
vances in  arrhythmia 
detection  and  record- 
ing, shock  delivery 
and  pacing  therapy. 

These  improvements 
are  listed  in  Table  1 
(shown  on  the  next  page).  Third  generation  devices  in- 
corporate antitachycardia  pacing  features  and  brady- 
cardia pacing.23  Detection  and  therapy  could  be  deliv- 
ered through  a transvenous  electrode  which  permit- 
ted implantation  without  the  necessity  for  thoracotomy. 
These  devices  added  a new  energy  waveform  for 
defibrillation,  the  biphasic  shock.  In  contrast  to  the 
basic  monophasic  defibrillation  waveform,  the  biphasic 
shock  reversed  polarity  during  energy  delivery.  The 
biphasic  shock  was  shown  to  lower  energy  require- 
ments for  defibrillation  for  both  epicardial  and  endocar- 
dial lead  systems.  Although  the  mechanism  has  not 
been  clearly  established,  animal  studies  have  shown 
that  the  electrical  gradient  needed  for  defibrillation  is 
lowered. 

The  fourth  generation  implantable  antiarrhythmic 
device  contains  improved  detection  algorithms  for  sepa- 
ration of  supraventricular  tachycardia  from  ventricu- 
lar arrhythmias.  Sudden  onset  and  rate  stability  crite- 


ria can  be  activated  for  distinction  from  sinus 
tachycardia  and  atrial  fibrillation.  The  size  of  the  de- 
vice is  reduced  from  119  cc  to  83  cc  to  allow  implanta- 
tion in  the  pectoral  region  (Figure  l).4  The  smaller 
fourth  generation  device  had  a lower  incidence  of  com- 
plications (8.1  %)  when  compared  with  the  larger  ab- 
dominal from  the  same  manufacturer  (12.4%,  P<0.05  ) 
complications  related  to  the  implant  pocket  were  re- 
duced to  1.9%. 5 

CLINICAL  APPLICATION  OF  THE  FOURTH 
GENERATION  DEVICES 

The  range  of  therapeutic  interventions  available 
in  recent  devices  allows  the  physician  to  adapt  therapy 

to  the  characteristics 
of  the  ventricular 
tachyrhythmia.  Pa- 
tients with  sustained 
ventricular 
tachycardias  can  be 
treated  with  pro- 
grammed ventricular 
pacing  cardioversion 
therapies  to  maxi- 
mum device  output. 
Multiple  attempts  at 
termination  with 
burst  (fixed  rate)  or 
decremental  (de- 
creasing pacing  in- 
tervals) methods  are 
usually  reserved  for 
the  patient  who  does 
not  develop 

hypotension  or  syn- 
cope during  the  ini- 
tial phases  of  ven- 
tricular tachycardia.  Patients  with  more  rapid  episodes 
of  ventricular  tachycardia  (greater  than  200  beats  per 
minute)  may  be  less  responsive  to  pacing  and  accel- 
eration of  the  ventricular  rate  may  occur.  Since  the 
results  of  ventricular  pacing  cannot  be  predicted  with 
absolute  certainty  for  each  episode,  an  extended  high 
rate  duration  may  be  programmed  in  some  units.  If 
pacing  is  unsuccessful,  the  device  will  deliver  fibrilla- 
tion therapy  after  a preset  interval. 

The  patient  who  develops  rapid  progression  to 
ventricular  fibrillation  can  be  promptly  diagnosed  and 
defibrillated.  In  the  current  fourth  generation  devices 
(Figure  1),  ventricular  fibrillation  may  be  diagnosed 
when  12  of  the  last  16  cardiac  intervals  are  faster  than 
the  selected  rate.  The  capacitors  are  then  charged  to 
deliver  a defibrillating  shock.  In  most  instances  the 
arrhythmia  is  terminated  with  a single  shock,  how- 
ever a total  of  four  defibrillation  shocks  can  be  deliv- 
ered. If  a period  of  sinus  bradycardia  occurs,  the  de- 


Figure  1 . The  smaller,  fourth  generation  device  (right)  is  shown  in  comparison 
with  a typical  second  generation  implantable  antiarrhythmic  device  (left).  This 
device  may  be  implanted  in  the  pectoral  region. 
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Table  1:  Features  of  Implantable  Antiarrhythmic  Devices 
Generation 

12  3 4 


Defibrillation 

Fixed 

Programmable 

Antitachycardia 

Energy 

Only 

Energy  Levels 

Pacing 

No 

No 

Low  Energy 

Cardioversion 

No 

No 

Stored 

Electrograms 

No 

No 

Electrodes 

Epicardial 

Epicardial 
or  Endocardial 

Implant  Site 

Abdominal 

Abdominal 

Waveform 

Monophasic 

Monophasic 

Bradycardia 

Pacing 

Non-invasive 

Electrophysiologic 

No 

No 

Study  capacity 

No 

No 

vice  can  respond  with  bradycardia  pacing.  Many  pa- 
tients do  not  experience  loss  of  consciousness  because 
of  rapid  detection  and  therapy.  The  intra  cardiac  elec- 
trogram is  stored  for  review  and  a list  of  pre  and  post- 
detection intervals  are  given  depending  on  the  detec- 
tion frequency. 

CAVEATS  OF  IMPLANTABLE 
ANTIARRHYTHMIC  DEVICE  THERAPY 

Potential  problems  with  implantable  antiarrhythmic 
device  therapy  include  over  sensing  and  utilization  due 
to  supraventricular  tachycardias,  pacemaker  impulses 
and  other  types  of  intrinsic  and  extrinsic  electromag- 
netic interference  as  well  as  under  sensing  from  elec- 
trode failure  or  inappropriate  detection  criteria.  In  ad- 
dition, antiarrhythmic  drugs  such  as  IC  agents 
(encainide,  flecainide)  and  an  agent  with  multiple  ac- 
tions (amiodarone)  may  raise  the  threshold  for 
defibrillation.  Careful  analysis  of  clinical  data  and  cor- 
relation with  stored  electrograms  may  help  to  clarify 
the  mechanism  of  Implantable  antiarrhythmic  device 
discharge. 

Although  endocardial  defibrillation  thresholds  are 
generally  thought  to  be  stable,  repeat  measurements 
may  be  required  when  drugs  or  other  interventions 
are  given  such  as  amiodarone. 

CONCLUSION 

Remarkable  progress  in  implantable  antiarrhythmic 
device  therapy  has  occurred  since  the  original  human 
implantation  in  1980.  The  current  fourth  generation 
device  can  be  implanted  in  the  pectoral  position.  This 


Programmable 
Energy  Levels 

Programmable 
Energy  Levels 

Yes 

Yes-Multiple 
Tachycardia  Zones 

Yes 

Yes 

Yes 

Yes 

(Stored  Memory  for  Anti- 
arrhythmic events/therapy) 

Epicardial 
or  Endocardial 

Epicardial 
or  Endocardial 

Abdominal 

Pectoral  or 
Abdominal 

Biphasic 

Biphasic 

Yes 

Yes 

Yes 

Yes 

smaller  unit  combines  programmable  defibrillation  with 
biphasic  shocks,  antitachycardia  pacing,  low  energy 
cardioversion,  bradycardia  pacing,  stored  intervals  and 
electrograms  current  other  diagnostic  and  therapeutic 
options.  Although  the  Implantable  antiarrhythmic  de- 
vice has  reduced  the  incidence  of  sudden  death  in  pa- 
tients with  recurrent  life  threatening  ventricular 
arrhythmias,  significant  improvements  can  be  expected 
in  the  future.  Developments  in  this  area  of  clinical  elec- 
trophysiology may  allow  the  primary  care  physician 
and  cardiovascular  specialist  to  improve  the  care  and 
quality  of  life  for  patients  with  severe  ventricular 
arrhythmias. 
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Arkansas  HIV/AIDS  Report 

1983-1995 


HIV  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 
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[ County  of  residence  at  the  time  of  test  for  the  3,121  Arkansans  reported  to  be  HIV+,  (4/12/95)1 
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I Of  the  3. 121  Arkansans  reported  to  be  HIV+,  1,710  have  been  diagnosed  with  AIDS.  (4/12/95)1 


AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 


AIDS 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

S 

Male 

85 

77 

70 

170 

176 

250 

336 

253 

72 

1,489 

87 

CL 

X 

Female 

5 

6 

10 

20 

25 

35 

64 

42 

13 

220 

13 

<5 

0 

1 

1 

6 

6 

3 

2 

1 

1 

21 

1 

5-12 

0 

1 

0 

1 

1 

0 

1 

0 

0 

4 

0 

A 

13-19 

0 

0 

0 

4 

3 

2 

4 

3 

0 

16 

1 

G 

r 

20-29 

31 

27 

24 

55 

57 

81 

110 

67 

18 

470 

27 

30-39 

39 

36 

41 

78 

80 

128 

178 

133 

37 

750 

44 

40-49 

15 

10 

7 

35 

41 

52 

78 

61 

18 

317 

19 

>49 

5 

8 

7 

11 

13 

19 

27 

30 

11 

131 

8 

R 

White 

74 

61 

58 

141 

134 

206 

275 

190 

55 

1,194 

70 

A 

G 

Black 

16 

20 

21 

47 

66 

75 

121 

102 

28 

496 

29 

E 

Other/Unknown 

0 

2 

1 

2 

1 

4 

4 

3 

2 

19 

1 

Male/Male  Sex 

55 

59 

50 

122 

120 

182 

237 

162 

48 

1,035 

62 

Injection  Drug  User  (IDU) 

12 

4 

11 

18 

29 

45 

70 

46 

14 

245 

14 

R 

Male/Male  Sex  & IDU 

16 

6 

6 

18 

17 

21 

26 

23 

3 

135 

8 

I 

C 

Heterosexual 

5 

3 

7 

11 

12 

24 

52 

40 

5 

157 

9 

O 

K 

Transfusion 

2 

7 

3 

7 

11 

3 

2 

4 

0 

39 

2 

Perinatal 

0 

1 

1 

6 

6 

3 

3 

1 

1 

22 

1 

Hemophiliac 

0 

1 

1 

5 

5 

4 

5 

6 

2 

29 

2 

Undetermined 

0 

2 

1 

3 

1 

3 

5 

13 

10 

47 

2 

A 

DS  CASES  BY  YEAR 

90 

83 

80 

190 

201 

285 

400 

295 

85 

1,709 

100 

Arkansas  Department  of  Health  HIV/AIDS  Surveillance  Program 


Volume  92,  Number  1 - June  1995 


45 


AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 

The  U.S.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  mech 
ical  or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibih 
ity,  pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 

(901)  725-585 1 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE.9 


SPRINGFIELD,  MO.  Bass  Pro  Shop 
and  40  miles  to  Branson.  BE/BC  FP's. 
OB  Optional,  salaried  position  and  pro- 
duction bonus,  call  1 :7,  teaching  hospi- 
tal, university  community.  Contact: 
Vivian  M.  Luce,  Cejka  & Co.,  1-800- 
765-3055,  or  fax  C.  V.  for  immediate  at- 
tention: 314-726-3009  (IM's  welcome). 


SURGERY  - A dynamic  rural  suburban 
community  is  seeking  two  (2)  general  surgeons. 
This  hospital  based  practice  offers  a minimum 
guarantee  starting  at  $200,000  plus  full  benefit 
package  including  malpractice. 

Future  special  sub-specialty  needs  will  in- 
clude urology  and  obstetrics. 

For  more  detailed  information  contact: 
Dave  Mcleod 
PHONE:  800-372-2600 
FAX:  305-947-9990 


TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatrics 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 

The  Curare  Group,  Inc. 

(80°)  520-2028 


StAtc  Health  W Ate  Vi 

Information  provided  by  the  Arkansas  Department  of  Health,  Division  of  Epidemiology 


State  Health  Watch  is  a new  feature  making  its  debut  in  this  issue  of  The  Journal  The  information  and  statistical  graphs  are 
provided  by  the  Arkansas  Department  of  Health.  Readers  are  encouraged  to  comment  and  offer  suggestions  on  this  and  any  other  infor- 
mation in  The  Journal  All  correspondence  should  be  mailed  to  the  journal  editor  at  the  Arkansas  Medical  Society,  P.O.  Box  5776,  Little 
Rock,  AR  72215. 


DISEASE  REPORTING  - THE  DATABASE 
OF  PUBLIC  HEALTH 

The  Division  of  Epidemiology  of  the  Arkansas  Depart- 
ment of  Health  maintains  the  only  system  for  disease  report- 
ing within  the  state.  Physicians  and  other  medical  personnel 
are  required,  by  law  (Act  96  of  1 9 1 3 (Arkansas  Statutes,  1 947, 
Section  82-1 10)  Section  III),  to  report  certain  disease  occur- 
rences to  the  Arkansas  Department  of  Health.  Information 
regarding  cases  of  reportable  diseases  is  used  to  monitor  the 
morbidity  and  in  detecting  and  controlling  disease  outbreaks 
of  public  health  significance.  Reportable  disease  information 
is  also  used  by  the  Centers  for  Disease  Control  in  monitoring 
disease  trends  nationwide.  Without  the  cooperation  of  the 
medical  community,  the  Department  of  Health  would  be  se- 
verely hampered  in  its  task  of  disease  prevention  and  control. 

Reportable  diseases  are  to  be  reported  to  the  Arkansas 
Department  of  Health  within  24  hours  on  the  Toll-Free  Code- 
A-Phone  Reporting  System  (1-800-482-8888),  or  reports  may 
be  made  to  your  local  health  unit.  The  Toll  Free  Code-A- 
Phone  number  is  operational  24  hours  a day.  Disease  reports 
should  include  the  following  data: 

1.  Name,  location  (town)  and  phone  number  of  reporting 

person. 

2.  Disease  or  suspected  disease  and  date  of  onset. 

3.  Name,  age,  sex,  address  and  phone  number  of  patient 

(please  spell  patient’s  name). 

4.  Physician’s  name,  location  and  phone  number. 

5.  Any  labwork  or  clinical  symptoms  leading  to  the 

diagnosis. 

Individuals  desiring  to  further  discuss  reportable  diseases 
may  phone  the  Division  of  Epidemiology,  Bureau  of  Health 
Resources,  at  661-2597  or  1-800-482-5400  ext  2597,  M-F 
8:00  to  4:30. 

Physicians  may  designate  nurses,  laboratory  technicians 
or  records  personnel  to  report  diseases  to  the  Department  of 
Health.  Our  goal  is  to  make  disease  reporting  as  easy  and 
simple  as  possible  and  eliminate  written  reports  whenever 
possible.  It  is  our  intent  to  aggregate,  evaluate  and  dissemi- 
nate communicable  disease  data  to  physicians  throughout  the 
state  and  to  conduct  epidemiological  investigations  when  in- 
dicated. The  reportable  diseases  are  listed  below.  Your  coop- 
eration in  reporting  is  sincerely  appreciated. 

Diseases  in  ALL  CAPITALS  are  to  be  brought  to  the 
immediate  attention  of  the  State  Epidemiologist  as  soon  as 


they  are  suspected.  These  diseases  are  of  extreme  PUBLIC 
HEALTH  SIGNIFICANCE  and  immediate  assistance  will  be 
available.  For  the  diseases  listed  below  and  marked  by  an 
asterisk  (*),  the  reporting  physician  will  be  contacted  for  ad- 
ditional information. 

REPORTABLE  DISEASES 
AIDS* 

Amebiasis 
ANTHRAX 
Aseptic  Meningitis* 

Blastomycosis 

BOTULISM 

Brucellosis* 

Campylobacter  Enteritis 

Cat  Scratch  Disease 

Chancroid 

CHOLERA 

Coccidioidomycosis 

Congenital  Rubella  Syndrome* 

DIPHTHERIA 

Ehrlichiosis 

Encephalitis,  all  types 

E.  coli  0157-H7 

FOOD  POISONING,  all  types 

Giardiasis 

Gonococcal  Opthalmia 

Gonorrhea 

Granuloma  Inguinale 

Gullain-Barre  Syndrome* 

Hemolytic-Uremic  Syndrome 

Hepatitis  (report  Type  A,  B,  Non-A  Non-B,  or 

unspecified  and  give  results  of  all 

hepatitis  serology  or  “not  done”)* 

Histoplasmosis 

H.I.V. 

Influenza** 

Kawasaki  Disease* 

Legionellosis* 

Leprosy* 

Leptospirosis* 

Lyme  Disease* 

Lymphogranuloma  Venereum 

Malaria*  ..  . 

continued  on  next  page... 
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CLAY 


1994 

Positive  Animal  Rabies 
Tests 

S - Skunk  (28) 

B - Bovine  (4) 

C - Cat  (1) 

D - Dog  (3) 

T - Bat  (2) 

38  total  positives 


REPORTABLE  DISEASES 
continued  from  previous  page 
Meningitis,  Haemophilus  influenzae  Type  B* 
Meningococcal  Infections* 

Mumps 

Pesticide  Poisoning 
PLAGUE 

POLIOMYELITIS* 

Psittacosis  (Ornithosis)* 

Q FEVER 
RABIES,  animal 
RABIES,  human 

Rash  illness  (including  MEASLES*  & RUBELLA*) 
Relapsing  Fever* 

Reye  Syndrome* 

Rheumatic  Fever 

Rocky  Mountain  Spotted  Fever* 

Salmonellosis  (including  Typhoid*) 

Shigellosis 

SMALLPOX 

Syphilis 

Tetanus* 

Toxic  Shock  Syndrome* 

Toxoplasmosis 

Trichinosis* 

Tuberculosis 

Tularemia* 

WHOOPING  COUGH  (Pertussis)* 

TYPHUS  FEVER 
YELLOW  FEVER 

**  Individual  cases  to  be  reported  only  when 
laboratory  testing  has  determined  the  viral  type. 


REPORTABLE  OCCUPATIONAL  DISEASES 
to  include  the  pneumoconioses 

Asbestosis* 

Byssinosis* 

Coal  Workers  Pneumoconiosis* 

Mesothelioma* 

Silicosis* 

The  following  diseases  are  also  of  public  health  impor- 
tance and  should  be  reported  whenever  there  is  an  unusual 
incidence  or  outbreak  (including  seasonal  outbreaks).  The 
telephone  report  need  only  consist  of:  (1 ) the  physician’s  name 
and  location;  (2)  the  suspected  disease;  (3)  the  number  of 
cases  and  interval  during  which  the  cases  were  seen. 

DISEASES  FOR  WHICH  ONLY  OUTBREAKS 
NEED  TO  BE  REPORTED 

Acute  Upper  Respiratory  Disease 

Chickenpox 

Conjunctivitis 

Dermatophytosis  (Ringworm) 

Enteropathogenic  E.  coli  Diarrhea 
Epidemic  Diarrhea  of  Unknown  Etiology 
Gastroenteritis 
Herpangina 

Hospital  Acquired  Infections 
Infectious  Mononucleosis 

Influenza  (outbreaks  to  be  reported  by  estimated  numbers) 

Pediculosis 

Pleurodynia 

Pneumonia  (bacterial,  mycoplasma,  viral) 
Staphylococcal  Infections 
Streptococcal  Infections 

Copies  of  the  instructions  for  reporting  communicable 
diseases  to  the  Arkansas  Department  of  Health  may  be  ob- 
tained by  contacting  661-2395  or  1-800-482-5400  ext  2395, 
M-F  8:00  to  4:30. 


Selected  Reportable  Diseases  in  Arkansas 

New  Cases  1 994  vs  5 year  average  (1989-93) 


Amebiasis 
Aseptic  Meningitis 
Blastomycosis 
Brucellosis 
H.Flu  Meningitis 
Histoplasmosis 
Legionnaires 
Lyme 
Malaria 
Measles  @ @ 
Meningococcal  Men. 

Pertussis 
RMSF 
Rubella 
Tularemia 
Unspec.  Hepatitis 
Viral  Encephalitis 
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New  Members 


CROSSETT 

Spohn,  Peter  John,  Orthopaedic  Surgery.  Medical 
Education,  Oregon  Health  Sciences  Center,  Portland, 
1977.  Internship,  University  of  Mississippi  Medical 
Center,  1978.  Residency,  University  of  Colorado  Health 
Science  Center,  1985.  Board  certified. 

FORT  SMITH 

Ismail,  Hassan  M.,  Internal  Medicine.  Medical  Edu- 
cation, Damascus  University  Medical  School,  El  Paso, 
Texas,  1988.  Internship/Residency,  Texas  Tech  Univer- 
sity, 1992/1995. 

HARRISON 

Shapter,  Janet  B.,  Emergency  Medicine.  Medical  Edu- 
cation, Wright  State  University,  Dayton,  Ohio,  1985. 
Residency,  Wright  State  University,  1988.  Board  certified. 

JONESBORO 

Chediak,  Gregory,  Internal  Medicine.  Medical  Educa- 
tion, University  of  Oklahoma  School  of  Medicine, 
Oklahoma  City,  1989.  Internship,  University  of  Okla- 
homa, 1989.  Residency,  Dept,  of  Internal  Medicine, 
University  of  Oklahoma  and  Dept,  of  Neurology,  Uni- 
versity of  California  at  Davis,  1991.  Board  certified. 

PLAINVIEW 

Westwood,  John  J.,  General.  Medical  Education, 
UAMS,  1982.  Internship,  UAMS,  1982. 


RUSSELLVILLE 

Frais,  Michael  A.,  Cardiology.  Medical  Education, 
Liverpool  University  Medical  School,  Liverpool,  En- 
gland, 1974.  Internship,  Liverpool  Area  Health  Author- 
ity, 1979.  Residency,  Calgary,  Alberta,  Canada,  1983. 

SPRINGDALE 

Sites,  Terry  J.,  Orthopaedic  Surgery.  Medical  Educa- 
tion, University  of  Missouri  Medical  School,  Colum- 
bia, 1984.  Internship/Fellowship,  University  of  Cali- 
fornia, San  Diego  Medical  Center,  1985/1986.  Residency, 
University  of  California  at  Davis,  1990.  Board  certified. 

TEXARKANA 

DeHaan,  Jeffrey  T.,  Orthopedic.  Medical  Education, 
University  of  Iowa  College  of  Medicine,  Iowa  City, 
1981.  Internship/Residency,  University  of  Texas  Health 
Science  Center,  San  Antonio,  1982/1986.  Board  certified. 

RESIDENTS 

Fink,  Roger  Lee,  II,  Pathology.  Medical  Education, 
University  of  Missouri,  Columbia,  1991.  Residency, 
UAMS,  1996. 

Tharrington,  Christopher  Leslie,  Diagnostic  Radiol- 
ogy. Medical  Education,  Duke  University  School  of 
Medicine,  1992.  Residency,  Baptist  Memorial  Hospi- 
tal, Memphis,  Tennessee,  1996. 


MedPlus  specializes  in  providing  a variety  of 
medical  equipment  lease  plans  for  all  healthcare 
providers,  including  physicians  and  hospitals.  Our 
plans  are  strategically  designed  for  today's  complex, 
technologically-dependent  medical  environment. 
® Procedure  Lease 

♦ Lease  Purchase 

♦ Off  Balance  Sheet  Lease 

♦ Fair  Market  Value  Lease 

♦ Joint  Venture  Strategies 

♦ Real  Estate 

Call  today  at  1 -800-643-0944  for  more  information. 
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Suite  4 0 0.  Little  Rock.  AR  72211 


Radiological  Case 
of  the  Month 


Steven  R.  Nokes,  M.D. 
W.  Bradley  Pierce,  M.D. 


History: 

This  forty-year-old  woman  with  implants  presented  with  a palpable  mass  in  the  right  breast.  Bilateral 
mammograms  (Figure  1)  and  a right  breast  MRI  (Figure  2)  were  obtained. 


Figure  2.  Sagittal  MR  of  the  right  breast  (FSE  5000/160) 
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Intracapsular  Implant  Rupture 


Radiographic  Findings: 

The  left  breast  mammogram  is  normal.  The  right  MLO  view  reveals  a large  bulge  of  the  implant  superiorly.  The 
MR  demonstrates  multiple  low  signal  intensity  curvilinear  lines  floating  in  the  high  signal  gel  (“linguine  sign”). 

Discussion: 

Since  1 963  approximately  two  million  American  women  have  used  siiicone  gel  implants  for  augmentation  (80%) 
or  reconstruction  after  mastectomy  (20%).  Recently,  there  has  been  an  increase  in  public  attention  to  implant  rupture 
due  to  a possible  link  between  silicone  gel  implants  and  autoimmune  disease.  This  concern  was  exacerbated  by  the 
April  1992  FDA  moratorium  on  cosmetic  use  of  silicone  gel  filled  implants.  This  has  prompted  a need  for  a reliable 
noninvasive  method  to  assess  implant  integrity. 

Implant  ruptures  may  be  intracapsular  or  extracapsular.  In  intracapsular  rupture,  the  silicone  is  contained  by  the 
surrounding  fibrous  (reactive  scar  tissue)  shell.  Mammography  may  be  normal  or  reveal  a contour  bulge.  The  positive 
predictive  value  of  a contour  bulge  is  54%,  meaning  approximately  half  of  all  implants  with  bulges  are  intact.  Ultra- 
sound is  approximately  56%  sensitive  and  87%  specific  for  intracapsular  rupture.  MRI  is  96%  sensitive  and  specific 
for  intracapsular  rupture  because  it  is  exquisitely  sensitive  to  the  internal  architecture  of  the  implant.  The  linguine  sign 
is  the  demonstration  of  the  collapsed  elastomer  shell  floating  in  the  silicone  gel. 

Extracapsular  rupture  involves  silicone  extending  through  a break  in  both  the  elastomer  shell  and  the  fibrous 
capsule.  Mammography  will  often  demonstrate  the  free  silicone  as  one  or  more  soft  tissue  masses.  Free  silicone  has 
a characteristic  "snowstorm”  appearance  on  ultrasound.  MR  also  accurately  identifies  the  free  silicone  and  docu- 
ments integrity  of  the  implant  shell.  Severe  “gel  bleeds”  through  an  intact  elastomer  shell  can  present  with  free 
silicone  as  well,  a pitfall  for  mammography  and  ultrasound. 

To  be  efficacious,  MRI  requires  surface  coil  imaging  using  fast  spin  echo  (to  decrease  motion)  and  fast  inversion 
recovery  (to  characterize  free  silicone).  Body  coil  MR  is  about  as  accurate  as  US  and  is  not  cost  effective. 

References: 

1.  Mund  DF,  et  ai.  MR  imaging  of  the  breast  in  patients  with  silicone  gel  implants: 
spectrum  of  findings.  AJR  1993;  161:773-778. 

2.  DeAngelis  GA,  de  Lange  EE,  Miller  LR,  Morgan  RF.  MR  imaging  of  breast  implants. 

Radiographics  1994;  14:783-794. 

3.  Berg  WA,  et  al.  Diagnosing  breast  implant  rupture  with  MR  imaging,  US  and 
mammography.  Radiographics  1993:  13:  1323-1336. 


Editor:  Steven  R.  Nokes,  M.D.  is  associated  with  Radiology  Consultants  in  Little  Rock. 
Contributor:  W.  Bradley  Pierce,  M.D.  is  associated  with  Radiology  Consultants  in  Little  Rock. 
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professional  protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


Quality  Service  and 
Commitment.  Since  1923. 


Medical  Arts  Laboratory  (MAL)  is  an 
Oklahoma-based,  full-service  clinical  and 
anatomic  pathology  reference  laboratory, 
dedicated  to  quality  medical  service. 

We  serve  over  3,000  physicians,  hospitals, 
nursing  homes,  home  health  agencies  and 
managed  care  groups  in  Oklahoma,  Texas, 
Kansas,  Missouri  and  Arkansas. 


Our  certified  pathologists  and  technical 
staff  are  available  around  the  clock  to  answer 
questions  and  discuss  results.  For  more 
information,  contact: 

Main  Laboratory 

1111  N.  Lee  / Oklahoma  City,  OK  73103 
(403)239-7111  / 1-800-REF-LAB  1 

Tulsa  Laboratory 

3233  E.  31st,  Suite  102  / Tulsa,  OK  74105 
(918)747-7506  / (800)722-0721 


Med  Arts  Lab 


Medical  Arts  Laboratory3 

Physicians  Sewing  Physicians  Since  1923 ■ 


Member  of  the  Independent  Pathology  Institute,  Inc. 


Medicine  in  the  News 


HEALTH  CARE  ACCESS  FOUNDATION 

As  of  May  1,  1995,  the  Arkansas  Health  Care  Ac- 
cess Foundation  has  provided  free  medical  service  to 
10,749  medically  indigent  persons,  received  17,313  ap- 
plications and  enrolled  34,774  persons.  This  program 
has  1,684  volunteer  health  care  providers  including 
medical  doctors,  dentists,  hospitals,  home  health  agen- 
cies and  pharmacists.  These  providers  have  rendered 
free  treatment  in  69  of  the  75  counties. 

OKLAHOMA  PSYCHIATRISTS  AID 
SURVIVORS,  FAMILIES,  AND  RESCUERS  IN 
WAKE  OF  BOMBING 

Oklahoma  psychiatrists  say  that  survivors,  their 
families,  and  rescuers  are  at  high  risk  to  develop  post- 
traumatic  stress  disorder  — PTSD  — which  may  sur- 
face months  or  even  years  after  the  event.  Already 
prepared  with  a disaster  plan,  their  response  to  the 
bombing  was  led  by  John  Poarch,  M.D.  who  worked 
with  survivors  and  their  families  after  an  explosion  at 
an  Oklahoma  elementary  school  a few  years  ago. 

While  the  focus  of  public  attention  is  on  the  fami- 
lies of  victims  and  on  survivors  of  the  bombing,  psy- 
chiatrists report  that  rescue  workers  also  are  at  a high 
risk  of  developing  Post-traumatic  Stress  Disorder,  a 
mental  disorder  marked  by  symptoms  which  can  in- 
clude flashbacks;  reenacting  the  traumatic  event  in  a 
state  that  can  be  mistaken  for  sleepwalking;  powerful 
nightmares;  sudden,  painful  onslaughts  of  emotion, 
as  well  as  diminished  emotional  capacity  overall;  sud- 
den irritation  and  explosiveness  and  exaggerated  startle 
responses;  panic  attacks;  and  avoidance  of  future  situ- 
ations that  may  recall  the  trauma.  Those  suffering  with 
Post-traumatic  Stress  Disorder  may  attempt  to  rid  them- 
selves of  these  frightening  and  painful  symptoms 
through  alcohol  or  drug  abuse,  and  also  may  be  at  risk 
for  suicide.  Behavioral  and  psychodynamic  psycho- 
therapy, self-help  groups,  and  antidepressant  medi- 
cations are  important  treatments  for  this  serious  psy- 
chiatric disorder.  The  APA  offers  a free  Fact  Sheet . When 
Disaster  Strikes...,  as  well  as  a pamphlet  on  PTSD.  To 
obtain  copies  call  the  APA’s  Division  of  Public  Affairs  at 
(202)  682-6220. 

TOO  FEW  CHILDBEARING  WOMEN 
TAKE  FOLIC  ACID 

Recent  intervention  studies  strongly  suggest  that 
if  women  consumed  0.4  mg  of  folic  acid  a day  around 
the  time  of  conception,  it  would  prevent  at  least  half 
of  all  neural  tube  defects  in  newborns.  The  U.S.  Pub- 


lic Health  Service  has  recommended  routine  use  of 
folic  acid  since  1992.  A surveillance  study,  however, 
suggests  that  few  prospective  mothers  are  following 
this  advice. 

The  South  Carolina  Department  of  Disabilities  and 
Special  Needs  monitored  the  occurrence  of  neural  tube 
defects  from  1992  to  1994,  finding  105  cases  in  about 
72,500  live  births  (14.5  cases  per  10,000).  Only  8%  of 
the  71  mothers  interviewed  reported  having  used  folic 
acid-containing  supplements  around  the  time  of  con- 
ception. In  contrast,  12%  of  a sample  of  60  South  Caro- 
lina women  giving  birth  to  unaffected  babies  during 
the  study  period  reported  taking  such  supplements. 
Both  figures  were  lower  than  the  Public  Health 
Service's  1992  estimate  that  20%  of  all  U.S.  women 
were  consuming  a multivitamin  containing  0.4  mg  of 
folic  acid. 

About  2500  babies  are  born  with  spina  bifida  or 
anencephaly  in  the  U.S.  each  year.  It  seems  we  have  a 
long  way  to  go  in  reducing  this  figure. 


Get  the  office  furniture  you 
want, 

exactly  like  you  want  it, 
at  the  price  you  want  to  pay. 

$ CHEAP 

If  you  want  furniture  simple  yet  sturdy. 

$$  MODERATE 

If  you  want  furniture  attractive  and  want  to 
keep  it  a long  time. 

$$$  FANCY 

If  you  want  the  most  exquisite  custom 
furniture  you've  ever  seen! 

We  Oo  It  ALL: 

DEAL  DIRECT  with  our  Factory! 

CUSTOM  OFFICE 
FURNITURE 

by 

Tommy  Farrell 
Associates 

Little  Rock,  AR  72203-1404 
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AMS  Newsmakers 


Dr.  Kevin  Beavers,  an  internist  at  Millard-Henry 
Clinic,  was  inducted  as  a fellow  of  the  American  Col- 
lege of  Physicians  in  ceremonies  during  a recent  con- 
vention of  the  organization  in  Atlanta,  Ga.  He  was 
recently  elected  vice  speaker  of  the  house  of  delegates 
of  the  Arkansas  Medical  Society. 

Dr.  George  Jackson,  of  Cherokee  Village,  was  a 
guest  speaker  at  the  Concerned  Women  for  America 
meeting  held  recently  at  the  Peace  Lutheran  Church 
in  Cherokee  Village.  He  spoke  on  the  topic  of  RU-486, 
the  so-called  "French  abortion  pill." 

Dr.  Edward  McCollum,  of  Decatur,  was  recently 
certified  as  a medical  review  officer  by  The  American 
Association  of  Medical  Review  Officers,  Inc.,  a non- 
profit medical  society  dedicated  to  establishing  national 
standards  and  certification  of  medipracticioners  and 
other  professionals  in  the  field  of  drug  and  alcohol 
testing. 

Dr.  George  K.  Mitchell,  of  North  Little  Rock,  has 
been  named  the  1995  Hendrix  College  Distinguished 
Alumnus.  He  received  his  bachelor  of  arts  degree  from 
Hendrix  in  1952  and  has  served  on  the  board  and  as  a 
trustee  of  the  college. 

Dr.  Taylor  Prewitt,  an  internist  and  cardiologist 
in  Fort  Smith,  has  assumed  office  and  will  serve  a four- 
year  term  as  governor  for  the  Arkansas  Chapter  of  the 
American  College  of  Physicians. 

Dr.  Milton  Waner,  of  Little  Rock,  has  introduced 
a new  skin  resurfacing  technique  at  the  University  of 
Arkansas  for  Medical  Sciences.  The  school  says  it  is 
the  only  facility  in  Arkansas  offering  the  new  "laser 
brasion"  or  "laser  resurfacing."  The  skin  resurfacing 
technique  is  a new  alternative  to  two  established  pro- 
cedures: dermabrasion  and  the  chemical  peel. 

Dr.  R.  Timothy  Webb,  of  Hot  Springs,  has  been 
elected  a fellow  of  the  American  College  of  Physicians. 

Dr.  James  R.  Weber,  of  Jacksonville,  will  travel  to 
the  former  Soviet  Union  with  his  wife,  the  former 
Cynthia  Weintraub,  in  October.  They  will  represent 
the  U.S.  State  Department  and  the  AAFP  in  a joint 
venture  with  Physicians  With  Heart  to  furnish  $6  mil- 
lion of  medical  supplies. 


Dr.  Morton  C.  Wilson,  of  Fort  Smith,  recently 
received  a Distinguished  Senior  Employee  Award  from 
Arkansas  ABLE.  Wilson  was  nominated  for  the  award 
by  the  Area  Agency  on  Aging  of  Western  Arkansas, 
the  Sparks  Regional  Medical  Center  and  the  Holt-Krock 
Clinic.  The  awards  recognize  individuals,  aged  55  and 
older,  who  exhibit  exemplary  work  performance  and 
on-the-job  skills. 


Physician's  Recognition  Award 


The  Physician's  Recognition  Award  is  awarded 
each  month  to  physicians  who  have  completed 
acceptable  programs  of  continuing  education. 
Recipients  for  the  month  of  April  are  as  fol- 
lows: 

Ted  Eugene  Ashcraft  Russellville 

James  Claude  Bethel  Little  Rock 

Jimmy  Darrell  Bonner  Paragould 

Douglas  A.  Buckley  Paris 

Peter  James  Carroll  El  Dorado 

Dennis  O.  Davidson  Batesville 

John  Carroll  Dobbs  Conway 

Hugh  Garland  Donnell  Rogers 

Alan  Dean  Flanagan  Fort  Smith 

Richard  Lee  Hayes  Jacksonville 

Robert  Ray  Hull  Rogers 

Christopher  S.  Johnson  Rogers 

James  Laurence  Jones  Fayetteville 

Eugene  Allen  Joseph  Searcy 

Charles  Austin  Ledbetter  Harrison 

Jack  Lindsey  Magness  Fort  Smith 

David  Armstrong  Miles  Little  Rock 

David  Mishkin  Bella  Vista 

Robert  Howard  Nunnally  Camden 

Donald  Harris  Pennington  Van  Buren 

James  Davis  Russell  Blytheville 

Eugene  A.  Shaneyfelt  Manila 

John  D.  Smith  Conway 

Joanne  Sylvia  Szabo  Little  Rock 

Stanley  Dane  Teeter  Russellville 

Kenneth  Blair  Turner  Russellville 

Charles  Allan  Vermont  Prescott 

Samuel  Bradley  Welch  Little  Rock 

John  Doyle  Wise  Little  Rock 
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In  Memoriam 


Karlton  Kemp,  M.D. 

Dr.  Karlton  Hubert  Kemp  of  Texarkana  died  Wednes- 
day, March  29,  1995.  He  was  82. 

Survivors  include  his  wife,  Nancy  Kemp  of  Texarkana; 
one  son,  Karlton  Kemp  Jr.  of  Texarkana;  one  stepson,  John 
F.  Thomas  of  Minneapolis,  Minn.;  five  daughters,  Katherine 
Kibler  and  Susie  Mackie  of  Houston,  Texas,  Marcia  Sterling 
of  Palo  Alto,  Calif.,  Lou  Dye  of  Omaha,  Neb.,  and  Carol  Allen 
of  Seattle,  Wash.;  one  sister,  Katherine  Hanes  of  Urbana,  111.; 
and  1 8 grandchildren. 


Resolution 


Karlton  Hubert  Kemp 

Whereas,  Karlton  Hubert  Kemp  has  been  a member  of  our  Society  for  many  years;  and 

Whereas,  he  has  earned  the  respect  and  the  affection  of  the  members  of  this  Society  as  a friend,  as  an  associate  and  as  a 
fellow  practitioner  of  medicine,  and  his  wise  and  friendly  counsel  in  the  conduct  of  the  medical  society  affairs; 

Be  it  therefore  resolved  that  we  are  most  deeply  grieved  over  the  loss  of  this  our  friend  and  fellow  doctor,  and  that  this  loss 
will  be  greatly  felt  by  us  and  will  be  softened  only  by  the  passage  of  time. 

Be  it  further  resolved  that  a copy  of  this  resolution  be  spread  upon  the  minutes  of  this  Society  and  that  another  copy  be  sent 
to  his  family. 

Donald  C.  Fournier,  M.D.,  President  Joseph  R.  Robbins,  M.D.,  President 

Bowie  County  Medical  Society  Miller  County  Medical  Society 
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Sure... 

you're  a good  physician, 
but  can  you  write? 

Most  physicians  today  need  more  than  knowledge  of  medicine 
and  good  clinical  ability  to  be  successful.  One  of  the  tools  you 
need  is  the  ability  to  write  well:  to  be  able  to  put  together  a report 
of  research  that's  worth  publishing,  to  write  a grant  proposal 
that's  fundable,  to  prepare  a paper  or  exhibit  for  presentation 
that's  well  received. 

We  don't  guarantee  that  you'll  write  a best  seller  or  get  a 
million-dollar  grant,  but  we  can  guarantee  that  if  you  join  us, 
you'll  learn  how  to  improve  your  writing,  enhance  the  quality  of 
your  presentations,  and  keep  up-to-date  with  developments  in 
areas  like  desktop  publishing. 

We're  an  organization  founded  by  physicians  50  years  ago, 
and  we're  over  3000  strong.  Among  our  members  are  people  like 
you,  for  whom  writing  has  become  an  increasingly  important  part 
of  life.  Find  out  more  about  us. 

Send  this  coupon  or  call  the  American  Medical  Writers 
Association  national  office  at  301-493-0003. 


Executive  Director,  AMWA 
9650  Rockville  Pike 
Bethesda,  MD  20814 

Please  send  AMWA  information  to: 

Name 

Address 


Title  (or  specialty) 

City State Zip 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


(501)  664-5851 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 


Things  To  Come 


July  30  - August  4 

Update  in  Internal  Medicine,  1995.  The  Waldorf- 
Astoria,  New  York,  NY.  Sponsored  by  Columbia  University 
College  of  Physicians  and  Surgeons,  Center  for  Continuing 
Education  and  the  Departments  of  Medicine  of  Columbia 
Presbyterian  Medical  Center  and  Beth  Israel  Hospital  Bos- 
ton. For  more  information,  call  (617)  324-2202. 

August  20-25 

Advance  in  Internal  Medicine.  Hyatt  Regency, 
Monterey,  California.  Sponsored  by  Office  of  Continuing 
Medical  Education  and  UC  Davis  School  of  Medicine  and 
Medical  Center.  For  more  information,  call  (916)  734-5390. 

August  28-31 

Current  Concepts  in  Primary  Care  Cardiology.  Hyatt 
Regency  Lake  Tahoe,  Incline  Village,  Nevada.  Sponsored  by 
Office  of  Continuing  Medical  Education  and  UC  Davis  School 
of  Medicine  and  Medical  Center.  For  more  information,  call 
(916) 734-5390. 

September  16 

Benign  Essential  Blepharospasm  - 13th  Annual  In- 
ternational Conference  & Scientific  Symposium.  Red  Lion 
Hotel,  Sacramento,  California.  Sponsored  by  Office  of  Con- 
tinuing Medical  Education  and  UC  Davis  School  of  Medi- 
cine and  Medical  Center.  For  more  information,  call  (916) 
734-5390. 

September  30  - October  1 

7th  Annual  Ultrasound  Update:  1995.  Red  Lion  Ho- 
tel, Sacramento,  California.  Sponsored  by  the  Office  of  Con- 
tinuing Education  and  UC  Davis  School  of  Medicine  and 
Medical  Center.  For  more  information,  call  (916)  734-5390. 

October  5-7 

Contemporary  Cardiothoracic  Surgery.  The  Ritz- 
Carlton  Hotel,  St.  Louis,  Missouri.  Sponsored  by  the 
Office  of  Continuing  Medical  Education,  Washington 
University  School  of  Medicine.  For  more  information,  call 
(800)  325-9862. 

October  8-12 

Medical  Oncology  Board  Review  Course.  The  Ritz- 
Carlton  Pentagon  City,  Arlington,  VA.  Sponsored  by  the  Of- 
fice of  Continuing  Medical  Education,  The  George  Wash- 
ington University  Medical  Center.  For  more  information,  call 
(202)  994-4285. 


October  13  - 15 

"Advances  in  Sonography,"  - a fourth  annual  post- 
graduate educational  course.  Sheraton  Chicago  Hotel  and 
Towers,  Chicago,  Illinois.  Sponsored  by  the  Center  for  Bio- 
Medical  Communication.  Designated  for  17.75  credit  hours 
of  Category  1 of  the  Physician's  Recognition  Award.  For 
more  information,  call  (201)  385-8080. 

November  3-5 

7th  Annual  Infectious  Disease  Review  Course  for  the 
Practicing  Physician.  Hyatt  Regency  Bethesda  in  Bethesda, 
Maryland.  Sponsored  by  The  Society  of  Radiologists  in  Ul- 
trasound. For  more  information,  call  (201)  385-8080. 

December  9 

Cardiology  Seminar.  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri.  Sponsored  by  the  Office  of  Continu- 
ing Medical  Education,  Washington  University  School 
of  Medicine.  For  more  information,  call  (800)  325-9862. 

February  7-10, 1996 

1996  International  Conference  on  Physician  Health 
"Uncertain  Times:  Preventing  Illness,  Promoting 
Wellness."  Sheraton  San  Marcos  Hotel  in  Chandler,  Arizona. 
Sponsored  by  the  American  Medical  Association,  Canadian 
Medical  Association,  Federation  of  State  Licensing  Boards, 
and  the  Federation  of  Provincial  Licensing  Boards.  For  more 
information,  call  (312)  464-5066. 
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Keeping  Up 


July  18 

Nurses  Workshop  on  HIV/AIDS  and  Perinatal  Patients 

A workshop  for  nurses  who  work  in  obstetrical  and  family  practice  offices,  hospital  obstetrical  services  and 
AHECS  will  be  given  at  St.  Bernard's  Hospital  in  Jonesboro  on  July  18.  The  workshop  will  be  presented 
from  8:30  a.m.  to  noon  and  repeated  from  1:00  p.m.  to  4:30  p.m.  Presenters  will  be  nurses  who  work  daily 
with  HIV  infected  mothers  and  newborns  at  University  Hospital  in  Little  Rock.  The  workshop  is  co-spon- 
sored  by  the  Delta  Region  AIDS  Education  and  Training  Center  at  UAMS  and  by  St.  Bernard's  Hospital. 
There  is  no  charge  for  the  workshop,  but  pre-registration  is  required.  For  further  information,  call  Debbie 
Lockridge,  St.  Bernard's  Hospital,  972-4436. 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  1 of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAYETTEVILLE-VA  MEDICAL  CENTER 

General  Medical  Topics,  Thursdays,  12:00  noon.  Auditorium,  Bldg.  3 
Medical  Grand  Rounds,  Thursdays,  12:00  noon,  Conference  Room,  Bldg.  4 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon.  Conference  Room 

LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Taculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Thursdays,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Chest  Conference,  4th  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 
Interdisciplinary  AIDS  Conference,  2nd  Friday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Joint  Tumor  Conference,  1st  Wednesday,  12:00  noon,  CARTI  Auditorium.  Lunch  provided. 

Journal  Club,  Tuesdays,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Urology  Grand  Rounds.  Tuesday,  May  2,  5:30  p.m..  Southwestern  Bell/ARKLA  room.  Refreshments  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m..  Southwestern  Bell/Arkla  room.  Refreshments  provided 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m..  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m..  Conference  Room  1 
Gl  Conference,  4th  Friday,  11:30  a.m.,  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m..  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon,  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided 
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MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m..  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon,  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon.  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category  1 
of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 

Cardiology  Clinical  Conference,  Mondays,  4:00  p.m.,  UAMS,  room  3S06 

Cardiology  Graphics  Conference,  Wednesdays,  12:00  noon,  UAMS,  room  3S06 

CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 

Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  12:00  noon.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  1:00  p.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  3:00  p.m.,  UAMS  Education  Bldg.,  room  B/106A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  B/106A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m.,  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m.,  Gastroenterology  conference  room,  3D29 
GI/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology /Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m..  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:15  p.m..  Radiology  Conference  Room  at  UAMS 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 

Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 
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Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  V A Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

V A Chest  Conference  (combined  Surgical/Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

V A Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

V A GREECI Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

V A Hematology /Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

V A Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

V A Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

V A Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

VA  Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  & Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary,  White  County  Memorial  Hospital, 
Searcy 

EL  DORADO-AHEC 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Chest  Conference,  3rd  Wednesday,  12:30  p.m.,  Warner  Brown  Hospital 
Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
GYN  Conference,  2nd  Friday,  12:30  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:30  p.m.,  AHEC-South  Arkansas 
Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon,  AHEC  - South  Arkansas.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Conference,  3rd  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:30  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:30  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:30  p.m.,  AHEC  - South  Arkansas 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  Washington  Regional  Medical  Center 
Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

Gastroenterology  Conference,  3rd  Tuesday  every  other  month,  7:00  a.m.,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  3rd  Wednesday,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  1st  Tuesday,  11:30  a.m..  Sparks  Regional  Medical  Center 
Sparks  Tumor  Conference,  Thursdays,  12:00  noon,  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
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JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a. m..  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Citywide  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon,  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m.,  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conference,  June  23,  7:30  a.m..  Board  Room,  Northeast  Arkansas  Rehabilitation  Hospital. 

Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon,  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/ Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m.,  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Residency  Noon  Conference,  Mondays  through  Thursdays,  12:00  p.m.,  AHEC-Southwest  Family  Practice  Clinic 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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Original  manuscripts  are  accepted  for  consideration 
on  the  condition  that  they  are  contributed  solely  to  this 
journal.  Material  appearing  in  The  Journal  of  the  Arkansas 
Medical  Society  is  protected  by  copyright.  Manuscripts 
may  not  be  reproduced  without  the  written  permission  of 
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right  to  edit  any  material  submitted.  The  publishers  accept 
no  responsibility  for  opinions  expressed  by  the  contribu- 
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author  as  the  correspondent  and  include  his/her  address 
and  telephone  number. 

MANUSCRIPT  STYLE 

Author  information  should  include  titles,  degrees, 
and  any  hospital  or  university  appointments  of  the 
author(s).  All  scientific  manuscripts  must  include  an 
abstract  of  not  more  than  100  words.  The  abstract  is  a 
factual  summary  of  the  work  and  precedes  the  article. 
Manuscripts  should  be  typewritten,  double-spaced,  and 
have  generous  margins.  Subheads  are  strongly  encour- 
aged. The  original  and  one  copy  should  be  submitted. 
Pages  should  be  numbered.  Manuscripts  are  not  re- 
turned; however,  original  photographs  or  drawings  will 
be  returned  upon  request  after  publication.  Manuscripts 
should  be  no  longer  than  ten  typewritten  pages.  Excep- 
tions will  be  made  only  under  most  unusual  circum- 
stances. 

Along  with  the  typed  manuscript,  we  encourage  you 
to  submit  an  IBM-compatible  5 1/4"  or  3 1/2"  diskette 
containing  the  manuscript  in  ASCII  format.  The  manu- 
script on  diskette  must  be  in  the  same  format  as  stated 
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Editorial 


Getting  EMS  Into  The  Emergency  Room 

Samuel  E . Landrum,  M.  D.,  F.  A.  C.  S. 


ere  has  been  over  a quarter  century  of  visionary 
work,  training,  and  implementation  of  a pre-hospital 
Emergency  Medical  System  in  this  country  and  more 
particularly  in  Arkansas.  The  first  modest  course  for 
ambulance  personnel  in  Western  Arkansas  was  in 
October  1969.  It  consisted  of  seven  weekly  classes  at 
night  for  two  hours  each  and  covered  such  topics  as 
wound  care,  splinting,  establishing  and  maintaining 
airway,  very  basic  CPR,  and  special  problem  areas. 
There  was  a mix  of  lectures  and  practical  application 
of  techniques  all  taught  by  physicians  who  were  will- 
ing to  donate  time  to  such  an  en- 
deavor. The  course  was  attended  by 
120  persons!  They  were  involved  in 
ambulance  services  in  the  six  county 
region.  Those  providers  had  no  stan- 
dard course  or  text  available  to  receive 
training  in  life-saving  methods  at  ac- 
cident scenes.  Nothing  beyond  Red 
Cross  or  Boy  Scout  manuals  existed 
until  the  late  1960s  when  the  Acad- 
emy of  Orthopedics  orange  text  was 
published.  It  was  quickly  and  rightly 
accepted  as  a major  advance. 

In  1972,  the  federal  government 
became  aware  of  a need  for  the  devel- 
opment of  EMS  Systems  with  the  goal 
of  nationwide  coverage  by  trained  per- 
sonnel for  responding  to  all  sorts  of 
medical  emergencies  that  occurred 
outside  the  hospital.  Grants  were 
awarded  for  demonstration  programs 
in  five  areas.  Arkansas  was  successful  in  receiving  mon- 
eys to  design  a system  for  a rural  state,  to  train  Emer- 
gency Medical  Technicians,  and  to  purchase  commu- 
nication equipment  and  properly  equipped  vehicles 
in  the  several  Economic  Development  Districts  as  con- 
figured then.  This  involved  many  meetings  of  com- 
mitted physicians,  educators,  planners,  Arkansas 
Elealth  Department  staff,  hospital  administrators,  leg- 
islative committees,  and  the  staffs  of  Gov.  Bumpers 
and  Gov.  Pryor.  It  was  not  easy. 

Since  then,  several  training  centers  have  come 
about  for  EMTs  and  EMT-Paramedics,  many  of  whom 
receive  ongoing  training  at  colleges  across  Arkansas. 


Samuel  E.  Landrum,  M D . F A.C.S..  is  affiliated  with  Holt-krock 
Clinic  in  Fort  Smith,  and  is  a member  of  the  editorial  board  for 
The  Journal  of  the  Arkansas  Medical  Society. 


These  dedicated  professionals  now  save  many  victims 
who  would  not  have  reached  the  hospital  alive  prior 
to  the  development  of  EMS.  One  unreached  goal  of 
the  EMS  System  as  yet  is  reliable  statistical  informa- 
tion and  analysis  about  the  impact  it  has  had. 

The  preceding  introductory  background  leads  to  con- 
sideration of  the  response  of  providers  in  the  hospital 
and  what  advances  are  broadly  available  in  emergency 
rooms  of  this  state. 

Knowledge  of  better  care  for  cardiac,  respiratory, 
behavioral,  and  other  non-traumatic  emergencies  con- 
tinues to  spread  and  find  application 
by  physicians  who  practice  Emer- 
gency Medicine.  During  the  quarter 
century  while  pre-hospital  EMS 
emerged  and  made  tremendous 
strides,  there  became  a recognized 
Board  of  Emergency  Medicine;  and 
residencies  now  exist  for  this  specialty. 
However,  there  are  not  enough 
boarded  doctors  to  staff  all  the  emer- 
gency rooms  all  the  time.  These  staff 
slots  are  filled  by  physicians  with  a 
variety  of  previous  interests,  and  most 
have  been  trained  in  Family  Medicine. 
Moonlighting  residents  from  numer- 
ous specialties  fill  these  slots  for  a sig- 
nificant amount  of  the  time.  My  ob- 
servation is  that  the  residents  perform 
this  duty  mostly  on  weekends;  that 
is,  a time  when  hospitals  rarely  are 
fully  dressed  for  the  diagnostic  or 
therapeutic  needs  of  major  trauma  victims.  Also,  con- 
sulting staff  to  get  patients  operated  on  in  a timely  man- 
ner may  not  be  as  immediately  available  as  required. 

While  many  of  us  interested  in  this  area  are  zeal- 
ous for  still  considerable  improvement  in  the  care  pro- 
vided in  emergency  rooms,  we  recognize  that  there 
are  limits  in  all  resources  needed.  Perfection  escapes 
us!  So  shall  it  ever  be,  but  that  attitude  does  not  serve 
patients  well,  and  it  will  hamper  improvement  in  our 
daily  habits.  So  let  us  reflect  on  what  is  available  that 
will  let  us  do  better  without  undue  expense. 

TRAINING:  Not  all  patients  who  come  with  seri- 
ous emergencies  will  be  attended  by  a specialist  for 
their  particular  needs.  However,  there  are  good 
courses  of  a couple  of  days  length  that  are  offered  that 
improve  the  ability  of  most  any  doctor  to  provide  com- 
petent iife-saving  care  to  accident  victims.  It  seems 
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that  ACLS  has  been  widely  embraced,  and  this  is  ap- 
plauded. Less  widely  embraced  is  the  Advanced 
Trauma  Life  Support  (ATLS)  Course.  This  course 
teaches  a logical  systematic  approach  to  the  care  of 
seriously  injured  persons  regarding  airway,  ventila- 
tion, shock  management,  orthopedic  and  neurologi- 
cal problems,  triage  and  transfer  protocols.  Special 
sections  deal  with  burns,  children,  and  pregnancy  as 
related  to  trauma.  It  seems  that  it  should  be  manda- 
tory that  all  physicians  who  practice  emergency  medi- 
cine, even  as  a part-time  pursuit,  will  have  success- 
fully completed  these  two  important  courses  to  gain 
credentials  to  practice  in  an  emergency  room.  This  rec- 
ommendation for  ATLS  applies  equally  strongly  for  practic- 
ing surgeons  who  take  "trauma  call."  The  American  Burn 
Association  offers  a similar  course  for  burned  patients,  and 
there  is  also  a Pediatric  Advanced  Life  Support  Course. 

ENVIRONMENT:  Emergency  rooms  are  too  cold. 
Exposed  patients,  especially  if  injured,  have  their  prob- 
lems of  resuscitation  aggravated  significantly  by  hy- 
pothermia. Coagulation,  respiratory,  and  cardiac  prob- 
lems can  ensue  simply  by  allowing  these  patients  to 
remain  unwarmed.  The  best  ambient  temperature  for 
someone  who  has  a sizable  burn  is  80°  F.  Can  you 
imagine  the  protest  this  would  engender  on  the  part 
of  the  ER  staff?  Warm  blankets  and  the  recently  avail- 
able warming  devices  will  counteract  the  chill.  Warmed 
resuscitation  I.V.  fluids  are  beneficial  in  this  setting. 

Another  often  ignored  environmental  factor  is  the 


wearing  of  masks  and  sterile  gloves  to  care  for  burns. 
The  hands  and  noses  of  the  hospital  staff  are  the  most 
frequent  wound  contaminants  for  these  patients.  Yet 
rarely  is  this  practice  observed. 

CONSULTANTS:  Most  patients  in  the  ER  who 
need  to  be  admitted  will  enter  the  service  of  staff  mem- 
bers who  are  on  call  for  this  duty  or  opportunity.  The 
willingness  of  doctors  who  will  accept  this  responsi- 
bility and  respond  promptly  is  in  short  supply.  Re- 
cent surveys  indicate  that  few  surgeons  in  training 
expect  this  activity  to  contribute  to  their  practice  in  a 
beneficial  way.  Surely  the  income  from  taking  call  is 
often  lacking,  and  the  unexpected  nature  of  emergen- 
cies interferes  with  the  conduct  of  busy  practices.  The 
timing  of  night-long  trauma  surgery  can  be  fatiguing. 
Nonetheless,  the  two  classic  indications  for  surgery 
are  to  stem  blood  and  let  pus.  These  procedures  are 
the  ones  that  provide  the  work  for  emergency  sur- 
gery. Perhaps  the  motivation  for  surgeons  should  be 
stimulated  to  keep  us  mindful  of  our  calling. 

To  summarize,  the  last  quarter  century  has  seen 
pre-hospital  care  undergo  a revolution  from  primarily 
a transportation  service  to  one  of  significant  life  sav- 
ing in  the  field  and  reduction  of  disability.  We  should 
continue  to  strive  to  upgrade  entrenched  habits  of  care 
in  emergency  rooms  so  that  the  trauma  patient  arrives 
alive  and  does  not  die  for  lack  of  optimal  treatment  in 
the  hospital.  Some  rather  simple  recommendations  will 
contribute  to  this  goal. 


MedPlus  specializes  in  providing  a variety  of 
medical  equipment  lease  plans  for  all  healthcare 
providers,  including  physicians  and  hospitals.  Our 
plans  are  strategically  designed  for  today's  complex, 
technologically-dependent  medical  environment. 

• Procedure  Lease 

• Lease  Purchase 

• Off  Balance  Sheet  Lease 


* Fair  Market  Value  Lease 

* Joint  Venture  Strategies 

* Real  Estate 
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Medical  Aits  Laboratory  (MAL)  is  an 
Oklahoma-based,  full-service  clinical  and 
anatomic  pathology  reference  laboratory, 
dedicated  to  quality  medical  service. 


Our  certified  pathologists  and  technical 
staff  are  available  around  the  clock  to  answer 
questions  and  discuss  results.  For  more 
information,  contact: 


We  seive  over  3,000  physicians,  hospitals, 
nursing  homes,  home  health  agencies  and 
managed  care  groups  in  Oklahoma,  Texas, 
Kansas,  Missouri  and  Arkansas. 


Main  Laboratory 

1111  N.  Lee  / Oklahoma  City,  OK  73103 
(405)239-7111  / 1-800-REF-LAB  1 

Tulsa  Laboratory 

3233  E.  31st,  Suite  102  / Tulsa,  OK  74105 
(918)  747-7506  / (800)  722-0721 


Med  Arts  Lab® 


Medical  Arts  Laboratory® 

Physicians  Serving  Physicians  Since  1923- 


Member  ot  the  Independent  Pathology  Institute,  Inc. 


Emergency  Physicians  and  AMS  Update 


man  Charles  “Shot  ” 
Rodgers,  MD.,  Secretary 


Equipment  in  State  Capitol  Infirmary 


of  State  Sharon  Priest, 
and  Paul  Robinson,  MD., 


Z.  Lynn  Zeno,  AMS  Director  of  Governmental  Affairs 


current  president  of  the 


For  many  years  the  Arkansas  Medical  Society 
through  its  "Doctor  of  the  Day"  program  has  provided 
a valuable  service  to  legislators  and  visitors  during  regu- 
lar sessions  of  the  Arkansas  General  Assembly. 

AMS  member  physicians  from  throughout  the 
state  volunteer  a day  of  their  time  to  travel  to  the 
state  capitol  to  visit  with  their  legislators,  observe  the 
proceedings,  and  provide  needed  medical  care  at  the 
Capitol  Infirmary.  The  Capitol  Infirmary  is  located  in 
space  provided  by  the  Secretary  of  State  and  the  doc- 
tor of  the  day  is  assisted  by  a nurse  provided  by 
UAMS.  Various  pharmaceutical  companies  contribute 
medication  for  use  in  the  program  along  with  samples 
often  donated  from  visiting  physicians. 

This  year,  the  Arkansas  Chapter  of  the  American 
College  of  Emergency  Physicians  procured  a "Lifepack 
300"  defibrillator  through  the  generosity  of  the 
Physiocontrol  Corporation.  The  portable  defibrillator, 
which  reverses  cardiac  arrest,  greatly  enhances  the 


emergency  capabili- 
ties of  those  medical 
professionals  serving 
at  the  Capitol  Infir- 
mary. 

In  addition,  the 
Arkansas  Medical 
Society  donated  a 
Stat  Kit  of  emer- 


Arkansas  Chapter  of 
ACEP,  examine  the 
"Lifepack  300" 
defibrillator  and  the  Stat 
Kit  recently  donated  to 
the  State  Capitol 
Infirmary. 


gency  supplies  with 

additional  medication  provided  by  the  UAMS  phar- 
macy for  use  by  the  volunteer  physicians. 

Representative  Bobby  Hogue,  Speaker  of  the 
House,  said,  "The  volunteer  efforts  of  Medical  Society 
members  do  not  go  unnoticed  by  members  of  the  Gen- 
eral Assembly.  Every  member  of  the  legislature  is  grate- 
ful to  Arkansas'  Emergency  Physicians  for  providing 
this  updated  equipment  furthering  the  capabilities  of 
the  dedicated  volunteers." 
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Special  Article 


Bicycle/Automobile  Accidents  in 
Arkansas  1991-1993 

Robert  A.  Lambert,  M.D.,  F.A.C.C.* 


Bicycling  is  frequently  recommended  ns  n form  of  aero- 
bic exercise  to  reduce  the  risk  of  cardiovascular  events, 
yet  it  is  not  without  safety  risks.  The  recent  accidental 
death  of  a locally-known  cyclist  has  raised  safety  con- 
cerns of  recreational  cycling  on  Arkansas  roads.  This 
article  summarizes  cycling  accident  statistics  obtained 
from  the  Arkansas  State  Highway  and  Transportation 
Department  for  a three  year  period. 


On  February  18,  1995,  Floyd  Lorenz  Shafer,  age 
83,  was  struck  and  killed  by  an  automobile  as  he  rode 
his  bicycle  on  the  shoulder  of  Highway  10  west  of 
Little  Rock.  Dr.  Shafer,  who  had  received  his  doctor- 
ate in  biology  at  age  75,  was  an  avid  cyclist.  He  rode 
regularly  for  fitness;  the  previous  fall  he  had  partici- 
pated in  a 150  mile  charity  ride  for  multiple  sclerosis. 

Dr.  Shafer's  death  raises  concern  about  the  safety 
of  recreational  bicycling.  Just  as  reports  of  sudden  death 
during  running  have  shaped  medical  advice  regard- 
ing jogging,  a physician's  recommendation  of  bicy- 
cling as  a means  of  aerobic  exercise  must  be  based  on 
knowledge  of  its  risks. 

Unfortunately,  the  risks  of  recreational  cycling  have 
not  been  rigorously  studied,  either  nationally  or  lo- 
cally, and  opinions  are  often  based  on  personal  expe- 
rience or  conjecture.  This  report  summarizes  accident 
data  obtained  from  the  Traffic  Safety  section  of  the 
Arkansas  State  Highway  and  Transportation  Depart- 
ment. The  Section  collects  all  accident  reports  filed  by 
municipal,  local,  and  state  law-enforcement  officers 
statewide;  it  represents  the  most  comprehensive  data- 
base available  to  investigate  local  accidents  involving 
motor  vehicles  and  bicyclists. 


Dr  Lambert  is  on  the  hospital  staffs  of  Baptist  Medical  Center, 
Baptist  Memorial  Medical  Center,  St.  Vincent  Medical  Center, 
and  Rebsamen  Regional  Medical  Center  He  is  a Fellow  of  the 
American  College  of  Cardiology  and  a member  of  the  American 
College  of  Physicians. 


METHODS 

Accident  reports  involving 
"pedacyclists"  (bicyclists)  were  requested 
for  the  last  three  years  in  which  data  was 
available.  Reports  were  generated  for  each 
year  for:  on  vs.  off  roadway,  severity  of 
injury,  whether  alcohol  was  involved,  lo- 
cation by  population  of  surrounding  area, 
location  by  trafficway  type,  time  and  day 
of  week,  road  surface  condition,  light  con- 
dition, road  profile,  whether  vehicle  vi- 
sion was  obscured,  relation  to  junction, 
intersection  type,  and  age  of  pedacyclist. 
A report  detailing  the  street  or  highway  location  of 
each  accident  was  also  generated. 

Data  was  combined  for  the  three  years  and  evalu- 
ated for  predominance  of  factors  in  each  report.  As 
children  less  than  15  years  old  accounted  for  61%  of  all 
accidents,  a second  set  of  reports  were  requested  to 
focus  on  adult  cyclists.  These  reports  included  day  vs. 
night,  urban  vs.  rural  location,  relation  to  junction, 
intersection  type,  and  location  by  county  and  street  or 
highway.  The  adult  data  for  the  three  years  was  com- 
bined and  similarly  screened  for  predominance  of  con- 
tributing factors. 

RESULTS 

During  1991-1993,  a yearly  average  of  229  motor- 
vehicle  accidents  occurred  which  involved  bicyclists; 
4-7  each  year  (2-3%)  resulted  in  the  cyclist's  death  (see 
Table  1). 

There  was  wide  variation  in  the  age  of  the  cyclists 
involved  in  accidents,  but  the  majority  were  children 
less  than  15  years  old  (see  Table  2).  Fatalities  occurred 
in  both  the  younger  and  older  age  groups. 

Only  a minority,  10%,  of  accidents  reported  oc- 
curred in  a rural  area  (72  of  686).  Urban  accidents  oc- 
curred in  a wide  range  of  population  environments 
with  the  largest  incidence  in  cities  of  50,000-99,999  in- 
habitants (202  of  686,  29%  of  total  accidents). 

A majority  of  accidents  occurred  on  roads  described 
as  local  (430/686  or  63%),  as  opposed  to  collectors,  ar- 
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terials,  or  expressways. 

Half  of  all  accidents  occurred  between  3 PM  and  7 
PM.  Five  of  the  fourteen  (36%)  fatalities  occurred  after 
dark.  Of  note,  60%  (411/686)  of  accidents  occurred  at 
intersections  rather  than  in  alleys  or  driveways  (17%) 
or  non-junctions  (28%).  Four-way  intersections  were 
the  most  common  site. 

Conditions  which  might  impair  the  motor-vehicle 
driver's  ability  to  avoid  a bicyclist  were  notably  non- 
predominant. Alcohol  was  involved  in  only  4%  of  ac- 
cidents and  the  road  was  described  as  wet  or  slick  in 
8%.  Most  accidents  occurred  on  level  roads;  only  20% 
involved  a hill,  hillcrest,  or  sag.  Surprisingly,  only  9% 
of  accident  reports  indicated  the  driver's  vision  was 
obscured  by  reflected  glare,  sunlight,  rain,  or  trees. 

As  this  report  was  oriented  to  evaluating  the  safety 
of  bicycling  as  an  adult  form  of  aerobic  exercise,  data 
was  re-analyzed  to  eliminate  potential  confounding 
factors  specific  to  children.  In  the  accidents  involving 
cyclists  15  years  and  older,  again,  only  a minority  oc- 
curred in  a rural  setting  (12%)  and  most  occurred  dur- 
ing daylight  hours. 

Accidents  occurred  with  respect  to  roadway  inter- 
sections in  a similar  frequency  (Table  3);  55%  occurred 
at  an  intersection,  again  most  commonly  four-way. 

Sites  of  repeated  (>2)  accidents  involving  adult  cy- 
clists during  1991-1993  are  summarized  in  Table  4 by 
county  and  specific  highway  or  street. 

COMMENTS 

While  the  Arkansas  Highway  Department  data  is 
the  most  comprehensive  local  data  available,  it  cannot 
be  assumed  to  represent  an  accurate  reflection  of  risks 
posed  to  cyclists.  First,  an  unknown  number  of  acci- 
dents occur  that  are  not  reported  to  law  enforcement 
officers  and  thus  are  not  included  in  this  report.  Sec- 
ondly, a large  number  of  cycling  accidents  do  not  in- 
volve motor  vehicles:  simple  falls,  collisions  with  other 
cyclists  or  dogs,  etc.,  that  would  not  require  law  en- 
forcement reporting. 


Table  1 

Bicycling/Automobile  Accidents 


Accidents 

1991 

1992 

1993 

Fatal 

7 

4 

6 

Nonfatal 

236 

204 

200 

Total 

241 

208 

237 

Table  2 

Accidents  By  Age 


Fatalities 
age  0-14 
age  >14 
Injuries 
age  0-14 
age  >14 


1991  1992  1993 


4 3 3 

3 1 3 

131  115  143 

83  80  85 


It  is  also  important  to  recognize  that  this  informa- 
tion is  simply  occurrences,  not  the  risk  of  an  occur- 
rence, i.e.,  the  number  of  events  divided  by  the  num- 
ber of  exposures  to  such  an  event.  That  only  10%  of 
bicycling  accidents  in  the  database  occurred  in  rural 
areas  does  not  imply  that  it  is  safer  to  bicycle  on  rural 
roads;  most  cyclists  live  in  urban  areas  and  presum- 
ably are  more  likely  to  bicycle  in  urban  areas.  Without 
an  actual  count  of  bicyclists  exposed  to  a given  condi- 
tion, accident  reports  with  regard  to  a condition  can- 
not be  assumed  to  imply  causality. 

Recognizing  this  limitation,  however,  the  data  is 
useful.  While  Dr.  Shafer's  death  raises  concern,  it 
should  be  recognized  that  death  as  a result  of  an  auto- 
mobile/cyclist accident  is  uncommon  (2-3%  accidents). 
Actual  risk  is  probably  less  given  that  many  accidents 
may  be  unreported.  Dr.  Shafer  died  at  a "non-junc- 
tion"; only  28%  of  all  accidents  occur  by  an  overtaking 
vehicle  colliding  with  a cyclist.  Dr.  Shafer's  fatal  acci- 
dent was  disturbing  but  not  representative  of  the  over- 
all risk  posed  to  Arkansas  bicyclists. 

Children  on  bicycles  account  for  a majority  of  cy- 
cling accidents  involving  motor  vehicles.  Of  note,  the 
U.S.  Consumer  Product  Safety  Commission  reported 
that  61%  of  injuries  occur  in  cyclists  between  the  age 
of  5 and  141,  a statistic  identical  to  this  report.  The 
finding  underscores  the  importance  of  parental  super- 
vision of  children  using  bicycles  in  trafficways. 

The  statistics,  both  including  children  and  not, 
showed  that  most  accidents  occur  at  intersections.  This 
finding  was  also  seen  in  a study  of  bicycling  accidents 
in  Palo  Alto,  CA,2  where  74%  of  bicycle/automobile 
accidents  were  at  intersections.  Conceivably,  many 


Table  3 

-Accident  Relation  to  Roadway  Junction 

3 year  totals/all  ages  and  cyclists  >14  y/o 


All  ages  % >14  v/o  % 

At  intersection  411  60  162  55 

Non-junction  191  28  83  28 

Driveway/alley  117  17  43  14 


Table  4 

Recurrent  Accident  Locations 

>2  occurrences  in  3 years/  >14  ylo  cyclists 


Countv 

Highwav  #/  Street 

# Accidents 

Benton 

71 

3 

Garland 

7 

8 

Miller 

71 

3 

Pulaski 

70 

5 

Rodney-Parham 

3 

365 

4 

161 

4 

Sebastian 

64 

5 

6th  St. 

3 

Washington 

112 

4 

16 

4 

71 

3 
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accidents  are  preventable  if  right-of-way  rules  are  more 
closely  followed  by  cyclists  and  drivers  at  intersections. 

Other  preventative  measures  to  ensure  safe  cycling 
are  not  verified  by  the  data,  but  are  nevertheless  still 
good  common  sense.  Cyclists  should  avoid  riding  in 
the  direction  of  the  setting  or  rising  sun  when  glare 
blinds  an  overtaking  driver.  Riding  at  night  without 
lights  and  reflective  clothing  is  dangerous.  Use  of  an 
approved  helmet  is  mandatory  in  some  states;  esti- 
mates are  that  three-fourths  of  deaths  or  serious  in- 
jury to  cyclists  involve  head  injury  and  that  three- 
fourths  of  head  injuries  would  not  occur  if  an  approved 
helmet  is  properly  used. 

An  opinion  exists  that  bicycles  are  "toys"  and  ad- 
vocate banning  bicycles  from  roadways  as  a means  of 
accident  prevention.  The  Palo  Alto  study  indicates  that 
the  risk  of  accidents  (including  involvement  with  other 
cyclists  and  pedestrians)  is  nearly  twice  as  high  when 
cyclists  travel  on  sidewalks  or  bike  paths.  Because  many 
adult  cyclists  travel  at  speeds  of  18-25  mph,  many  traffic 
engineers  recommend  integration  of  cycling  in  the 
roadway  by  provision  of  wide,  paved  shoulders  or  out- 
side lanes. 

Responsible  bicycling  should  be  encouraged  by  Ar- 
kansas physicians.  Arkansas  ranks  high  nationally  in 
the  incidence  of  obesity;  discussion  of  an  exercise  pro- 
gram for  fitness  and  weight  control  should  be  part  of 
patients'  annual  physical.  While  this  report  focuses 
on  the  major  risk  of  cycling,  collision  with  automo- 
biles, it  should  be  recognized  that  cycling  is  an  excel- 


lent form  of  aerobic  exercise.  As  opposed  to  walking 
or  running,  cycling  is  non-weight  bearing  and  thus 
therapeutic,  rather  than  detrimental,  to  lower  extrem- 
ity joint  or  muscular  problems.  Bicycling  is  fun,  par- 
ticularly in  a state  with  a relatively  mild  climate,  an 
abundance  of  rural  roads,  and  varied  scenic  terrain. 
The  benefits  of  cycling  far  outweigh  its  risks. 

CONCLUSION 

Bicycling  should  be  encouraged  as  aerobic  exer- 
cise for  weight  control  and  to  reduce  risk  of  cardiac 
events.  Death  from  collisions  with  automobiles  is  un- 
common. Most  accidents  occur  in  children  and  at  in- 
tersections. Efforts  to  reduce  bicycling  accidents  should 
be  directed  at  parental  supervision  of  children  while 
cycling  and  observance  of  traffic  laws  governing  inter- 
sections. 
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PRIMARY  CARE  PHYSICIANS 


The  Little  Rock  VA  Medical  Center  has  openings  for  Primary  Care  Physicians  to  work 
primarily  in  Ambulatory  Care.  Physicians  trained  in  Internal  Medicine  and  Family 
Practice,  who  have  interest  in  providing  primary  care  to  a defined  set  of  patients  in 
collaboration  with  physician  extenders,  are  encouraged  to  inquire.  Excellent 
opportunities  are  available  for  continuing  education  and  for  teaching  of  students  and 
house  staff. 


Competitive  remuneration,  generous  fringe  benefits,  and  excellent  working  conditions. 
Contact: 


Joseph  H.  Bates,  M.D.,  Chief,  Medical  Service 
John  L.  McClellan  Memorial  Veterans  Hospital 
4300  West  7th  Street, 

Little  Rock,  AR  72205 
( 501)-660-2029. 
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Scientific  Article 


Common  Bacterial 

Sexually  Transmitted  Diseases  in  Pregnancy 

Paul  J.  Wendel,  M.D.* 

George  D.  Wendel,  Jr.,  M.D.** 


INTRODUCTION 

Sexually  transmitted  diseases  (STDs)  occurring 
during  pregnancy  can  have  significant  effects  on  both 
maternal  and  neonatal  outcome.  When  all  bacterial, 
viral  and  parasitic  STDs  are  considered  together,  they 
may  represent  the  most  common  infectious  complica- 
tion of  pregnancy.  The  patients  at  highest  risk  for  many 
STDs  are  indigent,  sexually  active,  single  adolescents 
living  in  an  urban  environment.  However,  many  adults 
are  also  unable  to  identify  themselves  as  being  at  risk 
for  carrying  STDs.  As  a result,  many  clinicians  are 
now  screening  their  prenatal  patients  for  many  of  the 
common  STDs  such  as  syphilis,  gonorrhea,  chlamy- 
dia, hepatitis  B virus,  human  immunodeficiency  vi- 
rus (HIV),  and  indirectly  human  papillomavirus  (HPV) 
infection. 

This  discussion  will  review  the  effects  of  the  com- 
mon bacterial  STDs  on  pregnancy  and  how  pregnancy 
affects  these  STDs.  We  will  also  discuss  the  manage- 
ment of  the  STDs  in  pregnancy. 

CHLAMYDIAL  INFECTION 

Chlamydia  trachomatis  is  the  most  common  bacte- 
rial STD  in  women.1  C.  trachomatis  may  be  cultured 
from  the  cervix  of  2-24%  of  gravidas  depending  on 
the  socioeconomic  background  of  the  population.  High 
risk  women  are  teenaged,  single,  indigent,  have  mul- 
tiple sex  partners  or  have  other  STDs,  especially  gon- 
orrhea. Chlamydial  infections  are  associated  with  many 
common  clinical  syndromes  such  as  urethritis, 
mucopurulent  cervicitis  and  salpingitis.  However, 
many  pregnant  women  have  asymptomatic  or 
subclinical  cervical  infections.  In  pregnant  women,  the 
finding  of  mucopurulent  cervicitis  may  not  reliably 
predict  infection  with  C.  trachomatis,  as  it  does  in  non- 
pregnant women. 

* Paul  J Wendel.  M D.,  is  with  the  Department  of  Obstetrics  and 
Gynecology  at  the  University  of  Arkansas  for  Medical  Sciences. 

**  George  D Wendel,  Jr , M.D.,  is  with  the  Department  of  Obstetrics 
and  Gynecology  at  the  University  of  Texas  Southwestern  Medical 
Center  at  Dallas. 


Several  studies  have  attempted  to  measure  the 
effect  of  chlamydial  infection  on  pregnancy  outcome, 
but  its  role  remains  controversial.  It  can  cause  neona- 
tal conjunctivitis  and  infantile  pneumonia.  Some  in- 
vestigators have  found  untreated  maternal  cervical 
chlamydial  infection  associated  with  an  increased  risk 
for  preterm  delivery,  premature  rupture  of  membranes 
(PROM),  stillbirth,  and  perinatal  death.2- 3 Others  have 
found  only  women  with  recent  chlamydial  infection, 
defined  by  a positive  culture  and  anti-chlamydial  IgM 
antibody,  at  risk  for  low  birth  weight,  PROM  and 
preterm  delivery.4  Further  investigations  are  neces- 
sary to  determine  the  role  of  C.  trachomatis  in  compli- 
cating pregnancy. 

A delayed  postpartum  (up  to  three  weeks  after 
delivery)  endometritis  has  been  associated  with  C. 
trachomatis  infection.  It  usually  is  diagnosed  after  dis- 
charge from  the  hospital  and  causes  vaginal  bleeding 
or  discharge,  low  grade  fever,  lower  abdominal  pain 
and  uterine  tenderness.  This  syndrome  is  distinct  from 
early  endometritis  which  typically  occurs  2-5  days  post- 
partum. 

Diagnosis 

Universal  screening  for  C.  trachomatis  infection 
during  pregnancy  is  controversial.  Current  methods 
(silver  nitrate,  erythromycin,  or  tetracycline  ointment) 
to  prevent  neonatal  gonococcal  and  chlamydial  oph- 
thalmic infection,  may  still  result  in  chlamydial 
conjunctivitis  in  up  to  20%  of  exposed  neonates.  The 
Centers  for  Disease  Control  and  Prevention  (CDC)  rec- 
ommend C.  trachomatis  diagnostic  testing  during  the 
first  prenatal  visit  for  all  pregnant  women  and  again 
during  the  third  trimester  for  those  at  high  risk.1  High 
risk  markers  include:  age  < 25  years,  prior  or  current 
other  STDs,  a new  sex  partner  in  the  preceding  three 
months,  or  multiple  sex  partners.1  The  ability  of  the 
widespread  chlamydial  detection  and  treatment  pro- 
grams to  prevent  associated  maternal  and  neonatal 
complications  has  not  been  thoroughly  investigated. 

The  diagnosis  of  chlamydial  cervical  infection  in 
pregnancy  is  usually  made  from  asymptomatic  women 
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by  cell  culture.  The  specificity  of  cell  culture  is  near 
100%,  but  the  sensitivity  is  70%  to  90%,  especially  when 
detecting  small  numbers  of  organisms  in  asymptomatic 
pregnant  women.  The  advantage  of  accuracy  is  com- 
promised by  cost  and  difficulty  in  collection,  storage, 
transport  and  analysis. 

The  CDC's  aggressive  chlamydia  prevention  strat- 
egies depend  on  the  expanded  use  of  non-culture  tests 
for  C.  trachomatis  screening.1  Direct  Fluorescent  Anti- 
body (DFA)  and  Enzyme  Immunoassay  (EIA)  tests 
have  been  extensively  evaluated  and  are  in  wide  use. 
In  general,  the  sensitivity  (>70%)  is  dependent  on  ad- 
equate specimen  collection.  Specificity  can  be  prob- 
lematic with  some  LPS-based  EIA  methods,  for  cross- 
reactivity occurs  with  other  bacteria.  A blocking  anti- 
body assay  can  exclude  such  cross-reaction  and  be  used 
to  verify  initially  positive  EIAs.  Nucleic  acid  hybrid- 
ization (DNA  Probe)  tests  recently  have  been  devel- 
oped, and  N.  gonorrhoeae  and  C.  trachomatis  can  now 
be  identified  from  the  same  collection  swab.  There  is 
limited  clinical  validation  of  the  new  method's  accu- 
racy in  pregnant  and  postpartum  women.  In  general, 
the  non-culture  test  false-positive  rates  in  low  preva- 
lence pregnant  populations  yield  lower  positive  pre- 
dictive values  for  actual  chlamydial  infection.  This 
means  that  some  clinicians  may  choose  to  confirm 
positive  non-culture  tests  with  a second  method  prior 
to  diagnosis  and  treatment  of  asymptomatic  infection 
in  pregnancy.1 

Treatment 

Current  CDC  recommendations  for  the  treatment 
of  cervical  infections  with  C.  trachomatis  in  nonpreg- 
nant women  have  recently  changed  adding  a new 
macrohde  antibiotic, 
azithromycin.1  5 Due  to 
its  extremely  long  serum 
half  life,  azithromycin 
orally  in  a single  dose  is 
adequate  for  treatment  of 
uncomplicated  cervical 
infections.  Azithromycin 
is  an  FDA  Category  B 
drug  (animal-reproduc- 
tion studies  have  not 
demonstrated  a fetal 
risk,  but  there  are  no 
controlled  studies  in 
pregnant  women).  Thus, 
the  safety  and  efficacy  of 
azithromycin  for  pregnant  women  and  fetuses  have  not 
yet  been  established. 

Erythromycin  base  or  ethylsuccinate  taken  orally 
for  at  least  7 days  should  eradicate  maternal  infection 
in  over  90%  of  cases  (Table  1).  For  women  unable  to 
tolerate  erythromycin  due  to  gastrointestinal  side  ef- 
fects or  emesis  gravidarum,  the  dosage  may  be  reduced 
by  one  half  and  the  duration  of  therapy  doubled.  There 
are  limited  clinical  data  that  amoxicillin  and  clindamycin 


orally  have  comparable  efficacy  in  pregnancy.  Eryth- 
romycin estolate,  tetracyclines,  and  quinolones  should 
not  be  used  in  pregnancy.  Sexual  partners  within  the 
prior  30  days  of  an  infection  should  be  examined  and 
treated  for  chlamydial  infection. 

GONORRHEA 

The  prevalence  of  gonorrhea  in  pregnancy  is  quite 
variable,  ranging  from  0.5%  to  7.0%  and  generally  re- 
flects the  high  risk  status  of  the  prenatal  population 
sampled.  In  the  last  few  years,  there  has  been  a sig- 
nificant, but  poorly  understood  decline  in  the  incidence 
of  gonorrhea  in  heterosexuals  in  the  United  States. 
Low  rates  are  observed  in  private  practices,  while 
higher  frequencies  plague  urban  hospital  clinics.  Once 
again  this  reflects  the  frequency  of  the  many  risk  fac- 
tors in  the  prenatal  population:  being  single,  adoles- 
cence, poverty,  drug  abuse,  trading  sex  for  drugs,  other 
STDs,  and  adequacy  of  prenatal  care.  Unfortunately, 
gonococcal  infections  also  serve  as  a marker  for  con- 
comitant chlamydial  infection  in  approximately  40% 
of  infected  pregnant  women.5 

Gonococcal  infection  occurs  most  commonly  as 
asymptomatic  cervical  carriage  in  pregnancy. 6 About 
30%  of  gravidas  with  endocervical  gonorrhea  also  have 
concomitant  rectal  infection,  probably  due  to  local 
spread  from  vaginal  discharge.  Acute  salpingitis  has 
been  reported  and  can  occur  if  cervical  infection  as- 
cends into  the  adnexae  before  pregnancy  or  prior  to 
obliteration  of  the  uterine  cavity  which  occurs  at  ap- 
proximately 12  weeks  gestation.  Reactivation  of  prior 
salpingitis  may  also  occur  and  result  in  tubo-ovarian 
abscess  formation.  The  diagnosis  of  acute  gonococcal 
salpingitis  can  be  made  only  after  the  exclusion  of  other 

clinical  entities  which 
include  appendicitis, 
septic  abortion,  adnexal 
torsion,  and  ectopic 
pregnancy.  Due  to  our 
inability  to  culture  the 
upper  genital  tract  in 
pregnancy  and  diffi- 
culty diagnosing 
salpingitis,  it  is  reason- 
able to  consider 
laparoscopic  evaluation 
in  pregnancy  prior  to 
initiating  treatment. 
Rarely,  gonococcal  sep- 
ticemia can  lead  to  dis- 
seminated gonococcal  infection  with  dermatitis  and 
arthritis. 

Gonococcal  infection  can  affect  pregnancy  outcome 
in  any  trimester.  There  is  an  association  between  un- 
treated gonococcal  cervicitis  and  septic  abortion  and 
post-abortal  endomyometritis.  Preterm  delivery, 
PROM,  chorioamnionitis,  and  postpartum 
endomyometritis  are  more  common  in  women  with 
intrapartum  cervical  Neisseria  gonorrhoeae.  It  is  uncer- 


Table  1. 

Treatment  of  Chlamydia  trachomatis  in  Pregnancy 

Azithromycin  1 gram  orally  in  a single  dose 
Erythromycin  base  500  mg  orally  4 times  daily  for  7 days 

Alternative  Regimens 

Erythromycin  ethylsuccinate  800  mg  orally  4 times  daily 
for  7 days  or  (if  erythromycin  cannot  be  tolerated) 
Amoxicillin  500  mg  orally  3 times  daily  for  7 to  10  days* 

* Few  data  exist  concerning  this  regimen 
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tain  whether  gonorrhea  causes  the  untoward  events, 
because  other  bacteria  and  maternal  risk  factors  con- 
tribute to  those  events.  Regardless  of  the  role  of  N. 
gonorrhoeae  in  obstetric  complications,  its  presence 
places  the  patient  at  high  risk.  Consequently,  screen- 
ing cervical  cultures  are  frequently  recommended  at 
the  first  prenatal  visit  or  before  an  induced  abortion.5 
In  a high  risk  setting,  a repeat  culture  should  be  ob- 
tained during  the  third  trimester. 

Diagnosis 

The  presumptive  and  definitive  diagnosis  of 
endocervical  gonorrhea  has  been  by  culture.  A gram 
stain  of  an  endocervical  specimen  is  less  sensitive  ( < 
60%)  than  a positive  gram  stain  from  a symptomatic 
male  ( > 95%),  because  nonpathogenic  Neisseria  and 
related  spp.  can  be  normal  flora  in  the  vagina  and  rec- 
tum. Recently,  DNA  probe  assays  have  been  intro- 
duced that  show  promising  specificity  and  sensitivity 
for  identification  of  N.  gonorrhea.  However,  there  is 
limited  clinical  validation  of  this  methodology  in  preg- 
nant women  with  gonorrhea.  It  is  unknown  if  amni- 
otic  fluid  or  postpartum  lochia  affects  the  accuracy  of 
DNA  probe  tests.  However,  the  new  tests  do  offer 
ease  of  collection,  transport  and  storage  for  remote 
prenatal  clinic  settings  without  local  laboratory  support. 

Treatment 

Ideally,  the  treatment  for  gonorrhea  in  pregnancy 
should  be  dictated  by  culture  and  susceptibility  test- 
ing. In  many  areas  of  the  country,  the  development  of 
antimicrobial  resistant  N.  gonorrhoeae,  particularly  peni- 
cillinase producing  strains,  have  rendered  beta-lactam 
drugs  ineffective  therapy.  Current  CDC  guidelines  for 
the  treatment  of  gonorrhea  in  pregnancy  recommend 
ceftriaxone  or  spectinomycin,  for  those  allergic  to  peni- 
cillin (Table  2). 3 Cefixime  orally  should  be  as  effective 
as  in  adults  with  gon- 
orrhea, but  its  safety 
and  efficacy  in  preg- 
nancy are  not  estab- 
lished. The  quinolones 
are  not  used  in  preg- 
nancy. 

A syphilis  serology 
and  chlamydial  test 
should  precede  treat- 
ment if  possible.  How- 
ever, if  chlamydial  testing  is  not  performed,  presump- 
tive treatment  should  be  administered.  Treatment  of 
sexual  partners  is  important  to  ensure  efficacy  in  preg- 
nancy. Follow-up  tests  of  cure  are  not  routinely  rec- 
ommended by  the  CDC  after  gonococcal  treatment  in 
adults  due  to  the  excellent  efficacy  of  current  regimens. 
Third  trimester  gonococcal  screening  is  reasonable  in 
women  treated  earlier  in  pregnancy. 

Infants  born  to  women  with  untreated  prenatal  infec- 
tion are  at  risk  to  develop  gonococcal  ophthalmia.  They 
should  be  given  presumptive  therapy  with  ceftnaxone  25 
to  50  mg/kg  (maximum  dose  125  mg)  IM  or  IV  once.5 


SYPHILIS 

Diagnosis 

Antepartum  syphilis  can  profoundly  affect  the  out- 
come of  a pregnancy  causing  preterm  labor,  stillbirth, 
and  neonatal  infection.7, 9 Pregnancy  has  minimal  ef- 
fects on  the  signs  and  symptoms  of  early  syphilis.  Cer- 
vical chancres  may  occur  more  frequently  due  to  in- 
oculation of  the  friable  pregnant  cervix.  The  diffuse 
skin  changes  and  alopecia  of  pregnancy  may  mask  clini- 
cal signs  of  secondary  syphilis  resulting  in  delayed 
diagnosis.  Condylomata  lata,  a manifestation  of  sec- 
ondary syphilis,  can  be  mistaken  for  condylomata 
acuminata  from  human  papillomavirus.  Mucus 
patches,  another  sign  of  secondary  syphilis  may  re- 
semble a genital  herpes  simplex  infection. 

Non-treponemal  tests  such  as  the  Rapid  Plasma 
Reagin  (RPR)  and  Venereal  Disease  Research  Labora- 
tory (VDRL)  test  are  confirmed  by  specific  treponemal 
antibody  tests  such  as  the  Microhemagglutination 
Assay  for  Antibodies  to  Treponema  pallidum  (MHA-TP) 
or  Fluorescent  Treponemal  Antibody  Absorption  (FTA- 
ABS)  test.  The  number  of  false  positive  syphilis  se- 
rologies identified  in  pregnancy  are  probably  not  due 
to  the  pregnant  state,  but  rather  the  heightened  sero- 
logic surveillance  which  occurs  during  pregnancy. 

Treatment 

The  treatment  of  syphilis  in  pregnancy  has  not 
been  rigorously  evaluated.  The  goals  of  therapy  are 
both  the  eradication  of  maternal  infection  and  preven- 
tion of  congenital  syphilis  in  the  fetus.8  Success  in  the 
treatment  of  early  syphilis  has  been  hampered  by  the 
difficulty  in  establishing  the  efficacy  of  therapy.  How- 
ever, it  has  been  observed  retrospectively  that 
benzathine  penicillin  G cures  maternal  infection  and 
prevents  neonatal  syphilis  in  98%  of  cases.8  The  cur- 
rent CDC  guidelines  for  treatment  of  syphilis  in  preg- 
nancy have  continued 
to  recommend  the 
same  dosage  schedule 
of  the  long  acting  peni- 
cillin G (see  Table  3 on 
next  page).5,8  If  there  is 
a history  of  penicillin 
allergy,  skin  testing 
should  be  performed  to 
identify  the  risk  of  an 
IgE-mediated  allergic 
reaction.  If  a penicillin  allergy  is  present,  penicillin  desen- 
sitization should  be  performed  followed  by  immediate  treat- 
ment.9 

Alternative  erythromycin  therapy  is  discouraged 
because  of  reported  treatment  failures  in  preventing 
congenital  syphilis.8  Treatment  with  newer  cepha- 
losporins, particularly  ceftriaxone,  looks  promising  for 
early  syphilis.  However,  little  is  known  about  transpla- 
cental transfer  and  fetal  drug  levels  to  currently  recom- 
mend their  use  during  pregnancy. 

Prior  to  the  treatment  of  syphilis,  all  patients 
should  be  offered  counseling  and  testing  for  HIV  anti- 


Table  2. 

Treatment  of  Anogenital  Gonococcal  Infection  in  Pregnancy 

Ceftriaxone  250  mg  IM  once  or 
Cefixime  400  mg  orally  once  or 
Spectinomycin  2 g IM  once 

Abbreviation:  IM  = intramuscularly 
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body  due  to  the  fre- 
quency of  the  co-infec- 
tion  and  implications  of 
immunosuppression  on 
success  of  therapy.5  Fol- 
low-up of  patients 
treated  for  syphilis  needs 
to  be  conscientious. 

Sexual  contacts  within 
the  last  three  months 
should  be  evaluated  for 
syphilis  and  treated  pre- 
sumptively, even  if 
seronegative.  Maternal 
quantitative  serologies 
should  be  followed 
monthly  and  again  at 
delivery  to  confirm  a se- 
rologic response  to  treat- 
ment.8' 10  The  quantita- 
tive nontreponemal  anti- 
body titer  should  decline 
fourfold  by  3-4  months 
for  primary  or  secondary 
syphilis  and  by  6-8 
months  for  early  latent 
syphilis. 

BACTERIAL 
VAGINOSIS 

Bacterial  vaginosis  (BV)  is  a common  syndrome  that 
is  associated  with  the  replacement  of  normal  vaginal 
H.O.-producing  Lactobacillus  with  Gardnerella  vaginalis, 
Mycoplasma  hominis , Mobiluncus  and  several  anaerobic 
species.5  BV  generally  causes  a mild  vaginal  discharge 
with  a fishy  odor,  caused  by  bacterial  decarboxylase 
amine  formation.  There  is  no  change  in  the  prevalence 
or  clinical  course  of  BV  in  pregnancy. 

Bacterial  vaginosis  has  been  associated  with  preterm 
delivery,  PROM,  intra-amniotic  infection,  and  postpar- 
tum infection.3, 10  The  bacteria  associated  with  BV  are 
also  associated  with  chorioamnionitis,  PROM,  some 
preterm  labor  and  postpartum  endomyometritis.  It  is 
not  surprising  that  changes  in  the  bacterial 
cervicovaginal  flora  might  influence  these  outcomes, 
but  it  is  also  unclear  whether  eradication  of  BV  will 
decrease  the  risks  of  those  events. 

Diagnosis 

The  diagnosis  of  bac- 
terial vaginosis  is  made 
by  identifying  a thin  liq- 
uid discharge  with  a pH 
> 4.5,  a fishy  odor  when 
mixed  with  10%  potas- 
sium hydroxide  and  clue 
cells  on  wet-mount  ex- 
amination. The  diagnosis 
can  also  be  made  by  in- 
terpretation of  a Gram 
stain  of  a vaginal  smear. 

Symptomatic  pregnant 
women  generally  show 
replacement  of  the  nor- 


mal predominance  of 
Lactobacilli  by  large 
numbers  of  Gardnerella 
and  anaerobic  bacteria. 


Treatment 

At  the  present  time, 
screening  of  pregnant 
women  for  BV  is  not 
recommended,  but 
symptomatic  women 
should  be  treated  (Table 
4). 5 Metronidazole  is 
recommended  for  BV  in 
nonpregnant  women, 
but  its  safety  has  not 
been  established  in  the 
first  trimester  of  preg- 
nancy. During  the  first 
trimester,  local  applica- 
tion of  clindamycin 
cream  is  recommended. 
During  the  second  and 
third  trimester  (after  fe- 
tal organogenesis), 
metronidazole  is  widely 
used  by  many  clini- 
cians, for  mutagenicity 
is  unlikely.  Treatment 
with  vaginal  clindamycin  cream  or  metronidazole  gel 
are  alternative  regimens  which  may  be  preferable. 
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Table  3 - Treatment  of  Syphilis  in  Pregnancy 

Early  Syphilis* 

Benzathine  penicillin  G 2.4  million  units  IM  once 

Syphilis  of  more  than  1 year's  duration- 
Benzathine  penicillin  G 2.4  million  units  IM 
weekly  for  3 doses 

Alternative  Syphilis  Treatment  Regimens 
for  Penicillin  Allergic  Patients 

Early  syphilis 

Penicillin  after  skin  testing  and  desensitization 
Erythromycin,  500  mg  orally  4 times  daily  for  2 weeks+ 
Ceftriaxone,  250  mg  IM  daily  for  10  days' 

Syphilis  of  more  than  1 year's  duration- 
Penicillin  after  skin  testing  and  desensitization 

Abbreviation:  IM  = intramuscular 

* Primary,  secondary,  and  latent  syphilis  less  than  1 year's  duration 
~ Latent  syphilis  of  unknown  or  more  than  1 year's  duration, 
cardiovascular  or  late  benign  syphilis.  Late  (tertiary)  syphilis  or 
neurosyphihs  treatments  are  discussed  in  reference  5. 

+ Use  discouraged  in  pregnancy 
' Probably  effective;  limited  clinical  experience 


Table  4 - Treatment  of  Bacterial  Vaginosis  in  Pregnancy 

Metronidazole  500  mg  orally  2 times  a day  for  7 days  or 

Clindamycin  cream,  2%,  one  applicator  (5  grams) 
intravaginally  at  bedtime  for  7 days  (for  first  tnmester  treatment) 

Alternative  Regimens 

Metronidazole  2 grams  orally  in  a single  dose 

Metronidazole  gel,  0.75%,  one  applicator  (5  grams) 
intravaginally  2 times  a day  for  5 days 

Clindamycin  300  mg  orally  2 times  a daily  for  7 days 


Loss  Prevention 


Post  Cesarean  Section  Death 


J.  Kelley  Avery,  M.D.* 

Case  Report 

The  patient  was  a 31-year-old  mother  of  one  who 
had  an  uneventful  pregnancy  except  for  some  slight 
vaginal  bleeding  at  5 months  gestation.  The  patient 
was  observed  in  the  labor  and  delivery  area  of  the 
hospital,  and  the  bleeding  stopped  spontaneously.  No 
subsequent  bleeding  occurred.  Her  first  baby  was  de- 
livered by  cesarean  section  and  was  known  to  be  a 
normal  child,  now  5 years  of  age. 

The  patient  came  into  the  hospital  at  the  expected 
time  of  delivery  in  early  labor.  She  declined  an  oppor- 
tunity to  deliver  vaginally  and  was  taken  to  the  oper- 
ating room  within  two  hours  of  her  admission.  It  was 
Friday,  and  her  regular  attending  obstetrician  was  not 
on  call.  His  associate  performed  an  uneventful  cesar- 
ean section  under  epidural  analgesia.  The  operative 
note  did  not  describe  any  intraoperative  problems.  The 
development  of  the  bladder  flap  was  accomplished 
easily,  and  the  uterus  was  entered  through  a low  cer- 
vical incision.  A healthy  female  infant  was  delivered 
with  Apgar  scores  of  9/10.  The  remainder  of  the  sur- 
gery proceeded  without  the  slightest  problem.  The 
blood  loss  was  estimated  to  be  500  cc. 

The  surgery  was  completed  about  4:00  PM,  and 
the  patient  went  to  the  floor  about  two  hours  later. 
The  nurse's  note  at  4:45  PM  described  a "soft  abdo- 
men with  normal  bowel  sounds."  The  first  night  after 
the  surgery  the  patient  was  medicated  five  times  for 
abdominal  pain. 

The  first  day  after  the  surgery,  another  one  of  the 
associates  in  the  group  made  rounds  on  this  patient. 
The  patient  was  medicated  five  times  for  pain  and  one 
time  for  "gas."  The  blood  counts  that  morning  were 
normal,  and  the  abdomen  was  said  to  be  "soft"  and 
the  bowel  sounds  "hypoactive"  by  the  nurses.  The 
next  day,  Sunday,  the  same  associate  made  rounds 
and  ordered  "Magnesium  Citrate  1/2  bottle  now."  The 
patient  had  been  able  to  walk  very  little  because  of 
pain.  The  doctor  noted  the  abdomen  to  be  "distended 
but  soft."  Bowel  sounds  were  described  as  "occasional." 
The  following  day,  Monday,  the  patient's  regular 

* Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee.  State 
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attending  physician  returned  and  made  rounds  in  the 
hospital.  The  nurse's  notes  during  the  night  described 
the  abdomen  as  "distended  and  firm"  and  the  bowel 
sounds  as  "hypoactive."  Again,  "firm,  distended,  and 
tender"  was  the  descriptive  phrase  used  with  refer- 
ence to  the  abdomen.  The  patient  had  a small  bowel 
movement  during  the  night  and  "good  results"  in  re- 
sponse to  an  enema  at  8:00  AM.  The  attending  physi- 
cian discharged  the  patient,  noting  that  the  abdomen 
was  "distended,  soft,  and  the  bowel  sounds  normal." 

In  the  discharge  summary,  the  attending  physi- 
cian recorded  the  abdominal  pain  and  distention  with 
the  comment  that  these  complaints  had  responded  to 
"cathartics,  colon  tube,  and  enemas." 

The  patient  was  readmitted  to  the  hospital  the  same 
night  because  of  "severe  abdominal  pain  and  disten- 
tion." After  discussion  with  the  attending  physician, 
the  emergency  room  physician  began  NG  suction, 
started  IV  fluids,  and  ordered  abdominal  x-rays  and  a 
CBC/urine.  The  CBC  was  remarkable  in  that  there  were 
reported  33%  segmented  neutrophils  and  46%  band 
forms  in  the  smear.  The  films  of  the  abdomen  showed 
"a  massive  amount  of  free  air  in  the  abdomen"  which 
was  deemed  "consistent  with  the  recent  cesarean  sec- 
tion." The  suspected  diagnosis  was  intestinal  obstruc- 
tion. 

The  following  day  at  9:00  AM  the  attending  physi- 
cian felt  that  the  abdomen  was  "distended,  tender  but 
not  tense."  Through  the  day  the  patient's  urinary  out- 
put was  very  low,  and  she  was  thought  to  be  dehy- 
drated. IV  fluids  were  increased.  A CBC  was  ordered 
for  the  night  and  was  to  be  repeated  the  following 
morning.  X-rays  of  the  abdomen  were  also  to  be  re- 
peated in  the  morning.  On  both  CBCs  the  band  forms 
were  reported  to  be  70%  and  60%  respectively.  Vital 
signs  through  the  night  continued  to  show  tachycardia 
of  120  to  140.  The  x-rays  of  the  abdomen  again  showed 
free  air  which  seemed  not  to  have  changed  from  pre- 
vious films.  A CT  scan  of  the  abdomen  reported,  "the 
amount  of  free  air  is  inordinate  for  the  surgery  done 
and  a perforated  hollow  viscus  is  suspected." 

The  patient  was  returned  to  the  operating  room, 
where  a perforation  of  the  cecum  was  found,  along 
with  massive  peritonitis.  Cardiac  arrest  occurred  dur- 
ing surgery.  The  patient  was  temporarily  resuscitated, 
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but  arrest  occurred  again,  and  ultimately  she  died  dur- 
ing the  operation. 

A lawsuit  was  filed,  charging  the  attending  physi- 
cian and  all  his  associates  with  negligence  in  the  delay 
in  diagnosing  and  treating  the  perforation  of  the  co- 
lon. A negotiated  settlement  was  the  ultimate  outcome 
of  the  lawsuit. 

Loss  Prevention  Comments 

The  evaluation  of  abdominal  distention  in  the  post 
cesarean  section  patient  is  not  an  easy  problem.  Sev- 
eral factors  could  have  contributed  to  the  delay  in  di- 
agnosis. The  patient  seemed  to  require  an  unusual 
amount  of  narcotics  following  her  surgery.  There  was 
an  apparent  lack  of  continuity  of  care  in  that  the  pa- 
tient was  operated  on  by  an  associate,  seen  the  first 
two  days  after  surgery  by  another  associate,  and  dis- 
charged from  the  hospital  by  the  attending  physician 
who  had  not  seen  her  in  the  hospital. 

The  readmission  was  the  critical  piece  in  this 
puzzle.  This  patient's  distention  continued  and  wors- 
ened, as  did  her  pain  and  tenderness.  With  different 
physicians  seeing  her  almost  daily,  these  very  impor- 
tant findings  were  hard  to  evaluate.  It  is  worth  noting 


that  the  attending  physician  did  not  come  into  the 
emergency  room  and  examine  his  patient. 

Certainly  one  would  expect  free  air  in  the  abdo- 
men following  a cesarean  section  on  the  fourth  post- 
operative day,  but  "massive"  free  air?  The  unusually 
high  percentage  of  band  forms  in  the  differential  could 
have  been  due  to  intestinal  obstruction,  persistent  aci- 
dosis, and  dehydration,  but  it  would  not  be  expected 
to  persist  in  the  absence  of  infection.  The  "free  air" 
did  not  change  significantly  in  48  hours  as  one  would 
expect,  and  clinically  the  patient  continued  to  deterio- 
rate. 

Would  the  results  have  been  any  different  if  the 
patient  had  been  reoperated  upon  as  an  emergency 
on  readmission?  Or,  if  the  possibility  of  bowel  perfo- 
ration had  been  entertained,  would  antibiotics  have 
helped?  What  was  the  cause  of  the  perforation  in  the 
first  place?  Certainly,  in  the  absence  of  underlying 
bowel  pathology,  the  first  consideration  would  have 
to  be  bowel  injury  at  the  first  operation.  Every  deci- 
sion made  in  the  management  of  this  patient  could  be 
explained  and  defended.  However,  the  above  circum- 
stances, taken  as  a whole,  made  settlement  the  best 
option. 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
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Cardiology  Commentary  and  Update 


Greg  St.  John,  M.D.** 
J.  David  Talley,  M.D.* 


THROMBOLYTIC  THERAPY  IN  PATIENTS 
WITH  AN  ABNORMALITY  OF  BLOOD  COAGULATION 


INTRODUCTION 

Acute  myocardial  infarction  (MI)  is  commonly  due 
to  a sudden  occlusion  of  an  epicardial  coronary  ar- 
tery.1 The  use  of  thrombolytic  therapy  or  balloon 
angioplasty  to  open  the  vessel  has  been  shown  to  de- 
crease mortality.2,3  Due  to  clinical  and  operational  re- 
straints, thrombolytic  therapy  is  the  preferred  treat- 
ment in  more  than  90%  of  patients  with  an  acute  MI.4 
Despite  the  widespread  use  of  thrombolytic  agents  for 
acute  Ml  since  1983,  many  areas  of  treatment  uncer- 
tainty exist,  including  patients  who  have  a preexisting 
abnormal  coagulation  cascade.  We  recently  participated 
in  the  care  of  a patient  with  an  acute  MI  who  had 
previously  received  an  oral  anticoagulant  and  discussed 
pertinent  points. 

PATIENT  PRESENTATION 

The  patient  is  a 47-year-old  male  who  had  under- 
gone a three-vessel  coronary  artery  bypass  grafting  pro- 
cedure in  1990.  In  1994,  he  presented  with  chest  dis- 
comfort consistent  with  unstable  angina  pectoris.  Car- 
diac catheterization  revealed  patent  saphenous  vein 
grafts  to  the  left  anterior  descending  and  posterior  de- 
scending branch  of  the  right  coronary  arteries.  The 
saphenous  vein  graft  anastomosed  to  the  third  obtuse 
marginal  of  the  circumflex  coronary  artery  was  severely 

* Dr.  Talley  is  Professor  of  Internal  Medicine  with  the  Division  of 

Cardiology  at  the  University  of  Arkansas  for  Medical  Sciences. 

**  Dr.  St.  John  is  a Fellow  of  Internal  Medicine  with  the  Division  of 
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narrowed.  Balloon  angioplasty  was  performed  to  the 
vein  graft.  The  procedure  was  repeated  several  weeks 
later  for  restenosis.  Finally,  an  intravascular  stainless 
steel  stent  (Gianturco-Roubin  Flex-Stent®,  Cook  Inc., 
Bloomington,  IN)  was  placed  inside  the  vein  graft.  The 
use  of  the  stainless  steel  stent  required  the  use  of 
anticoagulation  with  warfarin  sodium  (Coumadin®, 
DuPont  Pharma,  Wilmington,  DE)  for  six  weeks. 

Six  months  later,  he  presented  with  prolonged 
chest  pain  and  ST  segment  elevation  in  the  inferior- 
lateral  leads.  Fie  was  no  longer  taking  warfarin.  The 
prothrombin  time  (PT)  was  10.6  seconds,  the  interna- 
tional normalized  ratio  (INR)  was  0.9,  and  the  platelet 
count  was  315,000  mm3.  He  was  treated  with  tpa 
(Activase^  Genentech,  Inc.,  South  San  Francisco,  CA). 
The  peak  creatine  kinase  was  243  U/L  and  the  CK-MB 
was  48  ng/ml.  The  patient  was  managed  medically, 
and  the  post-MI  course  was  uneventful. 

DISCUSSION 

This  patient  represents  several  interesting  points 
of  discussion,  including  a review  of  the  pharmacology 
of  warfarin  sodium,  "new"  anticoagulant  regiments 
for  intravascular  stents,  and  finally  the  possible  use  of 
a thrombolytic  agent  in  a patient  with  acute  MI  on 
oral  anticoagulants. 

Pharmacology  of  Warfarin.  Warfarin  is  the  most  com- 
monly prescribed  oral  anticoagulant  because  of  its  fa- 
vorable pharmacodynamic  profile.  It  reaches  a peak 
plasma  concentration  in  90  minutes  and  has  a half-life 
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of  35  hours.  Warfarin  inhibits  the  activation  of  vitamin 
K-dependent  clotting  factors  [factors  II  (prothrombin), 
VII,  IX,  and  X,  and  proteins  C and  SJ.  The  decrease  in 
active  clotting  factors  prolongs  the  PT.  The  anticoagu- 
lant affect  of  warfarin  can  be  reversed  by  stopping  treat- 
ment, administrating  vitamin  K,  or  in  life-threatening 
situations,  replacing  the  vitamin  K-dependent  coagu- 
lation factors  with  fresh-frozen  plasma. 

There  are  multiple  food  and  drug  interactions  with 
warfarin  and  thus  its  activity  must  be  monitored 
closely.5  Activity  has  classically  been  measured  with 
the  PT  that  uses  a thromboplastin  as  a test  reagent. 
Since  there  are  many  thromboplastins  used  in  PT  test- 
ing, the  relationship  between  a patient's  PT  checked 
at  several  different  times  or  by  differing  laboratories  is 
unknown.  The  INR  was  developed  to  correct  for  this 
variability.  The  INR  is  calculated  from  the  patient's 
PT,  a mean  control  PT,  and  the  international  sensitiv- 
ity index  according  to  the  following  formula: 

mi?-/  Patient's  PT ,Sf 

N Mean  Control  PT  > 

INR  = international  normalized  ratio,  ISI  = interna- 
tional sensitivity  index,  PT  = prothrombin  time6 

"New"  Anticoagulant  Regiments  for  intravascular 
Stents.  A reduction  in  intensive  anticoagulation  with 
the  use  of  warfarin  following  placement  of 
intracoronary  stents  may  be  traced  to  two  indepen- 
dent developments,  optimal  stent  expansion  and  the 
use  of  "new"  anticoagulant  regiments.  With  optimal 
deployment,  using  either  visual  over-sizing  or  adjunc- 
tive intravascular  ultrasound,  there  is  less  need  for 
intensive  anticoagulation.7  Additionally,  as  observed 
by  Colombo,  the  use  of  aspirin  and  ticlopidine  has 
decreased  the  subacute  thrombosis  rate  to  less  than 
3%.K  It  must  be  noted  that  ticlopidine  is  associated  with 
a 1 to  2%  bone  marrow  toxicity  rate  and,  therefore, 
requires  frequent  checking  of  complete  blood  counts 
during  therapy. 

The  Combination  of  Thrombolytic  Therapy  and  Oral 
Anticoagulation . The  patient  was  not  taking  warfarin  at 
the  time  of  the  acute  MI;  however,  considering  the 
risks  of  giving  thrombolytic  therapy  should  the  PT  have 
been  elevated,  is  worthwhile.  Concurrent  use  of  oral 
anticoagulants  has  been  a classic  exclusion  criterion 
for  patient  enrollment  in  thrombolytic  clinical  trials. 
Due  to  the  lack  of  clinical  experience,  no  firm  guide- 
lines for  thrombolytic  use  can  be  provided.  It  is  gener- 
ally assumed  that  there  is  an  increased  risk  of  bleed- 
ing with  the  use  of  anticoagulants.  However,  it  is  not 
known  what  the  absolute  risk  is,  or  whether  there  is  a 
range  of  risk  related  to  the  degree  of  anticoagulation 
or  use  of  a particular  thrombolytic  agent. 

In  one  retrospective  study,  there  was  a 5.7-fold 
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increase  in  the  risk  of  intracranial  bleeding  in  patients 
who  were  receiving  oral  anticoagulants  and  given 
thrombolytic  therapy  for  acute  MI.  Patients  in  this  study 
received  streptokinase  (n  = 1791),  tpa  (n  = 283), 
amstreplase  (n  = 201)  or  urokinase  (n  = 194).9 

CONCLUSION 

With  the  scant  literature  available,  it  appears  that 
the  prior  use  of  oral  anticoagulation  is  a strong 
contraindication  to  the  use  of  thrombolytic  therapy. 
Nonetheless,  the  risks  of  bleeding  need  to  be  weighed 
against  the  anticipated  benefits  of  treatment.  For  pa- 
tients at  profound  risk  from  an  acute  MI  and  who  are 
receiving  oral  anticoagulants  with  an  INR  < 2,  without 
evidence  of  an  ongoing  bleeding  diathesis,  thrombolytic 
therapy  may  be  given  with  great  caution.  It  must  be 
fully  understood  by  the  treating  physician,  patient, 
and  family  that  there  may  be  an  increase  risk  of  bleed- 
ing. Patients  with  an  INR  >2  should  not  receive 
thrombolytic  therapy  and  if  appropriate,  be  transferred 
to  a hospital  with  a cardiac  catheterization  laboratory 
for  balloon  angioplasty. 
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TICKBORNE  DISEASES  IN  ARKANSAS 


During  the  summer  months,  ticks  become  active  and  look 
for  a host  animal  for  the  purpose  of  obtaining  a blood  meal. 
The  major  ticks  of  concern  in  Arkansas  are  the  Lone  Star 
Tick,  the  American  Dog  Tick,  the  Deer  Tick  and  the  Brown 
Dog  Tick  which  is  less  of  a disease  threat  to  man  because  it 
usually  stays  on  canines.  These  are  all  host  ticks  which  means 
that  they  attach  to  a host  animal  and  take  a blood  meal  before 
molting  to  the  next  stage.  Gravid  female  ticks  deposit  sev- 
eral thousand  eggs  which  hatch  into  larvae  or  seed  ticks,  molt 
to  the  nymph  stage  and  then  to  the  adult  tick.  The  larval  tick 
is  distinguished  by  having  three  legs  on  each  side  while  the 
nymphs  and  adult  ticks  have  4 legs  per  side.  This  whole  pro- 
cess may  take  up  to  3 years  and  involve  several  hosts. 

After  being  in  a brushy,  woodland  habitat  where  ticks 
are  most  likely  to  be  found,  a person  should  examine  his/her 
body  for  ticks.  Ticks  should  be  removed  as  soon  as  possible 
by  grasping  them  between  the  thumb  and  index  finger  and 
gently  pulling  straight  out.  Before  disease  transmission  can 
occur,  the  tick  usually  must  be  attached  for  four  hours  or 
longer.  Therefore,  prompt  removal  is  important. 

All  developmental  stages  of  ticks  (larvae,  nymphs  & 
adults)  are  infectious  for  most  tickborne  diseases,  the  excep- 
tion being  larval  ticks  which  are  incapable  of  transmitting 
Lyme  disease. 

Fortunately,  most  ticks  do  not  carry  disease  organisms. 
Probably  not  more  than  1 .5%  of  the  ticks  carry  Rocky  Moun- 
tain Spotted  Fever.  No  data  are  available  on  the  percentage 
of  ticks  that  carry  other  diseases. 

Most  of  the  time  when  a person  has  a tick  bite  there  will 
be  some  itching  and  redness  about  the  size  of  a quarter  around 
the  bite.  This  is  a reaction  to  the  venom  of  the  tick  and  does 
not  indicate  disease  transmission. 

Rocky  Mountain  Spotted  Fever 

Arkansas  physicians  reported  18  cases  of  Rocky  Moun- 
tain Spotted  Fever  (RMSF)  in  1994,  one  of  which  was  fatal. 
As  in  previous  years,  the  majority  of  cases  occurred  during 
the  height  of  summer  when  ticks  were  most  active  and  people 
spent  more  time  outdoors.  However,  cases  occurred  from 
February  to  September.  Patients  ranged  in  age  from  2 to  93 
years.  Seventy  eight  percent  (78%)  were  male. 

The  causative  organism  ( Rickettsia  rickettsii ) is  thought 
to  be  present  in  about  1 .5%  of  the  Lone  Star  Tick  (Amblyomma 
americanum),  the  American  Dog  Tick  ( Dermacentor 
variabilis ),  and  the  Brown  Dog  Tick  (Rhipicephalus  sanguineus). 
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Headache,  fever  and  a rash  are  the  predominant  symp- 
toms of  RMSF.  The  fever  is  usually  of  sudden  onset  and  may 
be  accompanied  by  deep  muscle  pain,  malaise  and  chills.  In 
about  half  of  the  cases,  a rash  appears  about  the  third  day. 
The  rash  usually  starts  on  the  wrists  and  ankles  and  spreads 
to  the  trunk,  palms  and  soles.  The  lesions  are  initially 
erythematous  and  macular,  2-4  millimeters  in  diameter  and 
blanch  on  pressure.  Later,  they  may  become  maculopapular, 
petechial,  hemorrhagic  and  darkened. 

A four-fold  rise  in  antibody  titer  between  acute  and  con- 
valescent sera  to  the  Spotted  Fever  Group  Antigen  by  comple- 
ment fixation  (CF)  or  indirect  fluorescent  antibody  (IFA)  or 
a single  result  of  1 : 1 6 by  CF  or  1 :64  by  IFA  is  diagnostic  in 
the  presence  of  compatible  symptoms.  The  rickettsia  may  be 
identified  by  fluorescent  antibody  testing  performed  on  liver, 
spleen  or  lung  tissue  removed  at  autopsy.  Such  tissues  should 
be  frozen  and  the  ADH  Division  of  Epidemiology  notified  if 
these  tests  are  needed. 

The  Weil-Felix  test,  using  Proteus  bacterial  antigens,  is 
no  longer  appropriate  as  a routine  test  for  patients  with  a fe- 
ver of  unknown  origin. 

Tetracyclines  or  chloramphenicol  (the  latter  is  preferred 
for  children  under  8 and  pregnant  women)  should  be  admin- 
istered in  daily  oral  doses  until  the  patient  is  afebrile  (usually 
3 days)  and  for  1-2  additional  days.  Because  of  the  delay  in 
development  of  a positive  antibody  titer,  treatment  should  be 
instituted  on  the  basis  of  clinical  impression  without  waiting 
for  laboratory  confirmation.  Delayed  treatment  and  the  use 
of  improper  antibiotics  are  primary  reasons  for  RMSF  mortality. 


Rocky  Mountain  Spotted  Fever 
Arkansas  and  U.S. 
1990-1994 


Year 

U.S. 

U.S. 

AR 

AR 

AR 

Cases 

Rate 

Cases 

Rate 

Deaths 

1990 

646 

0.27 

23 

1.01 

1 

1991 

628 

0.26 

36 

1.46 

3 

1992 

489 

0.19 

24 

1.00 

1 

1993 

450 

0.18 

17 

0.71 

1 

1994 

432 

047 

18 

0.80 

1 

Rates  given  as  cases  per  100,000  population 
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Tularemia  (Rabbit  Fever) 

Tularemia  is  the  most  common  tickbome  disease  in  Ar- 
kansas with  23  cases  reported  in  1994.  This  accounted  for 
29%  of  the  85  cases  reported  nationwide.  Arkansas’  patients 
ranged  in  age  from  1 month  to  86  years.  Fifteen  of  these 
patients  were  male.  No  cases  were  fatal. 

The  causative  organism,  ( Francisella  tularensis),  a small 
gram-negative  coccobacillus,  may  be  transmitted  to  man  in  a 
variety  of  ways.  In  Arkansas,  tickbome  infection  accounts 
for  approximately  75%  of  cases.  The  disease  may  also  be 
transmitted  by  deer  flies  or  other  insects;  by  ingestion  of  con- 
taminated water  or  undercooked,  diseased  meat;  by  inhaling 
infected  dust  or  aerosols;  and  by  contamination  of  the  skin  or 
mucous  membranes  of  the  mouth  or  eyes  with  body  fluids 
while  dressing  diseased  rabbits  or  other  animals.  Animal  bites 
have  rarely  been  responsible  for  transmitting  tularemia.  De- 
spite the  fact  that  the  organism  is  highly  infectious,  person  to 
person  transmission  is  rare. 

Symptoms  appear  after  an  incubation  period  of  2- 1 0 days. 
Headaches,  chills,  fever,  malaise,  fatigue  and  gastrointestinal 
symptoms  are  commonly  reported.  Other  symptoms  may 
occur,  depending  on  the  method  and  form  of  the  disease. 

a.  The  ulceroglandular  form  is  characterized  by  a skin 
ulcer  and  regional  lymphadenopathy.  Transmission  is  by  an 
infected  tick  or  insect  bite  and  less  frequently  by  skin  con- 
tamination with  body  fluids  of  infected  animals. 

b.  The  typhoidal  form 
may  develop  from  any  type 
of  transmission  and  is  char- 
acterized by  fever  and  sys- 
temic illness,  usually  without 
lymphadenopathy. 

c.  The  pleuropulmonary 
form  may  result  from  inhala- 
tion of  infected  aerosols  or  as 
a complication  of  other  forms  such  as  the  the  typhoidal  or 
ulceroglandular  form.  Lung  lesions  are  usually  observed  on 
radiographs. 

d.  The  oropharyngeal  form  usually  results  from  inges- 
tion or  inhalation  of  the  organism,  causing  an  acute  exuda- 
tive or  membranous  pharyngotonsillitis  with  cervical 
lymphadenopathy. 

e.  The  oculoglandular  form  results  from  getting  infected 
material  in  the  eyes,  usually  while  dressing  infected  game 
animals. 

Diagnosis  is  based  on  a combination  of  clinical  symp- 
toms and  laboratory  test  results.  A fourfold  rise  in  serum 
antibodies  between  acute  and  convalescent  specimens  is  con- 
firmatory, as  is  a single  convalescent  titer  of  1:160  in  a pa- 
tient with  compatible  symptoms. 

Streptomycin  is  the  drug  of  choice  for  tularemia  treat- 
ment. Gentamycin  and  tobramycin  have  been  reported  to  be 
effective;  the  tetracyclines  and  chloramphenicol  are  effec- 
tive when  given  until  the  temperature  is  normal  for  at  least  4 
days,  but  relapses  may  be  more  common  than  with  strepto- 
mycin therapy.  Fully  virulent  streptomycin  resistant  organ- 
isms have  been  described. 


Lyme  Disease 

In  1994,  fifteen  (15)  cases  of  Lyme  disease  were  reported 
in  Arkansas  of  1 1,144  total  U.S.  cases.  The  reported  age  of 
patients  ranged  from  3 to  75  years.  Six  (6)  females  and  nine 
(9)  males  were  reported. 

Lyme  disease  is  a mandatorily  reportable  disease  in  Ar- 
kansas, but  is  still  relatively  rare  in  the  state.  The  majority  of 
cases  are  found  in  the  northeastern  U.S.,  Minnesota  and  Wis- 
consin. The  disease  is  found  only  sporadically  in  the  south- 
eastern U.S. 

Studies  are  underway  to  detect  which  species  of  ticks 
may  carry  the  causative  spirochete  ( Borrelia  burgdorferi)  in 
Arkansas.  Several  neighboring  states  have  identified  the 
borrelia  in  the  Lone  Star  Tick  and  the  American  Dog  Tick, 
both  of  which  are  common  in  Arkansas. 

Lyme  disease  is  a systemic,  tickbome  disease  with  pro- 
tean manifestations,  including  dermatologic,  rheumatologic, 
neurologic  and  cardiac  abnormalities.  The  best  clinical  marker 
for  the  disease  is  the  initial  skin  lesion,  erythema  migrans 
(EM),  that  occurs  in  60%  to  80%  of  patients.  The  lesion  typi- 
cally begins  as  a red  macule  or  papule  and  expands  over  a 
period  of  days  or  weeks  to  form  a large  round  lesion,  often 
with  partial  central  clearing.  A solitary  lesion  must  reach  at 
least  5 cm.  (2.5  in.)  in  diameter.  Annular  erythematous  le- 
sions occurring  within  several  hours  of  a tick  bite  represent 


hypersensitivity  reactions  and  do  not  qualify  as  EM.  In  most 
patients,  the  expanding  EM  lesion  is  accompanied  by  other 
acute  symptoms,  particularly  fatigue,  fever,  headache,  mild 
stiff  neck,  arthralgias  or  myalgias.  These  symptoms  are  typi- 
cally intermittent.  The  diagnosis  of  EM  must  be  made  by  a 
physician.  Laboratory  confirmation  is  recommended  for  per- 
sons who  have  no  known  exposure  to  an  endemic  area.  The 
disease  is  difficult  to  diagnose  with  certainty  as  blood  tests 
are  often  inaccurate,  and  symptoms  may  resemble  other  dis- 
eases. Research  is  in  progress  to  develop  a reliable  labora- 
tory test  for  Lyme  disease  based  on  antigenic  components  or 
antigen-antibody  complexes.  The  Arkansas  Department  of 
Health  (ADH)  will  provide  testing  when  methods  with  high 
degrees  of  sensitivity  and  specificity  are  developed. 

In  general  terms,  a case  of  Lyme  disease  is  defined  as 
follows: 

1 . A person  with  erythema  migrans;  or 

2.  A person  with  at  least  one  late  manifestation  and 

laboratory  confirmation  of  infection. 

It  should  be  emphasized  that  this  is  an  epidemiologic  case 
definition  intended  for  surveillance  purposes  only. 


Ticks  removed  from  a patient  suspected  to  have  Lyme  disease  may  be 
sent  to  the  ADH  Epidemiology  Division  to  test  for  borrelia.  Live  ticks  should 
be  placed  in  a sealed  jar  or  tube  which  is  half full  of  grass  or  clover. 
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Lyme  Disease  Diagnosis  - CDC  Assistance 

Ticks  removed  from  a patient  suspected  to  have  Lyme 
disease  may  be  sent  to  the  ADH  Epidemiology  Division  to 
test  for  borrelia.  Live  ticks  should  be  placed  in  a sealed  jar  or 
tube  which  is  half  full  of  grass  or  clover.  Identification  will 
be  made  at  the  CDC’s  Arboviral  Disease  Laboratory  at  Fort 
Collins,  Colorado. 

The  CDC’s  Division  of  Vector-Borne  Viral  Diseases 


(DVBVD)  at  Fort  Collins,  Colorado,  has  agreed  to  perform 
reference  testing  of  blood  samples  which  may  be  sent  to  the 
ADH  for  referral  to  the  CDC  DVBVD.  Biopsy  material  for 
diagnostic  culture  for  Borrelia  burgdorferi  may  also  be  sub- 
mitted following  prior  arrangement.  To  arrange  for  the  sub- 
mission of  samples,  phone  the  ADH  Epidemiology  Division 
at  661-2594. 

Ehrlichiosis 

Human  Ehrlichiosis  in  the  U.S.  is  a newly  recognized 
disease  of  man.  The  first  diagnosed  case  occurred  in  1986  in 
a person  from  Gurdon,  Arkansas  who  sustained  a tick  bite 
while  planting  trees. 

The  spectrum  of  disease  ranges  from  an  illness  so  mild 
that  no  medical  care  is  sought  to  a severe,  life  threatening  or 
fatal  disease.  The  most  common  symptoms  are  fever,  head- 
aches, anorexia,  nausea,  vomiting  and  myalgia.  The  disease 
has  been  called  spotless  Rocky  Mountain  Spotted  Fever  be- 
cause a rash  is  seldom  present. 

Laboratory  findings  include  leucopenia, 
thrombocytopenia  and  elevation  of  one  or  more  liver  func- 
tion tests. 

Diagnosis  is  based  on  clinical  and  laboratory  findings 


and  the  development  of  the  antibody  to  Ehrlichia  chaffeensis , 
the  main  causative  organism  of  human  Ehrlichiosis.  A con- 
firmed diagnosis  can  be  made  by  demonstrating  a fourfold 
rise  between  acute  and  convalescent  sera  using  the  Indirect 
Fluorescent  Antibody  test.  A single  titer  of  1 :64  with  com- 
patible symptoms  results  in  a probable  diagnosis.  On  rare 
occasions,  morulae  or  inclusions  may  be  seen  in  leucocytes 
and  monocytes. 

Recently,  a few  cases  of  Human  Granulocytic  Ehrlichiosis 

have  been  diagnosed  in  the 
upper  Midwest.  The  caus- 
ative strains  isolated  were 
Ehrlichia  ewingii  or  equi. 
The  morulae  or  inclusion 
bodies  were  found  in  neutro- 
phils. 

The  reservoir  is  not 
known,  but  many  cases  of  Ehrlichiosis  are  diagnosed  each 
year  in  dogs.  The  Arkansas  Livestock  and  Poultry  Commis- 
sion has  reported  positive  results  in  1 17  serum  samples  from 
dogs  in  1994.  There  has  not  been  a correlation,  however, 
between  animal  and  human  cases. 

The  disease  has  an  incubation  period  of  1 to  3 weeks 
after  a tick  exposure.  Most  often  the  transmitting  tick  is  the 
Lone  Star  Tick  ( Amblyomma  americanum). 

To  date,  there  have  been  over  400  human  cases  reported 
in  the  U.S.,  with  34  from  Arkansas.  There  have  been  at  least 
9 deaths  from  E.  chaffeensis  and  2 or  3 from  other  strains  of 
Ehrlichia.  Because  the  disease  may  closely  resemble  RMSF, 
physicians  are  encouraged  to  submit  serum  samples  to  the 
Arkansas  Department  of  Health  laboratory  for  testing  espe- 
cially in  instances  where  test  results  are  negative  for  RMSF. 
Acute  and  convalescent  sera  should  be  submitted,  but  single 
samples  will  be  accepted.  The  tests  will  be  run  at  the  CDC 
laboratory. 

Specific  treatment  for  Ehrlichiosis  is  tetracycline  in  the 
same  dose  and  schedule  as  for  RMSF.  Chloramphenicol  is 
recommended  for  children  under  8 years  of  age  and  pregnant 
women.  Doxycycline,  100  mg  BID  until  the  patient  is  afebrile 
for  3 days,  has  been  found  to  be  effective. 


The  spectrum  of  disease  ranges  from  an  illness  so  mild  that  no 
medical  care  is  sought  to  a severe,  life  threatening  or  fatal  disease. 
The  most  common  symptoms  are  fever,  headaches,  anorexia,  nausea, 
vomiting  and  myalgia. 


HIV  Survey  in  Childbearing  Women  Suspended 


States  participating  in  the  HIV  Survey  in  Childbearing 
Women  were  notified  Friday  (5/12/95)  of  the  decision  made 
the  day  before  by  the  Assistant  Secretary  of  Health,  Dr.  Phil 
Lee,  to  suspend  the  survey.  Dr.  Lee  also  asked  the  Centers 
for  Disease  Control  and  Prevention  (CDC)  to  publicly  an- 
nounce the  decision  that  same  day  during  a congressional 
hearing  in  Washington  D.C.  on  Counseling  and  Testing  Policy 
for  Pregnant  Women. 

For  the  purposes  of  implementing  Dr.  Lee’s  decision, 
the  CDC  notified  state  project  directors  that  it  will  no  longer 


support  the  ELISA  testing  of  specimens  collected  for  the  sur- 
vey. However,  areas  were  told  to  continue  all  survey  steps 
up  to  the  point  of  ELISA  testing.  Support  for  the  costs  asso- 
ciated with  the  collection  of  the  specimens  and  other  admin- 
istrative costs  will  not  be  affected  by  this  decision  at  the  present 
time. 

The  suspension  will  be  in  effect  until  the  Public  Health 
Service  has  completed  a consultative  process  with  the  States, 
CDC  Advisory  Committee  of  Prevention  of  HIV  Infection 
and  interested  parties. 
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Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  April  1995 


The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due 
to  the  effects  of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the 
date  the  disease  was  reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases  April 
1995 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 
Reported 
Cases 
YTD  1993 

Total 

Reported 

Cases 

1994 

Total 

Reported 

Cases 

1993 

Campy  lobacteriosis 

10 

40 

28 

33 

187 

130 

Giardiasis 

5 

34 

29 

35 

126 

150 

Shigellosis 

7 

35 

46 

30 

193 

201 

Salmonellosis 

16 

46 

56 

63 

534 

402 

Hepatitis  A 

16 

80 

34 

27 

253 

74 

Hepatitis  B 

2 

20 

16 

38 

60 

90 

HIB 

0 

3 

2 

7 

6 

8 

Meningococcal  Infections 

5 

18 

26 

17 

55 

27 

Viral  Meningitis 

1 

3 

9 

12 

62 

79 

Lyme  Disease 

0 

2 

5 

3 

15 

8 

Rocky  Mountain  Spotted  Fever 

6 

7 

3 

1 

18 

17 

Tularemia 

1 

2 

6 

8 

23 

36 

Measles 

0 

2 

1 

0 

5 

0 

Mumps 

1 

3 

3 

5 

7 

10 

Rubella 

0 

0 

0 

0 

0 

0 

Legionellosis 

0 

0 

4 

1 

16 

6 

Pertussis 

1 

6 

17 

5 

33 

17 

Tuberculosis 

33 

74 

63 

56 

264 

209 
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1983-1995 


HIV  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 


> j rm. 
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I County  of  residence  at  the  time  of  test  for  the  3, 1 63  Arkansans  reported  to  be  HIV-*-.  (5/1 2/95) | 


HIV 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

S 

C 

Male 

100 

215 

248 

413 

400 

392 

352 

367 

138 

2,625 

83 

&z 

X 

Female 

8 

26 

37 

68 

85 

81 

94 

90 

49 

538 

17 

<5 

1 

1 

2 

8 

13 

6 

3 

7 

1 

42 

1 

5-12 

0 

1 

1 

5 

1 

2 

1 

0 

0 

11 

0 

A 

13-19 

0 

7 

8 

14 

19 

25 

11 

22 

4 

110 

4 

G 

20-29 

33 

110 

123 

183 

149 

156 

175 

145 

60 

1,134 

36 

c 

30-39 

44 

86 

104 

196 

208 

179 

168 

171 

74 

1,230 

39 

40-49 

22 

25 

35 

56 

70 

67 

65 

77 

27 

444 

14 

>49 

8 

6 

11 

17 

22 

38 

23 

35 

21 

181 

6 

R 

White 

87 

170 

174 

328 

298 

291 

277 

258 

119 

2,002 

63 

A 

C 

Black 

21 

69 

106 

151 

184 

173 

163 

183 

64 

1,114 

35 

E 

Other/Unknown 

0 

2 

5 

2 

3 

9 

6 

16 

4 

47 

2 

Male/Male  Sex 

64 

137 

139 

243 

245 

260 

240 

226 

45 

1,600 

51 

Injection  Drug  User  (IDU) 

13 

30 

48 

73 

96 

75 

64 

71 

18 

488 

16 

R 

Male/Male  Sex  & IDU 

19 

23 

24 

32 

30 

34 

26 

23 

7 

218 

7 

1 

Q 

Heterosexual 

5 

25 

26 

60 

65 

68 

101 

87 

20 

456 

14 

O 

K 

Transfusion 

5 

5 

4 

6 

8 

10 

0 

1 

1 

40 

1 

Perinatal 

1 

1 

2 

8 

13 

8 

4 

7 

0 

44 

1 

Hemophiliac 

0 

0 

6 

18 

5 

6 

2 

3 

2 

42 

1 

Undetermined 

1 

20 

36 

41 

23 

12 

9 

39 

94 

275 

9 

HIV  CASES  BY  YEAR 

108 

241 

285 

481 

485 

473 

446 

457 

187 

3,163 

100 
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I Of  the  3,163  Arkansans  reported  to  be  HIV+,  1,731  have  been  diagnosed  with  AIDS.  (5/12/95)1 


AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 


AIDS 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

S 

P 

Male 

85 

77 

70 

170 

176 

250 

336 

253 

91 

1,508 

87 

X 

Female 

5 

6 

10 

20 

25 

35 

64 

42 

16 

223 

13 

<5 

0 

1 

1 

6 

6 

3 

2 

1 

1 

21 

1 

5-12 

0 

1 

0 

1 

1 

0 

1 

0 

0 

4 

0 

A 

13-19 

0 

0 

0 

4 

3 

2 

4 

3 

0 

16 

1 

G 

20-29 

31 

27 

24 

55 

57 

81 

110 

67 

21 

473 

27 

h 

30-39 

39 

36 

41 

78 

80 

128 

178 

133 

47 

760 

44 

40-49 

15 

10 

7 

35 

41 

52 

78 

61 

23 

322 

19 

>49 

5 

8 

7 

11 

13 

19 

27 

30 

15 

135 

8 

R 

White 

74 

61 

58 

141 

134 

206 

275 

190 

68 

1,207 

70 

A 

c 

Black 

16 

20 

21 

47 

66 

75 

121 

102 

38 

506 

29 

E 

Other/Unknown 

0 

2 

1 

2 

1 

4 

4 

3 

1 

18 

1 

Male/Male  Sex 

55 

59 

50 

122 

120 

182 

237 

162 

54 

1,041 

60 

Injection  Drug  User  (IDU) 

12 

4 

11 

18 

29 

45 

70 

46 

16 

251 

15 

R 

Male/Male  Sex  & IDU 

16 

6 

6 

18 

17 

21 

26 

23 

3 

136 

8 

1 

Q 

Heterosexual 

5 

3 

7 

11 

12 

24 

52 

40 

9 

163 

9 

O 

K 

Transfusion 

2 

7 

3 

7 

11 

3 

2 

4 

1 

40 

2 

Perinatal 

0 

1 

1 

6 

6 

3 

3 

1 

1 

22 

1 

Hemophiliac 

0 

1 

1 

5 

5 

4 

5 

6 

2 

29 

2 

Undetermined 

0 

2 

1 

3 

1 

3 

5 

13 

21 

49 

3 

AIDS  CASES  BY  YEAR 

90 

83 

80 

190 

201 

285 

400 

295 

107 

1,731 

100 
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New  Members 


CONWAY 

Wood,  Michael  David,  Obstetrics/Gynecology. 
Medical  Education,  UAMS,  1987.  Internship/Residency, 
William  Beaumont  Army  Medical  Center,  1988/1991. 
Board  certified. 

EL  DORADO 

Tolosa,  Elizabeth  Callejo,  Pediatrics.  Medical  Edu- 
cation, Manila  Central  University,  Philippines,  1971. 
Internship/Residency,  1983/1986.  Board  eligible. 

FAYETTEVILLE 

Billingsley,  John  A.,  Ill,  Ophthalmology.  Medi- 
cal Education,  University  of  Missouri  School  of  Medi- 
cine, Kansas  City,  1991.  Internship,  Truman  Medical 
Center,  Kansas  City,  1992.  Residency,  University  of 
Oklahoma,  Department  of  Ophthalmology,  Dean  A. 
McGee  Eye  Institute,  Oklahoma  City,  1995. 

GREENWOOD 

Schmitz,  James,  Family  Practice.  Medical  Educa- 
tion, College  of  Osteopathic  Medicine  of  Oklahoma 
State  University,  Tulsa,  1992.  Internship/Residency, 
AHEC/Jefferson  Regional  Medical  Center,  1993/1995. 

JONESBORO 

Berry,  Michael,  General  Surgery.  Medical  Educa- 
tion, UAMS,  1990.  Internship/Residency,  Texas  A&M 
University,  Scott  & White  Memorial  Hospital,  1991/1995. 

LITTLE  ROCK 

Bratton,  Nita  Gail,  Cardiology.  Medical  Educa- 
tion, Louisiana  State  University,  Shreveport,  1987.  In- 
ternship/Residency, Louisiana  State  University,  Shreve- 
port, 1988/1990.  Board  certified. 

Meyer,  Lawrence  Howard,  Family  Practice.  Medi- 
cal Education,  UAMS,  1989.  Internship,  transitional, 
1990.  Residency,  1995.  Board  pending. 

Miller,  Laurence  Howard,  Psychiatry.  Medical 
Education,  Chicago  Medical  School,  Chicago,  Illinois, 
1970.  Internship/Rhode  Island  Hospital,  1971.  Resi- 
dency, University  Hospital  - Boston  University  Medi- 
cal Center,  1974.  Board  certified. 

Suasin,  Winlove  Bonpua,  Radiation  Oncology. 
Medical  Education,  Creighton  University,  1990.  Intern- 
ship, San  Joaquin  County  Hospital,  Stockton,  1991. 
Residency,  St.  Marys  Hospital,  San  Francisco,  1993  and 
Fox  Chase  Cancer  Center,  Philadelphia,  1994.  Board  eligible. 

Westbrook,  September  Ann,  Pediatrics.  Medical 
Education,  UAMS,  1991.  Internship,  UAMS,  1992. 
Residency,  UAMS  - Arkansas  Children's  Hospital,  1994. 
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VAN  BUREN 

Osofisan,  Olaniyi  Olabode,  Cardiology.  Medical 
Education,  University  of  Michigan,  Ann  Arbor,  Michi- 
gan, 1987.  Internship/Residency,  Henry  Ford  Hospi- 
tal, 1988/1990. 

RESIDENTS 

Allgood,  John  W.,  Jr.,  Radiation  Oncology.  Medi- 
cal Education,  UAMS,  1995.  Internship,  UAMS,  1996. 

Barrett,  Rebecca  Lynn,  Family  Medicine.  Medical 
Education,  UAMS,  1995.  Internship,  AHEC-NW. 

Bauknight,  Nichole  Michelle,  Psychiatry.  Medi- 
cal Education,  UAMS,  1995.  Intemship/Residency,  UAMS, 
1996/1999. 

Baxter,  William  K.,  Family  Practice  and  Internal 
Medicine.  Medical  Education,  UAMS,  1995.  Internship/ 
Residency,  Eastern  Virginia  Medical  School,  Norfolk, 
Virginia,  1999. 

Bonner,  Steven  Hunter,  Psychiatry.  Medical  Edu- 
cation, UAMS,  1995.  Residency,  UAMS. 

Brandt,  Jason  Coffman,  Orthopedic  Surgery. 
Medical  Education,  UAMS,  1995.  Internship,  Meth- 
odist Hospital  Systems,  Memphis,  Tennessee,  1996. 
Residency,  University  of  Tennessee,  Campbell  Clinic,  2000. 

Brashears,  Clay  B.,  Medicine/Pediatrics.  Medical 
Education,  UAMS,  1995.  Internship/Residency,  UAMS. 

Brewer,  Jonathan  Keith,  Family  Practice.  Medical 
Education,  University  of  Oklahoma  College  of  Medi- 
cine, Oklahoma  City,  1995.  Residency,  AHEC-Fort 
Smith,  1998. 

Buckner,  Amy  Boast.  Medical  Education,  UAMS,  1995. 

Burr,  William  Ethridge,  Jr.,  Ophthalmology. 
Medical  Education,  Baylor  College  of  Medicine,  Hous- 
ton, Texas,  1995.  Internship/Residency,  UAMS. 

Ceola,  Wade  Matthew.  Medical  Education,  UAMS, 
1995. 

Conway,  Warren  Lee,  Transitional.  Medical  Edu- 
cation, Texas  A&M  Flealth  Science  Center,  College  Sta- 
tion/Temple, TX.  Internship,  UAMS. 

Diamond,  Corey  Lynn,  Internal  Medicine.  Medi- 
cal Education,  UAMS,  1995.  Residency,  UAMS,  1998. 

Erwin,  John  Scott.  Medical  Education,  UAMS,  1995. 

Ferrell,  Amanda  J.,  Medicine.  Medical  Education, 
UAMS,  1995.  Internship,  UAMS,  1998. 

Farst,  Karen  J.,  Medicine/Pediatrics.  Medical  Edu- 
cation, Texas  Tech  Health  Sciences  Center,  1995.  In- 
ternship, UAMS,  1999. 

Ferguson,  Scott  Frazier,  Transitional.  Medical  Edu- 
cation, UAMS,  1995.  Internship,  UAMS,  1996. 

Ferguson,  Susan  Portis,  Family  Practice.  Medical 
Education,  UAMS,  1995.  Residency,  AHEC-Northwest, 
1998. 
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Fink,  Roger  Lee,  II,  Pathology.  Medical  Educa- 
tion, University  of  Missouri,  Columbia,  1991.  Residency, 
UAMS,  1996. 

Fischer,  Michael  Christian,  Internal  Medicine. 
Medical  Education,  UAMS,  1995.  Residency,  UAMS, 
1998. 

Flippin,  Dane  Howard,  Family  Medicine.  Medi- 
cal Education,  UAMS,  1995.  Residency,  AHEC- 
Jonesboro,  1998. 

Gati,  Kenneth  Gregory,  Transitional/Orthopedics. 
Medical  Education,  Louisiana  State  University  School 
of  Medicine,  Shreveport,  1995.  Internship,  UAMS. 

Goodson,  Timothy  C.,  Urology.  Medical  Educa- 
tion, UAMS,  1995.  Internship,  UAMS. 

Hays,  Debbie  Ann,  General  Surgery.  Medical  Edu- 
cation, UAMS,  1995.  Residency,  UAMS. 

Hodge,  Keith  Ray,  General  Surgery.  Medical  Edu- 
cation, University  of  Texas  Health  Science  Center,  San 
Antonio,  1995.  Internship,  UAMS,  1996. 

Kempson,  Steven  Eugene,  Family  Practice.  Medi- 
cal Education,  UAMS,  1995.  Internship,  UAMS,  AHEC- 
SW. 

Knutson,  David  Lowell,  II,  Dermatology.  Medi- 
cal Education,  University  of  Iowa  College  of  Medicine, 
Iowa  City,  1995.  Internship/Residency,  UAMS,  1999. 

Ledbetter,  Johnny  Roger,  Jr.,  Pediatrics.  Medical 
Education,  UAMS,  1995.  Residency,  UAMS,  1998. 

Lemieux,  John  Geoffrey,  Diagnostic  Radiology. 


Medical  Education,  Louisiana  State  University  Medi- 
cal Center,  Shreveport,  1995.  Residency,  UAMS. 

Lewandowski,  Raymond  Casimir,  III,  Family 
Practice.  Medical  Education,  University  of  Texas  South- 
western Medical  School,  Dallas,  1995.  Internship, 
AHEC-Fort  Smith. 

Lu,  Eugene,  Pediatrics.  Medical  Education,  UAMS, 
1995.  Internship,  UAMS,  1996. 

Massey,  Deborah  Ann,  Pediatrics.  Medical  Edu- 
cation, University  of  Louisville,  Louisville,  Kentucky, 
1995.  Residency,  UAMS,  1998. 

Mhoon,  John  Mark,  Urology.  Medical  Education, 
UAMS,  1995.  Residency,  UAMS,  2001. 

Moody,  Melody  Lynne,  Pediatrics.  Medical  Edu- 
cation, UAMS,  1995.  Internship/Residency,  UAMS 
1998. 

Rose,  Steve,  Family  Practice.  Medical  Education, 
UAMS,  1995. 

Sanders,  Scott  Mitchell,  Pediatrics.  Medical  Edu- 
cation, UAMS,  1995.  Residency,  Arkansas  Children's 
Hospital,  1998. 

Simpson,  Laura  Katherine,  Pediatrics.  Medical 
Education,  UAMS,  1995.  Internship,  Arkansas  Children's 
Hospital. 

White,  Bradley  Allen,  Dermatology.  Medical  Edu- 
cation, UAMS,  1995.  Residency,  UAMS,  1999. 

Woodard,  Eric  A.,  Internal  Medicine.  Medical  Edu- 
cation, UAMS,  1995.  Internship,  UAMS. 
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Radiological  Case 
of  the  Month 


David  L.  Harshfield,  M.D. 
Kelly  G Grigg,  B.S. 


History: 

This  patient  presented  with  a history  of  prior  motor  vehicle  accident  with  subsequent  development  of  neck  pain. 
A cervical  spine  series  was  performed  immediately  after  the  motor  vehicle  accident  (Figure  1)  and  a subsequent 
cervical  spine  series  was  performed  four  years  later  for  persistent  neck  pain  (Figure  2). 


Figure  1 Figure  2 

Findings: 

The  cervical  spine  films  seen  in  Figure  1 were  taken  immediately  after  the  trauma.  There  was  evidence  of  loss  of 
the  normal  lordotic  curvature  of  the  cervical  spine  with  apex  of  this  altered  curvature  at  the  level  of  C5-C6  disc  space. 
This  lateral  cervical  spine  film  was  interpreted  as  “straightening  consistent  with  muscle  spasm,  but  no  evidence  of 
acute  fracture  or  dislocation.” 

The  cervical  spine  lateral  view  seen  in  Figure  2 was  taken  four  years  later  because  of  continued  severe  neck 
pain.  Notice  that  the  patient  has  developed  a permanent  loss  of  the  normal  cervical  lordotic  curvature  with  interval 
development  of  degenerative  change  of  the  C5-C5  disc  space.  This  is  evidenced  by  ioss  of  disc  space  height  accom- 
panied by  cervical  endplate  and  uncinate  spur  formation. 
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Post-traumatic  degenerative  change 
of  the  cervical  spine 


Discussion: 

Keys  to  diagnosing  cervical  fractures  and  other  skeletal  abnormalities  related  to  trauma  have  been  discussed 
previously  in  this  monthly  series  (see  case  report  on  Perched  Facets  on  page  403  in  Volume  90,  Number  8 of  The  Journal). 

The  identification  of  soft  tissue  injuries  of  the  neck  associated  with  automobile  accidents  is  also  an  extremely 
important  and  frequently  litigious  task  for  those  of  us  who  interpret  cervical  spine  films.  Clinical  findings  in  patients 
with  soft  tissue  injuries  of  the  neck  have  been  of  little  help  to  clinicians  who  must  attempt  to  determine  prognosis  and 
therapy  in  patients  having  undergone  whiplash  injuries. 

Alterations  of  the  so-called  normal  cervical  lordosis  have  been  the  subject  of  much  speculation  and  a number  of 
studies.  Researchers  have  found  that  the  lower  cervical  spine  sustains  the  greatest  amount  of  damage  in  these 
acceleration-deceleration  injuries.  Acceleration  of  the  head  relative  to  the  body  results  in  the  application  of  excessive 
torque  and  shear  to  the  structures  of  the  neck  and  thus  produce  damage  both  through  compression  and  distraction  of 
soft  tissues. 

Clinical,  animal,  cadaver,  and  post-mortem  studies  have  demonstrated  that  the  cervical  zygapophyseal  joints, 
intervertebral  discs,  muscles,  and  ligaments  can  be  seriously  injured  through  these  forces  without  necessarily  pro- 
ducing clinical  or  radiographic  signs. 

The  majority  of  victims,  who  improve  spontaneously  over  the  first  few  months  after  injury,  have  probably  sus- 
tained minor  injury  to  the  muscles  and  ligaments.  A significant  proportion,  however,  will  have  chronic  and  unremitting 
symptoms  that  reflect  serious  damage  to  such  structures  as  the  zygapophyseal  joints  or  intervertebral  discs.  These 
patients  are  likely  to  be  older,  to  have  more  severe  pain  immediately  after  the  injury,  and  to  have  injury  related 
cognitive  impairment. 

The  patient  depicted  in  this  case  report  had  an  initial  radiographic  study  demonstrating  “simple”  straightening  of 
the  cervical  spine  on  lateral  view  with  all  other  views  being  within  normal  limits.  Often  times  this  finding  is  dismissed 
as  being  due  to  muscle  spasm  or  patient  positioning  Not  much  emphasis  has  been  placed  on  its  presence  being  a 
potential  indicator  of  subsequent  post-traumatic  degenerative  changes. 

A review  of  the  literature  indicates  that  there  is  a wide  range  of  normal  in  regard  to  cervical  spine  curvature  with 
many  factors,  both  traumatic  and  non-traumatic  in  nature  producing  this  great  variation.  There  is  evidence,  however, 
in  the  literature  that  supports  the  contention  that  an  altered  cervical  curvature  is  of  prognostic  significance. 

Compared  with  “normal"  patients  there  is  a significantly  higher  incidence  of  degenerative  changes  in  individuals 
who  have  a sharp  reversal  of  the  normal  cervical  curve.  The  presence  of  deeply  lordotic,  shallow  lordotic  and  even 
absent  cervical  curves  may  be  normal  variations.  A sharp  reversal  of  the  curve  after  injury  is  a harbinger  of  degenera- 
tive changes  in  60%  of  the  patients. 

Incidentally,  it  is  well  known  that  intervertebral  disc  degeneration  often  occurs  without  clinical  symptoms  until  late 
in  the  course  of  the  process.  This  degeneration  most  commonly  develops  between  the  fifth  and  sixth  cervical  vertebra 
with  much  less  involvement  at  adjacent  levels.  These  degenerative  changes  usually  occur  at  only  one  cervical  level, 
but  can  occasionally  can  be  seen  in  two  or  three  levels. 

The  sharp  reversal  of  the  cervical  curve  generally  occurs  at  the  intervertebral  level  between  the  fourth  and  fifth 
cervical  or  the  fifth  and  sixth  cervical  vertebra.  Degenerative  changes  develop  either  at  the  level  of  where  reversal 
occurred  or  at  a more  distal  level. 

Patients  who  have  early  flexion  and  extension  x-rays  showing  restricted  motion  at  one  intervertebral  level  tend  to 
have  a poor  symptomatic  recovery  and  considerably  increased  incidence  of  degenerative  changes  at  that  level. 
Knowledge  of  the  normal  curve  of  the  cervical  spine  and  the  variations  and  potential  clinical  implications  are  important 
when  interpreting  radiographs  of  the  cervical  spine  When  patients  have  significant  curvature  alterations,  rather  than 
subjecting  them  to  minimal  medical  management  (skillful  neglect)  they  should  undergo  early  treatment  with  manipu- 
lative mobilization  and  appropriate  physical  therapy  to  ensure  a favorable  long  term  outcome. 

Bibliography: 
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Medicine  in  the  News 


Health  Care  Access  Foundation 

As  of  June  1,  1995,  the  Arkansas  Health  Care  Ac- 
cess Foundation  has  provided  free  medical  service  to 
11,606  medically  indigent  persons,  received  17,528  ap- 
plications and  enrolled  35,138  persons.  This  program 
has  1,683  volunteer  health  care  providers  including 
medical  doctors,  dentists,  hospitals,  home  health  agen- 
cies and  pharmacists.  These  providers  have  rendered 
free  treatment  in  69  of  the  75  counties. 

Breast  Cancer  is  Number  One  Cause  of 
Malpractice  Claims  and  Suits 

A 10-year  study  by  the  Physician  Insurers  Asso- 
ciation of  America  concludes  that  breast  cancer  is  the 
number  one  cause  of  malpractice  claims  and  suits. 

According  to  the  study,  which  tracked  more  than 
125,000  actions  filed  since  1985,  insurers  pay  out  more  for 


breast  cancer  than  anything  except  brain-damaged  infants. 

More  than  60%  of  breast  cancer  claimants  were 
under  age  50;  a time  when  breast  cancer  is  less  com- 
mon and  diagnosis  is  more  difficult.  The  largest  source 
of  breast  cancer  related  claims  is  delayed  diagnosis. 

Failure  to  find  physical  symptoms  suspicious,  fail- 
ure to  follow-up  in  a timely  manner  and  negative 
mammograms  are  three  leading  causes.  Other  causes 
include  misread  mammograms,  failure  to  perform 
proper  biopsy,  delay  or  failure  to  consult,  failure  to 
react  to  mammograms,  distraction  by  other  health  prob- 
lems, failure  to  order  mammograms,  poor  communi- 
cation and  inadequate  physical  exam. 

The  amount  paid  per  breast  cancer  claim  is  rising 
as  well.  From  1985  to  1993  the  average  for  delayed 
diagnosis  was  about  $190,000.  However,  from  June 
through  December  1994  it  was  $307,000. 


S Emergency  Medicine  r 
Opportunities  ^ 

Crittenden  5Wemorial 
hospital  p 

West  Memphis,  AR  777(3 

Only  ten  minutes  from  the  heart  of Memphis , IN! 

* his  well-designed,  roomy  facility 
t f contains  152  beds  and  serves  15,000 
JL . patients  annually  in  its  Emergency 

Department.  The  ED  sees  only  25%  trauma  and 
5%  pediatric  patients.  An  experienced  nursing 
staff  provides  excellent  support,  and  the  hospital 
has  superior  back-up. 

♦ Competitive  Remuneration 
♦ Occurrence  Malpractice  Insurance 
♦ Flexible  Scheduling 

For  more  information,  contact  Rhonda  Feltz, 
Spectrum  Emergency  Care,  at  1-800-325-2716  or  FAX 
your  CV  to  Rhonda's  attention  at  314-919-8920 
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SPRINGFIELD,  MO.  Bass  Pro  Shop 
and  40  miles  to  Branson.  BE/BC  FP's. 
OB  Optional,  salaried  position  and  pro- 
duction bonus,  call  1 :7,  teaching  hospi- 
tal, university  community.  Contact: 
Vivian  M.  Luce,  Cejka  & Co.,  1-800- 
765-3055,  or  fax  C.V.  for  immediate  at- 
tention: 314-726-3009  (IM's  welcome). 


SURGERY  - A dynamic  rural  suburban 
community  is  seeking  two  (2)  general  surgeons. 
This  hospital  based  practice  offers  a minimum 
guarantee  starting  at  $200,000  plus  full  benefit 
package  including  malpractice. 

Future  special  sub-specialty  needs  will  in- 
clude urology  and  obstetrics. 

For  more  detailed  information  contact: 
Dave  Mcleod 
PHONE:  800-372-2600 
FAX:  305-947-9990 


SAINT  MARY'S 

REGIONAL  MEDICAL  CENTER 

EMERGENCY  PHYSICIAN 

Discover  the  best  of  both  worlds... 

Living  and  working  in  Russellville,  AR  provides  an 
abundance  of  natural  beauty,  and  the  amenities  of  a 
large  city  without  the  hassles. 

Prefer  physician  with  ACLS,  ATLS  and  board 
certification  in  emergency  medicine  or  family 
practitioner  with  at  least  one  year  of  experience  in  the 
emergency  department. 

Saint  Mary's  is  a 170  bed  acute  care  regional 
referral  center  with... 

* An  average  of  18,000  emergency  department  visits 
annually. 

* Medical  staff  comprised  of  over  70  physician 
specialists. 

* Physicians  owned  group  with  opportunity  for 
partnership. 

* Competitive  compensation  and  benefit  options. 

Come  join  our  progressive  health  care  team.  Call  us 
for  a confidential  interview. 

Bill  Sparks,  COO 
501-964-9104 


Family  Medicine  Faculty,  Assis- 
tant or  Associate  Professor.  Com- 
munity-based, twenty-seven  resident 
program  with  university  affiliation.  Seven 
full-time  physician  faculty  members  with 
plans  to  expand  to  nine.  Responsibilities 
include  teaching  and  supervision  of  resi- 
dents and  medical  students,  three  to 
four  half  days  of  patient  care  per  week, 
and  research  if  desired.  Obstetrical  skills 
essential.  Fayetteville  is  the  location  of 
the  main  campus  of  the  University  of 
Arkansas  and  is  situated  in  the  beauti- 
ful Ozark  Mountains.  School  system  and 
economy  are  considered  the  strongest 
in  the  state.  Salary  very  competitive. 

Contact: 

Ray  Bredfeldt,  M.D. 

2907  East  Joyce  Blvd. 

Fayetteville,  Arkansas  72703 
(501)  521-0263 


RADIOLOGY  SERVICES 
TO  RURAL  HOSPITALS 
AND 


RADIOLOGY 


1-800-523-9955 
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AMS  Newsmakers 


Dr.  F.  Anthony  Bennett  Jr.,  of  Little  Rock,  has 
been  elected  to  a three-year  term  as  governor  of  the 
American  College  of  Cardiology's  Board  of  Governors 
for  Arkansas. 

Dr.  Joe  Crumpler,  of  Russellville,  has  joined  Saint 
Mary's  Regional  Medical  Center  as  medical  director. 

Dr.  Stuart  Fitzhugh,  the  State  Health  Department's 
deputy  director  for  health  protection  and  services,  was 
awarded  the  Dr.  Tom  T.  Ross  award  at  the  Arkansas 
Public  Health  Association's  annual  convention.  The 
award  is  the  association's  most  prestigious  and  is  given 
in  recognition  of  professional  achievements. 

Dr.  Walter  John  Giller  Jr.,  an  orthopedic  surgeon 
from  El  Dorado,  was  recently  honored  by  the  Univer- 
sity of  Arkansas  Medical  School's  Chapter  of  Alpha 
Omega  Alpha,  the  only  national  honor  medical  soci- 
ety in  the  world. 

The  Lonoke  County  Farm  Bureau  Women's  Com- 
mittee has  named  Dr.  B.E.  Holmes  as  honoree  of  the 
Mentor  Program  of  Lonoke  County.  He  was  chosen 
because  of  his  dedication  and  commitment  to  the 
people  of  Lonoke  for  45  years. 

Dr.  J.R.  Pierce  Jr.,  of  Pine  Bluff,  was  named  Boss 
of  the  Year  during  a recent  banquet  hosted  by  the  Pine 
Bluff  Chapter  of  Credit  Professionals  International.  He 
has  been  a physician  in  Pine  Bluff  for  37  years. 

Ashley  Memorial  Hospital  and  the  city  of  Crossett  re- 
cently honored  Dr.  Robert  Salb  for  47  years  of  service. 

Dr.  Mack  Shotts,  of  Paragould,  recently  attended 
the  American  Occupational  Health  Conference  in  Las 
Vegas.  Featured  topics  included  preventing  violence 
at  work,  rendering  a medical  opinion  in  a legal  case, 
aggressive  non-operative  spine  care,  confidentiality  in 
occupational  medicine,  carpal  tunnel  syndrome,  and 
work  hardening  and  rehabilitation. 

ThevAmerican  Cancer  Society  has  supported  train- 
ing and  research  in  clinical  oncology  by  awarding 
money  to  physicians  each  year  through  the  Profes- 
sional Education  Clinical  Awards  Program  for  more 
than  40  years.  The  following  AMS  members  will  re- 
ceive Clinical  Awards  for  1995:  Drs.  Scott  J.  Stern, 
Suzanne  Klimberg,  Martin  Hauer-Jensen  and  Kent 
Westbrook,  all  of  UAMS. 

Drs.  Joe  Bi  Hall  and  J.  Warren  Murry,  both  of 
Fayetteville,  are  two  of  four  recipients  of  the  1995  Eagle 


Award  given  by  Washington  Regional  Medical  Foun- 
dation. The  annual  award  recognizes  outstanding 
health  leadership  in  Northwest  Arkansas. 

Physician's  Recognition  Award  

The  Physician's  Recognition  Award  is  awarded 
each  month  to  physicians  who  have  completed 
acceptable  programs  of  continuing  education. 

AMS  Recipients  for  the  month  of  May  are  as 
follows: 


Verona  Tice  Brown 

Batesville 

James  David  Busby 

Alma 

Jeff  John  Carfagno 

Maumelle 

G.  Lawrence  Dunaway 

Harrison 

John  Gregory  Elders 

Mountain  Home 

John  Henry  Finck 

Mena 

Benson  Albert  Grigsby 

Crossett 

Grady  F.  Herring 

Little  Rock 

Clarence  Leonard  Kemp 

Paragould 

William  Scott  Lewis 

Little  Rock 

Edward  Newton  McCollum 

Decatur 

Michael  M.  Miller 

Little  Rock 

Thomas  Alvin  Pullig 

Magnolia 

William  Harvey  Riley 

Little  Rock 

Rex  Watson  Ross 

Conway 

Vern  A.  Shotts 

Taragould 

James  Floyd  Smith 

Fairfield 

Sebastian  A.  Spades 

Walnut  Ridge 

David  Larry  Staggs 

Searcy 

Joe  Hill  Stallings 

Jonesboro 

Tracy  Dale  Stewart 

Little  Rock 

Anne  Rowland  Trussell 

Little  Rock 

Oliver  Wallace 

Green  Forest 

John  J.  Westwood 

Plainview 

John  Sewell  Williams 

Blytheville 

TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatrics 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 

V*  The  Curare  Group,  Inc. 

(800)  520-2028 
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In  Memoriam 


Walter  Preston  Harris,  M.D. 

Dr.  Walter  Preston  Harris,  of  Danville,  died  Thurs- 
day, May  4,  1995.  He  was  74. 

He  was  preceded  in  death  by  his  wife,  Louise 
Woodrum  Harris,  and  a brother  Earl  Harris. 

Survivors  include  a son.  Tommy  Harris  of  Danville; 
two  daughters,  Patricia  Harris-Yarock  of  Phoenix,  Ari- 
zona and  Mary  Harris  of  Danville;  two  brothers,  Joe 
Harris  of  Avondale,  La.  and  Jim  Harris  of  Bradford, 
N.Y.;  two  sisters,  Dixie  Lee  Harris  of  Beacon,  N.  Y.  and 
Genevive  White  of  Jonesboro;  and  two  grandsons. 

E.  Clinton  Texter,  Jr.,  M.D. 

Dr.  E.  Clinton  Texter,  Jr.,  of  Little  Rock,  died  Thurs- 
day, May  4,  1995.  He  was  71. 

Survivors  include  his  wife,  Jane  C.  Texter  of  Little 
Rock  and  their  daughters.  Cardie  Texter  of  Boston, 
Patricia  Hardage  of  Little  Rock  and  Catherine  Baker  of 
Atlanta,  Texas;  a granddaughter,  Elizabeth  Starke  Baker; 
a sister,  Patricia  Texter  Palmer  of  San  Carlos,  Califor- 
nia; and  his  step-mother,  Norma  Skinner  Texter  of 
Marysville,  Michigan. 


Henry  N.  Rogers,  M.D. 

Dr.  Henry  N.  Rogers,  of  Mena,  died  Wednesday, 
May  3,  1995.  He  was  75  and  a member  of  the  AMS 
Fifty  Year  Club. 

Survivors  include  his  wife,  Maxine  Rogers,  of 
Mena;  a daughter,  Nina  Myrl  Weinberg,  of  Great  Falls, 
Va.;  three  sons,  Henry  Nelson  Rogers  III  of  Conway, 
Joseph  Stockton  Rogers  of  Fayetteville  and  James  Trail 
Rogers  of  Minneapolis,  Minn.;  six  grandchildren;  a 
brother,  William  Fenna  Rogers  Jr.  of  Fairfax,  Va.;  and 
a host  of  family  and  friends. 


Resolution 


John  T.  Herron,  M.D. 

WHEREAS,  the  members  of  the  Pulaski  County  Medical  Society  are  grieved  to  learn  of  the  recent  death  of  a 
respected  colleague,  John  T.  Herron,  M.D.;  and 

WHEREAS,  he  was  a loyal  member  of  this  organization  for  twenty-four  years,  serving  readily  and  capably  in 
numerous  leadership  positions;  and 

WHEREAS,  Dr.  Herron's  distinguished  service  as  State  Health  Officer  for  many  years  gave  evidence  of  his 
abiding  concern  for  the  welfare  of  his  fellow  citizens; 

BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  adopted  and  placed  in  the  permanent  files  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  sent  to  Dr.  Herron's  family  as  an  expression  of  our  sincere  sorrow;  and 

THAT,  a copy  be  forwarded  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 

Adopted:  By  Order  of  the  Memorials  Committee 

Board  of  Directors  Samuel  B.  Welch,  M.D.,  Chairman 

May  17,  1995  James  W Headstream,  M.D. 

Bruce  E.  Schratz,  M.D. 
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Harold  D.  Purdy,  M.D 

WHEREAS,  the  members  of  the  Pulaski  County  Medical  Society  observe  with  sincere  sorrow  the  recent  death 
of  a highly  esteemed  member,  Harold  D.  Purdy,  M.D.;  and 

WHEREAS,  Dr.  Purdy  had  earned  the  respect  and  appreciation  of  his  colleagues  for  twenty-five  years  of  loyal 
membership  in  this  Society,  which  included  distinguished  service  on  the  Board  of  Directors,  the  Council  of  the 
Arkansas  Medical  Society,  and  as  President  in  1984;  and 

WHEREAS,  Dr.  Purdy  will  be  remembered  by  his  patients,  his  peers,  and  the  community  as  a caring  and 
capable  physician; 

BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  adopted  and  placed  in  the  permanent  files  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  sent  to  Dr.  Purdy's  family  as  a token  of  our  heart-felt  sympathy;  and 

THAT,  a copy  be  made  available  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 

Adopted:  By  Order-of  the  Memorials  Committee 

Board  of  Directors  Samuel  B.  Welch,  M.D.,  Chairman 

May  17,  1995  James  W.  Headstream,  M.D. 

Bruce  E.  Schratz,  M.D. 


Bryant  S.  Swindoll,  M.D. 

WHEREAS,  the  membership  of  the  Pulaski  County  Medical  Society  notes  with  genuine  sorrow  the  recent 
death  of  an  esteemed  colleague,  Bryant  S.  Swindoll,  M.D.;  and 

WHEREAS,  Dr.  Swindoll  demonstrated  his  devotion  to  his  profession  by  faithful  membership  in  this  Society 
for  over  thirty  years;  and 

WHEREAS,  Dr.  Swindoll  made  a lasting  contribution  to  the  public  health  of  this  state  through  his  long  and 
exemplary  service  as  Director  of  the  Arkansas  State  Health  Department's  Chronic  Disease  Division; 

BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  adopted  and  filed  in  the  archives  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  sent  to  Dr.  SwindolTs  family  as  a token  of  our  heart-felt  sympathy;  and 

THAT,  a copy  be  made  available  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 


Adopted: 

Board  of  Directors 
May  17,  1995 


By  Order  of  the  Memorials  Committee 
Samuel  B.  Welch,  M.D.,  Chairman 
James  W.  Headstream,  M.D. 
Bruce  E.  Schratz,  M.D. 


E.  Clinton  Texter,  M.D. 

WHEREAS,  the  members  of  the  Pulaski  County  Medical  Society  are  grieved  to  learn  of  the  recent  death  of  a 
respected  member,  E.  Clinton  Texter,  M.D.;  and 

WHEREAS,  he  was  a faithful  member  of  this  organization  for  over  thirty  years;  and 

WHEREAS,  Dr.  Texter  will  long  be  remembered  by  his  students  as  a caring  and  effective  teacher  and  by  his 
colleagues  as  a major  contributor  towards  the  academic  and  clinical  advancement  of  his  chosen  field  of  Gastroen- 
terology; 

BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  adopted  and  filed  in  the  archives  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  sent  to  Dr.  Texter's  family  as  an  expression  of  our  heart-felt  sorrow;  and 

THAT,  a copy  be  made  available  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 

Adopted:  By  Order  of  the  Memorials  Committee 

Board  of  Directors  Samuel  B.  Welch,  M.D.,  Chairman 

May  17,  1995  James  W.  Headstream,  M.D. 

Bruce  E.  Schratz,  M.D. 
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Physicians 
Capital  Source 


Investors  are  standing  by 

Want  to  start  your  own  managed  care  network  but  don’t 
know  how  to  raise  the  capital?  Looking  for  funding  for  a 
new  medical  group,  IPA  or  surgi-center?  Call  the  American 
Medical  Association’s  Managed  Care  Help  Line  and  request 
Physieians  Capital  Source.  If  you  need  money,  we’ll  introduce 
you  to  investors  who  are  interested  in  financing  physician- 
directed  plans.  If  you’re  just  getting  started,  we’ll  help  you 
put  together  a business  plan  or  provide  consultation  on  a wide 
range  of  managed  care  issues.  Call  800  AMA-1066  and  press 
2 for  Physieians  Capital  Source  today.  And  get  the  help  you 
need  to  stand  on  your  own  tomorrow. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


American  Medical  Association’s  Physicians  Capital  Source  is  co-sponsored  by: 
Coastal  Healthcare  Group,  Inc.,  Pacific  Physician  Services,  Inc., 

The  Associated  Group,  and  Medimctrix  Group,  Inc. 


Things  To  Come 


July  30  - August  4 

Update  in  Internal  Medicine,  1995.  The  Waldorf- 
Astoria,  New  York,  NY.  Sponsored  by  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  Center  for 
Continuing  Education  and  the  Departments  of  Medicine  of 
Columbia  Presbyterian  Medical  Center  and  Beth  Israel  Hos- 
pital  Boston.  For  more  information,  call  (61 7)  324-2202. 

August  20-25 

Advance  in  Internal  Medicine.  Hyatt  Regency, 
Monterey,  California.  Sponsored  by  Office  of  Continuing 
Medical  Education  and  UC  Davis  School  of  Medicine  and 
Medical  Center.  For  more  information,  call  (916)  734-5390. 

August  28-31 

Current  Concepts  in  Primary  Care  Cardiology. 

Hyatt  Regency  Lake  Tahoe,  Incline  Village,  Nevada. 
Sponsored  by  Office  of  Continuing  Medical  Education 
and  UC  Davis  School  of  Medicine  and  Medical  Cen- 
ter. For  more  information,  call  (916)  734-5390. 

September  16 

Benign  Essential  Blepharospasm  - 13th  Annual 
International  Conference  & Scientific  Symposium. 

Red  Lion  Hotel,  Sacramento,  California.  Sponsored  by 
Office  of  Continuing  Medical  Education  and  UC  Davis 
School  of  Medicine  and  Medical  Center.  For  more  in- 
formation, call  (916)  734-5390. 

September  30  - October  1 

7th  Annual  Ultrasound  Update:  1995.  Red  Lion 
Hotel,  Sacramento,  California.  Sponsored  by  the  Of- 
fice of  Continuing  Education  and  UC  Davis  School  of 
Medicine  and  Medical  Center.  For  more  information, 
call  (916)  734-5390. 

October  5-7 

Contemporary  Cardiothoracic  Surgery.  The  Ritz- 
Carlton  Hotel,  St.  Louis,  Missouri.  Sponsored  by  the 
Office  of  Continuing  Medical  Education,  Washington 
University  School  of  Medicine.  For  more  information, 
call  (800)  325-9862. 

October  8-12 

Medical  Oncology  Board  Review  Course.  The  Ritz- 
Carlton  Pentagon  City,  Arlington,  VA.  Sponsored  by 
the  Office  of  Continuing  Medical  Education,  The 
George  Washington  University  Medical  Center.  For 
more  information,  call  (202)  994-4285. 

October  13  - 15 

"Advances  in  Sonography,"  - a fourth  annual  post- 
graduate educational  course.  Sheraton  Chicago  Hotel 
and  Towers,  Chicago,  Illinois.  Sponsored  by  the  Cen- 
ter for  Bio-Medical  Communication.  Designated  for 
17.75  credit  hours  of  Category  1 of  the  Physician's  Recogni- 
tion Award.  For  more  information,  call  (201)  385-8080. 


November  3-5 

7th  Annual  Infectious  Disease  Review  Course  for 
the  Practicing  Physician.  Hyatt  Regency  Bethesda  in 
Bethesda,  Maryland.  Sponsored  by  The  Society  of  Ra- 
diologists in  Ultrasound.  For  more  information,  call 
(201)  385-8080. 

December  9 

Cardiology  Seminar.  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri.  Sponsored  by  the  Office  of  Continu- 
ing Medical  Education,  Washington  University  School 
of  Medicine.  For  more  information,  call  (800)  325-9862. 

February  7-10,  1996 

1996  International  Conference  on  Physician  Health 
"Uncertain  Times:  Preventing  Illness,  Promoting 
Wellness."  Sheraton  San  Marcos  Hotel  in  Chandler, 
Arizona.  Sponsored  by  the  American  Medical  Asso- 
ciation, Canadian  Medical  Association,  Federation  of 
State  Licensing  Boards,  and  the  Federation  of  Provin- 
cial Licensing  Boards.  For  more  information,  call  (312) 
464-5066. 


Unless  you  have 
money  to  bum... 
Maybe  it's  time  to 
consider  the  specialist 
in  bad  debt  recovery. 


Serving  Arkansas  Businesses  Since  194 1 

Freemyer  Collection  System 
1-800-373-0757 

American  Collectors  Association  Member 


Keeping  Up 


July  27  - 29 

Arkansas  Academy  of  Family  Physicians 
48th  Annual  Scientific  Assembly 

Little  Rock  Excelsior  Hotel  and  Statehouse  Convention  Center. 

Up  to  20.5  hours  of  CME  credits  available. 

For  more  information,  call  (501)  223-2272  or  instate  toll  free  1-800-592-1093. 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  l of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAYETTEVILLE-VA  MEDICAL  CENTER 

General  Medical  Topics,  Thursdays,  12:00  noon.  Auditorium,  Bldg.  3 
Medical  Grand  Rounds,  Thursdays,  12:00  noon.  Conference  Room,  Bldg.  4 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon.  Conference  Room 

LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Thursdays,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Chest  Conference,  4th  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 
Interdisciplinary  AIDS  Conference,  2nd  Friday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Joint  Tumor  Conference,  1st  Wednesday,  12:00  noon,  CARTI  Auditorium.  Lunch  provided. 

Journal  Club,  Tuesdays,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  Southwestern  Bell/Arkla  room.  Refreshments  provided 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Gl  Conference,  4th  Friday,  11:30  a.m..  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m..  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon,  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 
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MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m.,  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon.  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon.  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category 
1 of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 

Cardiology  Clinical  Conference,  Mondays,  4:00  p.m.,  UAMS,  room  3S06 

Cardiology  Graphics  Conference,  Wednesdays,  12:00  noon,  UAMS,  room  3S06 

CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 

Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m..  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m..  Gastroenterology  conference  room,  3D29 
GI/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology/Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SV1  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m..  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:15  p.m.,  Radiology  Conference  Room  at  UAMS 

Neuroscience  Cluneal  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 

Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 
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Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time. varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/ Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  V A Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

V A Chest  Conference  (combined  Surgical/ Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

VA  Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

V A GREEC/Genatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

VA  Hematology/Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

VA  Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2L142 

VA  Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

VA  Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  & Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary.  White  County  Memorial  Hospital, 
Searcy 

EL  DORADO-AHEC 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Chest  Conference,  3rd  Wednesday,  12:30  p.m.,  Warner  Brown  Hospital 
Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
GYN  Conference,  2nd  Friday,  12:30  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:30  p.m.,  AHEC-South  Arkansas 
Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon,  AHEC  - South  Arkansas.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Conference,  3rd  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:30  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:30  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:30  p.m.,  AHEC  - South  Arkansas 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  Washington  Regional  Medical  Center 
Medical/Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 


FORT  SMITH-AHEC 

Gastroenterology  Conference,  3rd  Tuesday  every  other  month,  7:00  a.m.,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  3rd  Wednesday,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  1st  Tuesday,  11:30  a.m..  Sparks  Regional  Medical  Center 
Sparks  Tumor  Conference,  Thursdays,  12:00  noon.  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
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JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m..  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Cityioide  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon,  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m..  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conference,  June  23,  7:30  a.m.,  Board  Room,  Northeast  Arkansas  Rehabilitation  Hospital. 

Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon.  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/ Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 
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Editorial 


Recapturing  the  reasons  for  going  into 

Alex  E.  Finkbeiner,  M.D. 

I haven't  known  her  long.  She's  incredibly  bright 
and  very  dedicated  to  her  studies.  She  just  finished 
her  freshman  year  of  undergraduate  school;  was  nearly 
devastated  upon  receiving  a B in  a history  course.  She 
is  totally  committed  to  being  accepted  into  medical 
school  and  becoming  a physician;  already  studying 
for  the  MCATs. 

For  several  years  I have  interviewed  medical  school 
applicants  for  admission.  I probably  interviewed  some 
of  you.  The  admission  process  is  difficult  for  all  in- 
volved. Through  a process  of  natural  selection,  all  of 
the  applicants  are  intelligent  and  dedicated  with  ex- 
cellent grade  points.  As  an  interviewer,  one  attempts 
to  ascertain  the  applicant's  commitment,  character  and 
whether  he  or  she  would  make  a "good  doctor";  pretty 
subjective  stuff.  In  my  experience,  virtually  every  ap- 
plicant responds  to  the  question,  "Why  do  you  want 
to  become  a doctor?"  by  replying,  "I  want  to  help 
people"  and  "Science,  particularly  biology,  is  so  inter- 
esting and  intellectually  stimulating."  Should  we  in- 
terpret these  responses  merely  as  political  correctness 
and/or  naivety?  Perhaps,  but  as  one  listens  to  them 
one  gets  a sense  of  true  sincerity;  a conviction  that  the 
applicants  really  do  want  to  help  people.  I suspect 
most  of  you  were  similarly  motivated  as  you  began 
your  medical  careers;  at  least  that's  what  you  said  when 
we  interviewed  you. 

Today  it  seems  that  when  two  or  more  doctors 
gather  together  one  or  more  of  the  following  invari- 
ably become  the  dominant  themes:  Reimbursement, 
managed  care,  capitation,  paper  work,  government  in- 
terference, medicine  is  not  what  it  used  to  be,  1 don't 
want  my  children  to  go  into  medicine. 

Stacy  doesn't  understand  any  of  that  stuff.  She's 
like  all  of  you  were  when  you  interviewed  for  admis- 
sion to  medical  school.  She  wants  to  help  people  and 
she  finds  science  and  biology  to  be  extremely  interest- 
ing and  challenging. 

As  I pulled  into  her  driveway  the  other  night,  Stacy 
hurriedly  ran  to  greet  me.  She  appeared  as  excited  as 


Alex  E.  Finkbemer,  M.D.,  is  Professor  of  Urology  at  the 
University  of  Arkansas  for  Medical  Sciences,  Department  of 
Urology  and  is  a member  of  the  editorial  board  for  The 
Journal  of  the  Arkansas  Medical  Society. 


medicine  in  the  first  place 


anyone  I’ve  ever  seen.  She’s  working  this  summer  in 
a research  laboratory  at  Children's  Hospital  and  was 
invited  to  witness  surgery;  a thoracotomy  on  an  ill 
child.  She  could  hardly  contain  herself  as  a torrent  of 
words  came  forth  describing  her  experience  of  observ- 
ing for  the  first  time  the  real-life  drama  of  medicine 
and  an  open  chest  of  a living  being;  lungs  expanding/ 
contracting  and  the  heart,  a living  heart,  beating.  She 
observed  the  people  she  wants  to  emulate:  doctors, 
nurses,  technicians  performing  their  roles  to  help  this 
sick  child.  At  that  moment,  no  one  seemed  concerned 
regarding  being  reimbursed  for  their  time,  effort  and 
expertise.  It  was  as  if  that  single  event  summarized 
everything  she  had  ever  thought  about  medicine;  ab- 
solutely confirmed  her  desire  to  be  a physician. 

How  long  will  her  naivety  of  wanting  to  help 
people  and  her  commitment  to  intellectual  challenges 
last?  How  long  before  she  understands  that  medicine 
is  about  managed  care  not  medical  care,  capitation  not 
compassion,  paychecks  not  well-baby  checks? 

I know.  I know.  When  we  interviewed  for  medi- 
cal school  we  could  truthfully  say  we  wanted  to  help 
people  and  be  intellectually  stimulated.  However, 
medicine  has  changed;  it's  not  like  it  used  to  be.  In 
time,  of  course,  we  wizened  veterans  of  medicine  will 
shed  light  on  the  subject  of  medicine  for  Stacy.  She 
will  soon  learn  that  medicine  is  not  about  living,  beat- 
ing hearts  but  about  deadbeat  heartless  governmental 
bureaucrats  and  money  managers. 

I've  got  to  figure  out  a way  to  keep  Stacy  away 
from  physicians  until  she  finishes  her  medical  train- 
ing. If  she  develops  our  cynicism  too  early,  this  bright, 
dedicated  individual  might  not  want  to  become  a phy- 
sician. Come  to  think  of  it,  instead  of  trying  to  keep 
Stacy  away  from  physicians  maybe  she  can  convince 
all  of  us  to  share  her  experience.  Maybe  we  should 
take  time  out  of  our  busy  schedules  of  filling  out  forms 
and  monitoring  our  reimbursements  and  investments 
and  do  what  Stacy  did  by  going  to  the  operating  room 
and  observing  an  open,  living  chest  to  see  if  we  can 
recapture  the  reasons  we  went  into  medicine  in  the 
first  place. 

While  we  educate  Stacy  all  about  medicine  maybe 
she  can  teach  us  a few  things. 
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Diffuse  Cavernous  Hemangioma  - A Case 
Report  and  Review  of  the  Literature 

Nick  Paslidis,  M.D.,  Ph.D.* 

John  Burpeau,  M.D.** 

Kristina  Stroehlein,  M.D.** 

Anita  Steephen,  M.D.** 


INTRODUCTION 

Diffuse  Cavernous  Hemangiomas  are  very  rare 
lesions.  Therefore,  there  is  limited  information  and 
even  less  clinical  awareness  of  its  presentation.  Re- 
cently, we  encountered  such  a case 
which  stimulated  our  interest  to 
complete  a literature  review  and 
report. 

CASE  REPORT 

A 38-year  old  Hispanic  male 
from  El  Salvador  was  admitted  to 
the  hospital  with  intermittent  rectal 
bleeding  after  defecation.  This  had 
been  a chronic  problem  since  the  age 
of  4 years.  Patient  noticed  a wors- 
ening of  his  hematochezia  over  8 
days  prior  to  admission,  with  weak- 
ness and  fatigue  and  with  the  most 
recent  hemoglobin  of  7.2  gm/dl  be- 
ing on  the  day  prior  to  admission. 

He  denied  any  diarrhea  but  admit- 
ted to  weight  loss  with  decreased  appetite.  He  had 
been  operated  on  for  bleeding  hemorrhoids  at  the  age 
of  four.  On  physical  exam,  his  abdomen  was  unre- 
markable but  his  rectal  tone  was  poor  and  con- 
tained a reddish-maroon  mucoid  discharge  which 
was  guaiac  positive  without  any  obvious  masses. 


Dr.  Paslidis  is  affiliated  with  the  White  River  Rural  Health 
Center  in  Arkansas  and  the  University  of  Texas  Medical 
School,  Dept,  of  Internal  Medicine. 

Drs.  Burpeau,  Stroehlein  and  Steephen  are  with  the 
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The  patient  was  admitted  to  the  hospital.  Initially, 
a Barium  enema  revealed  signs  of  inflammation.  A 
colonoscopy  was  performed  that  revealed  a violaceous 
nodular  lesion  at  the  anal  verge  that  extended 


circumferentially  in  the  rectosigmoid  colon  up  to  35 
cm,  where  an  abrupt  cut-off  to  normal  tissue  was  iden- 
tified up  to  the  ileocecal  valve  (figures  1A  and  IB). 
Biopsies  were  taken  carefully.  The  biopsy  revealed 
dilated  vessels  filled  with  blood  and  lymphatic  fluid 
compatible  with  benign  hemangioma. 

The  patient  underwent  a rectosigmoid  colon  re- 
section with  diverting  colostomy.  Examination  of  the 
resected  portion  concluded  that  this  was  cavernous 
hemangioma  involving  the  submucosa.  However, 


Figures  1A  and  IB:  Colonoscopy  findings  of  the  bluish  submucosal  masses  at  the  anal 
verge  which  extended  circumferentially  up  to  35  cm  region. 
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there  were  multiple  ar- 
eas where  abnormal 
vessels  penetrated 
through  the  muscularis 
and  adventitial  tissue. 

Additionally,  there  were 
multiple  areas  of 
thrombosis  and  dystro- 
phic calcifications  (figure 
2).  Patient  recovered  well 
post  operatively  without 
any  further  known 
bleeding  episodes  to  this 
date.  Three  months  after 
the  initial  resection,  pa- 
tient had  a reanastomosis 
of  the  descending  colon 
to  the  rectum. 

The  surgical  speci- 
men of  approximately  9 
x 12  cm  from  the 
rectosigmoid  colon  was 
sent  to  the  pathology  lab. 

On  cut  section,  the  sub- 
mucosa appeared  to  be 
partially  composed  of 
dark  red  bloodclot-like 
material,  without  any 
local  identified  lesions. 

Microscopic  sections  re- 
vealed a cavernous 
hemangioma  involving 
mostly  the  submucosa  with  multiple  vessels  permeat- 
ing into  and  through  the  muscularis  and  into  the  ad- 
ventitial and  adipose  tissues.  There  were  multiple 
areas  of  thrombosis  and  dystrophic  calcification  which 
involved  some  of  the  abnormal  vessels. 

DISCUSSION 

One  of  the  many  causes  of  acute  and  chronic  gas- 
trointestinal tract  hemorrhages  is  vascular  malfor- 
mations which  include  angiodysplasias, 
telangiectasias,  arteriovenous  malformations,  ectasias 
and  hemangiomas.  Of  the  above,  hemangiomas  are 
quite  rare.  Diffuse  cavernous  hemangiomas  of  the  co- 
lon are  infrequent  as  only  about  100  cases  have  been 
reported  to  this  date  in  the  literature. 

The  usual  presentation  of  cavernous  hemangiomas 
of  the  colon  in  childhood  is  outlined  by  recurrent,  pain- 
less, massive  rectal  bleeding  although  rectal  tenesmus 
and  intestinal  obstruction  can  be  the  presenting  com- 
plaint.1 Patient  age  ranges  from  5-35  years  old.  It  has 


been  described  as  the 
most  aggressive  form  of 
benign  intestinal  mucocu- 
taneous malformation 
characterized  by  large  thm 
walled  vessels  that  are 
supported  by  a stroma  of 
connective  tissue  of  fi- 
brous and  smooth  muscle. 
The  location  is  primarily  in 
the  rectosignoid  region. 

Cavernous  hemangio- 
mas as  the  cause  of  gas- 
trointestinal bleeding 
should  be  thought  of 
when  there  is  a clinical 
triad  of  intermittent 
hematochezia,  multiple 
ectopic  pelvic  phleboliths 
on  abdominal  films  and 
cutaneous  hemangiomas. 

Several  groups  believe 
that  there  are  three  stages 
of  stem-cell  development.2 
The  first  stage  is  believed 
to  be  the  capillary 
hemangioma,  the  second 
stage  is  the  cavernous 
hemangioma  and  the  third 
stage  is  the  arteriovenous 
fistulas. 

Diagnosis  is  achieved 
with  endoscopy  by  identifying  bluish  submucosal 
masses  noted  within  engorged  vascular  channels.'1 
Other  diagnostic  means  such  as  abdominal  radiographs, 
barium  enema  and  mesenteric  angiography  are  slightly 
helpful.  Aylward  et  al  suggested  that  computerized 
tomography  can  be  utilized  in  diagnosis  of  lesions  by 
infiltrative  large  thickened  rectosigmoid  mesentery. 
Also,  there  has  been  an  association  of  cutaneous  and 
mucous  membrane  hemangiomas  that  can  be  identi- 
fied by  careful  physical  examination."  These  sites 
should  include  skin,  mouth,  lips,  tongue,  pharynx  and 
perianal  skin  region.  Biopsy  of  the  lesion  is  not  advis- 
able because  of  the  great  risk  of  life-threatening  hem- 
orrhage and  exsanguination.  Gentry  et  al  reported  a 
45  percent  mortality  in  20  untreated  patients  with  dif- 
fuse cavernous  hemangiomas.4 

Most  of  the  literature  is  surgical  since  once  diag- 
nosed, the  treatment  of  choice  is  surgical  resection. 
Sclerosant  agents6  and  local  excision7  have  been  at- 
tempted to  a lesser  extent 

The  most  effective  and  successful  option  for  treat- 


hemangiomatous  involvement  of  the  mucosa  and  submucosa  region. 
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merit  is  abdominoperitoneal  resection.8  Other  options 
exist  such  as  rectal  mucosectomy9  and  arterial 
embolization  of  feeding  vessels  of  the  inferior  mesen- 
teric artery.  The  former  method  has  limited  litera- 
ture for  evaluation  of  their  results  and  the  latter  ap- 
proach is  without  consistent  improvement  of  the  overall 
patient's  status.  Transanal  rectal  mucosectomy  and 
sphincter  preserving  operation  has  been  reported  re- 
cently with  success  as  conventional  bowel  resection 
and  colostomy  have  been  associated  with  large  blood 
loss  and  incontinence  which  is  of  significant  impor- 
tance due  to  the  young  age  of  the  patient  population. 
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Management  of  Echinococcosis  in  Mongolia 
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PERSONAL 
COMMENT: 

As  a surgeon 
who  struggled  to 
answer  the  1994- 
95  Surgical  Educa- 
tion and  Self  As- 
sessment Program 
Patient  Manage- 
ment problem  #2 
dealing  with 
Echinococcal  dis- 
ease, 1 thought  it 
beneficial  to  share 
with  American 
colleagues  some 
information  on 
this  unusual  pa- 
thology. The  ar- 
ticle to  follow  is 
based  on  a report 
by  Mongolian  surgical  instructors  with  whom  1 be- 
came acquainted  in  October  1993  while  working  in 
their  hospital  in  Ulaanbaatar.  Although  the  paper  is 
not  a prospective  study,  it  does  give  an  overview  of 
diagnosis,  treatment,  and  outcome  from  a disease  sel- 
dom seen  in  our  country.  Echinococcosis  is  frequently 
encountered  in  Mongolia  and  other  countries  (Africa, 
Middle  East,  Australia,  South  America)  where  animal 
husbandry  is  a way  of  life.  Although  this  parasitic 
disease  is  rare  in  the  USA,  it  is  becoming  more  fre- 
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quently  seen  with  increased  numbers  of  American 
world  travelers  and  foreign  immigrants  into  this  country. 

INTRODUCTION: 

Echinococcosis,  also  known  as  hydatid  disease,  is 
caused  by  the  parasite  Echinococcus  granulosus.  This 
is  a tapeworm  of  dogs  and  wolves,  for  which  sheep 
are  the  main  intermediate  hosts.  When  humans  un- 
knowingly ingest  the  egg  of  these  worms,  they  be- 
come intermediate  hosts.  The  newly  hatched  embryo 
then  may  pass  transmucosally  into  the  portal  circula- 
tion and  become  encysted  within  the  liver. 

The  resulting  malady  continues  to  be  a serious 
problem  for  the  medical  care  and  the  economy  of  many 
rural  countries.  In  spite  of  a decrease  in  frequency  of 
human  echinococcosis  in  Mongolia,  it  still  makes  up 
18%  of  the  sur- 
gical cases  in 
Central  Hospital 
and  it  carries  a 
6%  morbidity 
rate  in  affected 
patients.  Scien- 
tific studies  of 
echinococcosis 
started  in 
Mongolia  after 
1921,  when  Rus- 
sian epidemi- 
ologists, biolo- 
gists, veterinar- 
ians, and  sur- 
geons cooper- 
ated in  the 

study  of  this  Figure  2:  Small  Calcified  echinococcus 
disease  process.  (inactive)  in  the  liver. 


Figure  1:  Large  calcified  echinococcal 
cyst  under  left  diaphragm. 
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Figure  3:  Actively  growing  "honeycomb"  echinococcus 
in  the  liver  as  seen  on  ultrasound. 

Figure  4:  Calcified  echinococcus  in  the  liver  with 
"umbrella"  sign. 

Figure  5:  "Honeycomb"  sign  on  the  left  with  partially 
dead  central  cyst  seen  on  view  at  right. 

Figure  6:  Totally  dead  echinococcal  cyst  with  "pattern"  sign. 


Based  on  a retrospective  study  of  more  than 
1000  cases  of  echinococcosis  since  1960,  a research 
team  headed  by  Professor  P.  Dolgor  adapted  into 
the  practice  of  medicine  in  Mongolia  several  new 
diagnostic  and  operative  methods.  As  a result, 
the  statistics  have  shown  a decrease  in  morbid- 
ity among  patients  (13%  in  1946  to  2%  in  1988) 
with  more  chronic,  quiescent,  calcified  cysts  be- 
ing found. 

CLINICAL  MANIFESTATIONS  AND 
DIAGNOSIS: 

The  variety  of  clinical  manifestations  of 
echinococcosis  depends  on  stage,  location,  and 
size  of  the  hydatid  cysts.  The  following  clinical 
stages  have  been  proposed:  Stage  I - 

asymptomatic;  Stage  II  - clinical  manifestations 
of  pain,  swelling,  tenderness,  palpable  mass; 
Stage  III  - clinical  complications  of  the  disease 
with  rupture  or  suppuration.  The  diagnosis  of 
echinococcosis  is  based  on  clinical  findings,  labo- 
ratory tests,  and  investigations  with  X-ray  (Fig. 
1 and  2),  ultrasonography,  and  CT  scans.  Other 
less  frequently  used  X-ray  diagnostic  techniques 
include  pneumoperitoneum,  retropneumo- 
peritoneum,  splenoportography,  fistulography, 
radioscmtillation  scans,  and  finally  laparoscopy 
when  indicated. 
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Ultrasonography  has  been  available  in  Mongolia 
since  1983.  The  Japanese  equipment  used  has  been 
helpful  in  establishing  and  describing  the  following 
typical  ultrasonographic  findings.  First,  the  typical  clear 
round  contour  of  a hydatid  cyst  capsule.  Secondly,  a 
round  shaped  formation  with  multiple  septae  (daugh- 
ter cysts)  creating  a "honeycomb"  effect  (Fig.  3). 
Thirdly,  complete  reflection  of  ultrasound  waves  from 
the  top  of  a fibrotic,  calcified  cyst  creating  the  "um- 
brella sign"  (Fig.  4).  Fourthly,  live  daughter  cysts  surround- 
ing a partially  dead  main  central  cyst  (Fig.  5),  and  fi- 
nally, the  content  of  a totally  dead  non-calcified  cyst 
reveals  a "patterned"  sign  (Fig.  6). 

TREATMENT: 

The  primary  treatment  for  echinococcal  disease  is 
surgical . Operative  approach  depends  on  location  and  size 
of  cyst  and  on  the  condition  of  the  patient.  These  approaches 
may  be  transthoracic,  thoracoabdominal,  or  subcostal,  trans- 
verse or  midline  abdominal.  The  open  technique  of  re- 
moving an  echinococcal  cyst  is  used  in  severe  cases  of 
suppuration  or  rupture  of  the  cyst  for  the  prolonged 
evacuation  of  purulent  drainage.  The  semi-open  tech- 
nique may  also  be  used  in  case  of  suppuration  of  the 
cyst.  After  the  cystic  content  is  evacuated  and  irrigated, 
one  or  two  large  tubes  are  used  in  the  residual  cavity 
for  external  drainage.  A second  operation  is  performed 
after  the  patient's  clinical  condition  improves  for  re- 
moval of  the  residual  cavity.  The  closed  method  is 
used  preferentially  when  the  cysts  are  comparatively 
young  with  thin  elastic  and  fibrotic  walls.  This  method 
is  suggested  for  echinococcosis  of  the  general  abdomi- 
nal cavity.  The  negative  aspect  of  this  method  is  that 
the  remaining  space  created  by  the  removed  cyst,  may 
require  repeated  aspirations  of  serous  fluid  by  percu- 
taneous puncture  or  by  additional  surgery  to  obliter- 
ate the  space.  Surgical  obliteration  of  the  residual  cav- 
ity is  done  by  removing  the  non-vascularized  parts  of 
the  fibrotic  capsule  and  re-approximating  the  remain- 
ing parts.  This  most  commonly  applies  to  very  large 
cysts  deep  within  the  liver  parenchyma. 

Large  cysts  under  the  right  diaphragm  are  man- 
aged in  a special  manner  first  proposed  by  Professor 
P.  Dolgor  (Fig.  7).  The  cyst  is  carefully  aspirated  with 
care  not  to  spill  the  contents.  It  is  irrigated  then  with 
3-5%  Formalin  solution  for  a short  time  followed  by 
1:5000  Furacillin  solution.  Following  the  repeated  irri- 
gations, aspirations,  and  "sterilization"  of  the  cyst,  the 
fibrotic  capsule  is  separated  from  the  diaphragm  and 
surrounding  tissue  by  sharp  and  blunt  dissection  stay- 
ing close  to  the  fibrotic  capsule.  Once  the  non- 
vascularized  capsule  is  removed,  the  remaining  defect 
in  the  liver  is  closed  with  an  overlapping  mattress  stitch. 
If  the  diaphragm  has  been  thinned  out  excessively,  it 
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too  can  be  closed  with  a similar  overlapping  technique. 
The  operation  is  concluded  by  draining  the 
subdiaphragmatic  space.  Bile  fistulas,  if  present, 
should  be  sutured  and  obliterated  and  well-drained. 
Hydatid  cysts  that  rupture  into  the  pleural  space  or 
lung  require  additional  drainage  and  possibly  pulmonary 
lobectomy. 

Complications  of  this  surgical  treatment  include 
abscess,  empyema,  recurrent  hydatid  disease,  biliary 
fistulas,  and  bleeding.  Resection  of  liver  is  rarely  nec- 
essary. The  Mongolian  national  surgical  specialists 
have  learned  to  successfully  manage  the  complicated 
aspects  of  this  parasitic  disease.  Their  post-operative 
results  have  been  good  in  80%  of  patients  so  treated. 
Satisfactory  results  are  found  in  17%  with  only  a 3% 
unsatisfactory  outcome  over  a six-year  period  of  ob- 
servation. Thanks  to  the  combined  efforts  of  national 
clinicians  and  surgeons,  the  morbidity  of  echinococcal 
disease  in  this  ancient  eastern  land  is  decreasing.  The 
pathological  condition,  however,  remains  as  an  endemic 
problem  in  Mongolia  and  as  a diagnostic  challenge  to 
unsuspecting  physicians  with  such  patients  in  America. 


Figures  7 A and  B:  Technique  of  obliteration  of  cyst  cavity 
proposed  by  Professor  P.  Dolgor. 
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Medical  Ethics  vs.  Managed  Care: 

Medical  Journals  Voice  Physicians'  Concerns 

Kathleen  M.  Roman* 


Are  managed  care  contracts  impeding  doctors' 
ability  to  fulfill  their  ethical  responsibilities  within  the 
scope  of  the  physician-patient  relationship?  If  medical 
society  journals  throughout  the  country  are  any  indi- 
cation, the  answer  is  yes.  Physicians  are  increasingly 
voicing  concern  about  the  ways  in  which  managed 
care  policies  and  procedures  inhibit  adequate  patient 
care. 

Take,  for  example,  an  article  that  appeared  in  the 
June  19,  1995  issue  of  American  Medical  News.  In  this 
article,  the  author  aired  his  frustrations  regarding  the 
policies  of  a managed  care  organization  of  which  he  is 
a member.  In  one  instance,  a family  with  several  chil- 
dren was  assigned  to  the  author's  practice  - with  the 
exception  of  one  child  who,  for  some  unknown  rea- 
son, was  assigned  to  a physician  on  the  other  side  of 
town.  The  health  plan's  less-than-proactive  response 
to  this  problem  was  frustrating  for  the  child's  family 
as  well  as  for  the  reporting  physician. 

This  same  doctor  shared  another  problem  involv- 
ing a child  whom  he  treated  for  seborrheic  dermatitis. 
The  condition  persisted  and  the  doctor  wanted  to  re- 
fer the  child  to  a dermatologist. 

This  required  approval  of  an  MCO  board  which 
met  on  a weekly  basis  and  which  did  approve  a one- 
time-only visit  to  the  specialist.  Following  this,  the  child 
required  further  dermatologic  care,  but  this  once  again 
necessitated  the  approval  of  the  MCO  board  following 
its  next  meeting.  The  physician  decried  the  needless 
suffering  of  the  patient  and  the  inefficiency  of  a sys- 
tem that  values  bureaucracy  over  care. 

He  included  in  his  article  several  other  examples 
of  poor  communication,  mis-assignment  and  insensi- 
tivity to  the  inconvenience  of  patients. 

Another  topic  receiving  coverage  in  numerous 
medical  journals  is  length  of  stay.  Many  MCOs  are 
mandating  that  patients  go  home  at  what  are  consid- 
ered optimal"  recovery  times.  Ostensibly,  the  theory 
behind  this  reasoning  is  that,  if  appropriate  care  is 
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provided,  the  patient's  recovery  will  be  optimal.  Not 
necessarily.  In  New  Jersey,  for  instance,  where  man- 
aged care  entities  were  increasingly  requiring  that  nor- 
mal deliveries  be  sent  home  within  twenty-four  hours, 
the  doctors  were  so  outraged  that  the  legislature 
stepped  in  to  put  an  end  to  this  stipulation.  Physi- 
cians feel  frustrated  when  they  see  patients  being  re- 
quired to  go  home  when  there  are  valid  reasons  why 
the  patient  should  still  be  hospitalized.  The  Medical 
Society  of  New  Jersey  has  also  been  active  in  advocat- 
ing for  continued  treatment  by  existing  providers  when 
patients  with  certain  conditions  much  change  man- 
aged care  plans.  Additionally,  the  Society  is  putting 
pressure  on  the  state  legislature  to  force  MCOs  to  pro- 
vide more  information  to  its  enrollees  and  to  disci- 
pline MCOs  that  penalize  doctors  for  fulfilling  their 
ethical  responsibility  to  act  as  patient  advocates. 

Many  doctors  are  refusing  to  sign  patients  out  of 
hospitals  under  these  cost-only  circumstances,  elect- 
ing instead,  to  abide  by  professionally  designed  prac- 
tice parameters  and  guidelines.  Hospitals  can  go  to 
bat  for  their  physicians  by  providing  support  for  the 
doctors'  care  decisions,  especially  when  they  concur 
with  the  hospital's  practice  guidelines. 

When  there  is  an  emergent  condition,  the  MCO 
may  be  accruing  risk  to  itself  for  lagging.  In  the  case  of 
Blue  Cross  and  Blue  Shield  of  Arizona  vs.  The  Ari- 
zona Board  of  Examiners,  a physician  determined  that 
his  patient  required  gallbladder  surgery  and  so  in- 
formed the  insurer.  The  UR  physician  denied  the  pro- 
cedure stating  that  the  indications  were  insufficient 
and  that  a second  opinion  would  be  necessary  before 
the  surgery  could  again  be  considered.  The  surgeon 
performed  the  surgery  without  the  Blue's  permission 
and  test  results  indicated  that  the  gallbladder  had  in- 
deed been  diseased.  At  this  point,  the  MCO  agreed  to 
pay  for  the  surgery.  But  the  physician  appealed  to  the 
state  on  the  patient's  behalf  claiming  that  the  original 
denial  of  coverage  indicated  a reckless  disregard  for 
the  patient's  safety.  The  board  reviewed  the  complaint 
and  issued  a mild  form  of  discipline,  a formal  "letter 
of  concern  " The  Blues  appealed  but  the  superior  court 
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rejected  the  argument  finding  that  the  board  did  have 
jurisdiction  to  review  the  "medical  decisions"  made  by 
the  MCO  director. 

While  the  various  state  medical  societies  continue 
to  apprise  their  members  of  areas  of  concern  regarding 
managed  care,  and  the  courts  continue  to  produce  case 
law  that  will  lead  to  standards,  this  seems  a likely  time 
for  physicians  to  work  together  with  other  health  care 
professionals  to  educate  managed  care  entities  about 
ways  in  which  managed  care  actually  can  impede  both 
quality  and  cost  improvement  progress.  By  welcoming 
and  by  participating  in  dialogue  with  MCOs,  physi- 
cians can  be  catalysts  for  change,  change  that  will  ben- 
efit all  health  care. 

State  medical  societies  are  keeping  an  eye  on  MCOs 
and  apprising  doctors  of  the  risks  - and  making  sug- 
gestions about  how  to  address  the  risks.  For  example, 
the  Ohio  State  Medical  Association  has  forwarded  a 
legislative  proposal  on  "managed  care  fairness."  The 
society  indicated  that  its  membership  felt  such  a pro- 
posal was  needed  and  that  the  managed  care  market- 
place had  eroded  the  doctor-patient  relationship. 

One  Florida  medical  association  decided  to  rate  the 
local  managed  care  entities  on  a number  of  issues.  Their 
survey,  in  which  they  solicited  input  from  society  mem- 
ber physicians  resulted  in  a breakdown  of  data  con- 
cerning quality  of  services  available  to  patients,  timeli- 
ness of  response  from  the  MCO,  reliability  in  keeping 
its  end  of  the  financial  bargain,  and  contract  issues. 
Other  states  are  also  paying  attention  to  contracting 
issues.  In  a similar  fashion,  American  Medical  News  re- 
quested in  its  June  26  issue  that  physicians  contact  the 
AMA  regarding  their  experiences  with  health  plans. 
Specifically,  the  article  targeted  five  major  topics:  health 
plan  decision-making  involving  treatment  and  utiliza- 
tion review;  reimbursement  and  capitation  rates;  due 
process  and  appeal  rights,  including  those  governing 
physician  deselection  from  networks;  contract  gag  rules, 
and  hold  harmless  and  indemnity  clauses.  Also  solic- 
ited were  examples  of  "positive  aspects  of  health  plans 
that  could  serve  as  models  for  other  plans."  The  Penn- 
sylvania Medical  Society  has  also  joined  the  ranks  of 
those  organizations  seeking  to  clarify  doctors'  prob- 
lems with  "managed  care  interference."  "If  you  have  a 
story  you  would  like  to  share  that  may  be  convincing 
to  non-physician  audiences  (legislators,  regulators,  the 
media  and  the  general  public),  we'd  like  to  know  about 
it,"  the  society's  journal  told  readers  in  its  June  1995 
issue. 

Almost  every  state  medical  society  gives  record  of 
some  activity  regarding  the  need  for  doctors  to  have 
greater  input  into  the  managed  care  process.  In  some 
instances,  the  goal  is  fairly  uncomplicated.  For  example, 
the  December  1994  issue  of  Minnesota  Medicine  offered 
a shopping  list  of  risk  management  issues  for  doctors 


considering  MCO  participation.  But  other  groups  voice 
a stronger  message.  In  Missouri,  the  most  recent  is- 
sue of  The  Green  County  Medical  Society  Bulletin  in- 
cluded an  editorial  advocating  "a  system  that  lets  you 
(physicians),  not  bureaucrats,  make  the  medical  deci- 
sions." And  some  states  are  going  even  further.  In 
North  Dakota,  where  managed  care  is  still  in  its  in- 
fancy, the  state  medical  association  has  formed  a com- 
mittee to  study  the  feasibility  of  a physician-owned 
plan  while  a group  of  Nevada  physicians  has  set  up  a 
statewide  "managed  care  medical  society." 

The  Journal  of  the  Medical  Association  of  Georgia  dedi- 
cated its  April  1995  issue  to  managed  care  issues.  Top- 
ics addressed  included:  "Managed  Care,  Threat  or 
Opportunity?"  "Medical  Ethics  and  Managed  Care;" 
"Managed  Health  Care-Patient  Protection  or  Abuse?" 
"Pace  of  Managed  Care  Leaves  Patient  Safeguards 
Behind;"  "'Why  Managed  Care  Won't  Last"  and  "On 
the  Ethics  of  Managed  Competition,"  among  others. 
Increasingly,  doctors  are  networking  about  medical 
decision-making  issues.  They  have  realized  that  the 
MCO  may  want  to  dictate  the  rules  for  providing  care 
- but  the  courts  had  tended  to  hold  the  doctor  ac- 
countable for  those  decisions. 

If  physicians  participate  in  a process  of  education 
and  negotiation,  the  uncertainty  engendered  by  man- 
aged care  entities  may  be  replaced  by  a stronger  and 
more  workable  commitment  to  quality  care  and  cost- 
effectiveness.  Until  recently,  the  major  players  in  this 
process  of  establishing  the  "rules"  for  managed  care 
have  not  included  physicians.  Judging  by  the  prolif- 
eration of  physician-targeted  information,  the  time  has 
arrived  for  doctors  to  ensure  that  their  concerns  about 
quality,  gatekeeping,  patient  care  decisions,  appeals 
processes,  reimbursement  and  deselection  are  ad- 
dressed. 


Mark  Your  Calendars! 

AMS  Fall  Workshops 

September  28,  1995 
CPT  & ICD-9  Coding  for  OB-GYN 

September  29,  1995 
CPT  & ICD-9  Coding  for  Psychiatry 

St.  Vincent  Infirmary  Health  Education  Center 
Little  Rock,  Arkansas 
8:30  a.m.  - 4:00  p.m. 

Watch  your  mail  for  further  details 
or  call  the  AMS  office  at 
501-224-8967  or  800-542-1058. 
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ETHICAL  ISSUES  IN  MANAGED  CARE 
Statement  of  Principles 


In  June  1994  the  AMA’s  Council  on  Ethical  and  Judicial  Affairs  issued  recommendations  ad- 
dressing “Ethical  Issues  in  Managed  Care."  The  essence  of  these  recommendations,  which  were 
adopted  by  the  AMA  House  of  Delegates,  follows. 


1 . The  duty  of  patient  advocacy  is  a fundamental  element  of  the  physician-patient  relationship  that 
should  not  be  altered  by  the  system  of  health  care  delivery  in  which  physicians  practice.  Physi- 
cians must  continue  to  place  the  interests  of  their  patients  first. 

2.  When  managed  care  plans  restrict  the  care  that  physicians  may  provide,  the  following  principles 
should  be  followed. 

A.  Any  broad  allocation  guidelines  that  restrict  care  and  choices  beyond  the  normai  cost/ben- 
efit judgments  physicians  routinely  make  should  be  established  a policy  making  level  so 
that  individual  physicians  are  not  asked  to  engage  in  ad  hoc  bedside  rationing. 

B.  Physicians  must  advocate  for  any  care  they  believe  will  materially  benefit  their  patients. 

C Physicians  should  be  given  an  active  role  in  allocation  processes  and  should  advocate  for 
guidelines  that  are  sensitive  to  differences  among  patients.  Managed  care  plans  should  cre- 
ate structures  similar  to  hospital  medical  staffs  that  allow  physicians  to  have  meaningful, 
ongoing  input  into  the  plan’s  development  of  allocation  guidelines. 

D.  Adequate  appellate  mechanisms  for  both  patients  and  physicians  should  be  in  place  to  ad- 
dress disputes  regarding  medically  necessary  care. 

E.  Managed  care  plans  must  adhere  to  the  requirements  of  informed  consent,  assuring  patients 
full  disclosure  of  material  information,  including  limitations  or  restrictions  on  the  benefits 
package. 

F.  Physicians  should  continue  to  promote  full  disclosure  of  treatment  options  to  patients,  even 
if  the  managed  care  plan  does  not  cover  certain  options. 

G.  Physicians  should  only  participate  in  plans  that  encourage  or  require  care  that  meets  or 
exceeds  minimum  professional  standards. 

3.  Financial  incentives  to  physicians  are  permissible  only  if  they  promote  the  cost-effective  deliv- 
ery of  health  care  and  not  the  withholding  of  medically  necessary  care.  Financial  incentives 
should  be  based  on  quality  of  care,  fully  disclosed  to  patients  and  calculated  according  to  the 
performance  of  a sizable  group  of  physicians  rather  than  on  an  individual  basis. 

4.  Patients  have  an  individual  responsibility  to  be  aware  of  the  benefits  and  limitations  of  their 
health  care  coverage. 

In  addition  to  the  recommendations  described  above.  AMA  policy  supports  principles  which 

affirm  the  physician’s  professional  role  and  stature.  Among  them  are: 

A.  Physicians  should  receive  notice  and  an  opportunity  to  respond  before  any  adverse  actions 
are  taken  against  them. 

B.  Physicians  should  not  be  subject  to  unilateral  amendment  of  contracts. 

C.  Physicians  should  receive  actuarial  and  other  information  necessary  to  access  managed  care 
plan  performance. 

D.  Physicians  are  entitled  to  return  of  withholds  unless  the  withholds  are  required  to  maintain 
plan  solvency. 
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Fundamental  Elements  of 
the  Patient— Physician  Relationship 


From  ancient  times,  physicians  have  recognized  that  the  health  and  well-being  of  patients 
depends  upon  a collaborative  effort  between  physician  and  patient.  Patients  share  with  physi- 
cians the  responsibility  for  their  own  health  care.  The  patient-physician  relationship  is  of  great- 
est benefit  to  patients  when  they  bring  medical  problems  to  the  attention  of  their  physicians  in 
a timely  fashion,  provide  information  about  their  medical  condition  to  the  best  of  their  ability, 
and  work  with  their  physicians  in  a murually  respectful  alliance.  Physicians  can  best  contribute 
to  this  alliance  by  serving  as  their  patients'  advocate  and  by  fostering  these  rights: 

1 . The  patient  has  the  right  to  receive  information  from  physicians  and  to  discuss  the  benefits, 
risks,  and  costs  of  appropriate  treatment  alternatives.  Patients  should  receive  guidance  from 
their  physicians  as  to  the  optimal  course  of  action.  Patients  are  also  entitled  to  obtain  copies 
or  summaries  of  their  medical  records,  to  have  their  questions  answered,  to  be  advised  of 
potential  conflicts  of  interest  that  their  physicians  might  have,  and  to  receive  independent 
professional  opinions. 

2.  The  patient  has  the  right  to  make  decisions  regarding  the  health  care  that  is  recommended 
by  his  or  her  physician.  Accordingly,  patients  may  accept  or  refuse  any  recommended 
medical  treatment. 

3.  The  patient  has  the  right  to  courtesy,  respect,  dignity,  responsiveness,  and  timely  attention 
to  his  or  her  needs. 

4.  The  patient  has  the  right  to  confidentiality.  The  physician  should  not  reveal  confidential 
communications  or  information  without  the  consent  of  the  patient,  unless  provided  for  by 
law  or  by  the  need  to  protect  the  welfare  of  the  individual  or  the  public  interest. 


5.  The  patient  has  the  right  to  continuity  of  health  care.  The  physician  has  an  obligation  to 
cooperate  in  the  coordination  of  medically  indicated  care  with  other  health  care  providers 
treating  the  patient.  The  physician  may  not  discontinue  treatment  of  a patient  as  long  as 
further  treatment  is  medically  indicated,  without  giving  the  patient  reasonable  assistance 
and  sufficient  opportunity  to  make  alternative  arrangements  for  care. 

6.  The  patient  has  a basic  right  to  have  available  adequate  health  care.  Physicians,  along  with 
the  rest  of  society,  should  continue  to  work  toward  this  goal.  Fulfillment  of  this  right  is 
dependent  on  society  providing  resources  so  that  no  patient  is  deprived  of  necessary  care 
because  of  an  inability  to  pay  for  the  care.  Physicians  should  continue  their  traditional 
assumption  of  a part  of  the  responsibility  for  the  medical  care  of  those  who  cannot  afford 
essential  health  care.  Physicians  should  advocate  for  patients  in  dealing  with  third  parties 
when  appropriate. 

Report  of  the  Council  on  Ethical  and  Judicial  Affairs  of  the  American  Medical  Association. 

Originally  adopted  June  1990 ; updated  June  1994. 
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Cardiology  Commentary  and  Update 


J.  David  Talley,  M.D.* 
Mitchell  W.  Krucoff,  M.D.** 


DIAGNOSIS  AND  TREATMENT  OF  ACUTE  CORONARY  ISCHEMIC 
SYNDROMES:  AN  UPDATE  FOR  1995 


INTRODUCTION 

This  issue  of  CCU  will  highlight  recent  advance- 
ment in  the  diagnosis  and  treatment  of  acute  ischemic 
syndromes  related  to  coronary  artery  disease.  We  will 
specifically  focus  on  electrocardiographic  and  biochemi- 
cal markers  of  myocardial  ischemia  and  infarction  as 
well  as  new  antiplatelet  and  antithrombin  medication. 
Novel  dosing  schedules  of  existing  thrombolytic  agents 
will  also  be  explored. 

WHAT’S  NEW  IN  DIAGNOSIS? 

Continuous  ST  Segment  Monitoring1 

The  interplay  of  fixed  atheroma,  coronary  muscu- 
lar tone,  platelet  activation  and  deposition,  and  throm- 
bus formation  in  the  generation  of  unstable  coronary 
syndromes  has  been  a large  area  of  recent  investiga- 
tion and  advancement.  Cycles  of  plaque  rupture,  plate- 
let stimulation,  coronary  spasm,  and  thrombin  forma- 
tion are  common  pathways  to  gradual  atheroma  de- 
velopment or  acute  occlusion  of  a vessel.  In  this  con- 
text, the  progression  of  stable  angina,  ischemia,  and 
infarction  should  not  be  viewed  individually,  but  as  a 
spectrum  of  manifestations  of  the  underlying  coronary 
artery  disease. 

Prior  investigation  has  noted  that  continuous  moni- 
toring of  the  ST  segment  of  the  electrocardiogram 
(ECG)  may  reveal  ischemic  changes  even  without 
symptoms.2  Importantly,  the  total  duration  of  ECG 
ischemia  recorded  over  24  hours  on  ST  segment  re- 
cording is  correlated  with  adverse  patient  outcomes.3 
New  microprocessor-assisted  digital  ECG  monitoring 
now  provides  continuous  monitoring  and  instantaneous 
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analysis  of  all  12  electrocardiographic  leads.  Graphic 
display  of  this  data  allows  rapid  recognition  of  both 
the  qualitative  precordial  pattern  of  the  "ST  finger- 
print" and  the  quantitative  activity  of  that  pattern  of 
time  (Figure  1). 

Biochemical  Markers  of  Myocardial  Damage 

Since  the  mid  1960s,  measurement  of  myocardial 
enzymes  in  the  blood  stream  has  been  the  method  of 
determining  the  presence  and  extent  of  myocardial 
damage.  Commonly  used  tests  are  limited  by  lack  of 
specificity  (aspartate  aminotransferase,  AST)  or  delay 
in  serum  appearance  of  the  enzyme  (lactate  dehydro- 
genase, LDH).  The  current  gold  standards,  creatine 
kinase  (CK)  and  the  myocardial-specific  isoenzyme 
(CK-MB),  are  tarnished  by  lack  of  diagnostic  specific- 
ity. The  use  of  newly  discovered  enzymatic  and  non- 
enzymatic  markers  of  myocardial  necrosis  offer  the 
promise  of  improving  diagnostic  sensitivity  and  speci- 
ficity of  acute  myocardial  infarction  (MI). 

Enzymatic  Markers 

Iso-forms  of  Creatine  Kinase-MB.  CK  is  an  intracellu- 
lar enzyme  that  catalyzes  energy  transfer.  CK  is  found 
in  all  muscle  and  certain  other  tissue  including  the 
brain.  It  consists  of  two  subunits,  M and  B.  There  are 
three  combinations  of  these  two  subunits:  CK-MM 
(found  in  muscle),  CK-BB  (found  in  the  brain),  and 
CK-MB  (found  in  myocardial  muscle).  The  M subunit 
of  CK  has  a carboxyl  terminal  lysine  amino  acid,  which 
when  released  into  the  serum,  is  cleaved  by  a car- 
boxypeptidase-N  to  form  the  electronegative  subform, 
CK-MB,,  CK-MB,  (in  the  serum)  and  CK-MB,  (in  the 
myocardial  muscle)  appears  withm  one  hour  after  acute 
MI  (Figure  2).  Measurement  of  the  plasma  levels  of 
CK-MB,  and  the  ratio  of  MB,/MB,  have  a specificity 
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Figure  1:  A "ST  segment  fingerprint"  of  a patient  with  an  acute 
myocardial  infarction  obtained  by  continuous  monitoring  of  the 
ST  segment.  At  the  time  of  presentation,  there  was  a dramatic 
peak  of  ST  segment  elevation  in  the  precordial  leads.  Following 
the  period  of  elevation,  the  ST  segment  elevation  returned  to  the 
baseline.  Periods  of  recurrent  elevation  and  stabilization  follow. 

and  sensitivity  of  acute  MI  of  approximately  95%. 4 Use 
of  this  test  is  reported  to  refine  diagnostic  criteria  for 
admission  to  the  coronary  care  unit  by  50  to  70%. 5 

Nonenzymatic  Markers  in  the  Cytoplasm 

Myoglobin.  Myoglobin  is  a low  molecular  weight 
heme-protein  found  in  the  cytoplasm  of  cardiac  and 
skeletal  muscle.  Due  to  its  small  size,  it  appears  quickly 
in  the  serum  after  myocardial  necrosis.  The  ubiqui- 
tous nature  of  the  molecule  dramatically  decreases  the 
specificity  and  the  rapid  clearance  by  the  kidneys  de- 
ceases the  sensitivity  for  acute  MIT 

Troponin.  The  Troponin  complex  is  found  on  the 
thin  filament  of  the  muscle  myofibril  and  consists  of 
three  units,  C,  I,  and  T.  This  complex  regulates  the 
interaction  between  actin  and  myosin.  Troponin-C  is 
the  calcium  binding  subunit  and  is  found  in  skeletal 
and  cardiac  tissue  and  therefore  lacks  specificity  for 
myocardial  injury.  Troponin-1  is  the  actomyosin  AT- 
Pase-inhibiting  subunit  and  Troponin  T is  the  tro- 
pomyosin-binding subunit.  The  cardiac  and  skeletal 
muscle  forms  of  Troponin  I and  T are  coded  by  differ- 
ing gene  sequences  that  allow  for  specific  identifica- 
tion by  monoclonal  antibodies.6 

Cardiac  Troponin  I and  T are  not  found  in  the  se- 
rum of  normal  patients  and  therefore  are  specific  mark- 
ers of  acute  Ml.  Troponin  I is  more  specific  for  cardiac 
muscle  than  Troponin  T.  Both  subunits  appear  in  the 
serum  late  after  myocardial  necrosis  (four  hours) 
thereby  decreasing  sensitivity  for  acute  Ml. 7 Elevated 
levels  persist  for  four  to  seven  days  which  allow  for 
once-a-day  sampling  to  screen  for  the  presence  of  car- 
diac injury.6 

WHAT'S  NEW  IN  TREATMENT? 

Since  the  last  review  in  the  Journal9,  there  have 
been  exciting  developments  in  the  treatment  of  acute 


Ml.  Both  new  drugs  and  mechanical  therapies  are  re- 
cent advancements.  The  field  of  interventional  phar- 
macology can  best  be  categorized  as  agents  with  tar- 
geted inhibition  of  the  platelet,  thrombin,  and  throm- 
bus. Mechanical  therapy  may  be  viewed  as  primary 
treatment  of  acute  MI  with  direct  balloon  angioplasty 
and  adjunctive  therapy  with  intra-aortic  balloon 
counterpulsation. 

Interventional  Pharmacology 
Anti-platelet  Agents 

7E3.  Several  new  anti-platelet  agents  have  been 
developed  which  are  specific  blockers  of  the  glycopro- 
tein Ilb/IIIa  receptor  on  the  platelet  surface.  Inhibition 
of  this  receptor  blocks  platelet  aggregation.  The  mono- 
clonal antibody  against  the  Ilb/IIIa  receptor,  7E3, 
abciximab,  ReoPro™  (Eli  Lilly  and  Co.,  Indianapolis, 
IN  and  Centocor  B.V.,  Leiden,  The  Netherlands)  has 
recently  been  released  for  commercial  use  for  high  risk 
balloon  angioplasty.  In  patients  with  acute  Ml,  7E3 
decreased  adverse  clinical  outcomes  by  83%. 10 

Integrelin.  A cyclic  heptapeptide  that  has  a shorter 
half  life  than  7E3,  Integrelin  (COR  Therapeutics,  Inc., 
South  San  Francisco,  CA)  has  also  shown  particular 
promise  in  the  treatment  of  acute  MI.11  In  a recently 
completed  phase  II  trial,  Integrelin  when  used  in  com- 
bination with  aspirin,  heparin,  and  rt-PA  (100  mg/90 
minutes)  was  shown  to  give  100%  patency  of  the  infarct 
related  artery.12 

Anti-thrombins 

Heparin,  the  only  available  anti-thrombin,  func- 
tions by  activating  anti-thrombin  III,  and  the  active 
complex  of  heparin  and  antithrombin  111,  inhibits 
thrombin.  There  are  many  inhibitors  of  this  interac- 
tion including  elevated  circulating  levels  of  factor  VIII, 
anti-thrombin  III  deficiency,  obesity,  and  nitroglycer- 
ine. Fluctuating  levels  of  heparin  activity  account  for 
the  narrow  therapeutic  range.  Elevated  levels  are  cor- 
related with  hemorrhage  and  subtheraputic  amounts 
are  associated  with  recurrent  thrombosis. 

Hirudin.  Hirudin  is  a direct  antithrombin  that 
blocks  fibrinogen  binding  and  the  conversion  of  fi- 
brinogen to  fibrin.  It  has  a predictable  dose  response 
curve,  thereby  avoiding  the  peaks  and  valleys  of  thera- 
peutic efficacy.  A recently  completed  pilot  trial  of  hiru- 
din compared  with  heparin  in  patients  with  acute  MI, 
found  that  hirudin  decreases  the  occurrence  of  death 
or  recurrent  MI  by  more  than  50%. 13  These  prelimi- 
nary findings  are  currently  being  evaluated  in  three 
large  clinical  trials:  Global  Use  of  Strategies  to  Open 
Occluded  Coronary  Arteries  (GUSTO)  - I1B,  Hirudin 
for  the  Improvement  of  Thrombolysis  (HIT)  - 3, 
Thrombolysis  and  Thrombin  Inhibition  in  Myocardial 
Infarction  (TIMI)  - 9. 14 

Plasminogen  activators 

Recombinant  tissue  plasminogen  activator  (rt-PA, 
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Alteplase,  Genentech,  Inc.,  South  San  Francisco,  Ca) 
when  used  in  an  accelerated  dosing  format  (100  mg/90 
minutes,  given  as  a 15  mg  bolus,  0.75  mg/kg  given 
over  30  minutes  not  to  exceed  50  mg,  and  0.5  mg/kg 
over  60  minutes  not  to  exceed  35  mg)  improves  sur- 
vival in  the  vast  majority  of  all  patient  subsets  com- 
pared with  Streptokinase  (SK,  1.5  million  units/60  min- 
utes, Kabikinase®,  Pharmacia  Adria,  Dublin,  OH) 
when  given  either  with  subcutaneous  or  intravenous 
heparin.  It  is  also  superior  to  a combination  regiment 
of  rt-PA  and  SK.15  The  mechanism  of  this  survival  ben- 
efit is  the  rapid  velocity  of  early  patency  of  the  oc- 
cluded coronary  artery  responsible  for  the  acute  MI.16 
The  cost  to  society  of  the  use  of  rt-PA  is  on  par  with 
currently  acceptable  medical  therapies.17  The  scientific 
data  supporting  the  use  of  the  100  mg/90  minute  dos- 
ing regiment  of  rt-PA  has  not  only  allowed  the  United 
States  Food  and  Drug  Administration  to  make  the 
dosing  a part  of  the  product  insert  but  also  has  given 
rt-PA  a superiority  claim  compared  with  other  plasmi- 
nogen activators  including  streptokinase,  anistreplase 
(Eminase®,  APSAC,  SmithKline  Beecham  Pharmaceu- 
ticals, Philadelphia,  PA),  and  urokinase  (Abbokinase®, 
Abbott  Laboratories,  North  Chicago,  IL). 

Other  plasminogen  activators  currently  under 
evaluation  include  TNK,  a mutant  of  rt-PA  that  has 
increased  fibrin  specificity  and  prolonged  clearance  that 
allow  a bolus  injection.'8  Also  under  evaluation  is 
reteplase  that  also  has  a longer  half  life  also  allowing 
for  bolus  administration. 

Mechanical  Therapy 
Direct  Angioplasty 

The  exact  role  of  direct  balloon  angioplasty  as  pri- 
mary treatment  of  acute  MI  is  still  nebulous.  Pilot  stud- 
ies in  limited  numbers  of  patients  have  shown  remark- 
able results  compared  with  rt-PA  (100  mg/180  min- 
utes), dutaplase  (Actilys^®,  Boehringer  Ingelheim,  Re- 
search Triangle,  NC)  and  streptokinase.  A meta-analy- 
sis  of  all  published  trials  has  confirmed  the  results  of 
the  small  trials.19 The  primary  limiting  feature  of  this 
form  of  therapy  remains  the  limited  number  of  facili- 
ties that  provide  the  rapid  access  to  the  catheterization 
laboratory,  and  lack  of  experienced  primary  operators 
and  staff.  Additional  insights  into  the  applicability  of 
this  form  of  therapy  will  be  forthcoming  from  the  re- 
sults of  GUSTO-IIB.  This  is  the  largest  trial  to  date 
(n  = 1200)  to  evaluate  direct  balloon  angioplasty  com- 
pared with  aspirin,  heparin  or  hirudin,  and  rt-PA  given 
in  an  accelerated  dosing  format. 

Intra-aortic  Balloon  Counterpulsation 

The  prophylactic  use  of  intra-aortic  balloon 
counterpulsation  has  been  shown  in  clinical  trials  to 
decrease  the  need  for  repeat  balloon  angioplasty  or 
performance  of  coronary  bypass  surgery,  and  promotes 
patency  of  the  mfarct  related  artery  in  patients  felt  to 
be  at  high  risk  for  recurrent  ischemia  and  infarction 
after  acute  Ml.  Use  of  the  device  is  limited  to  high  risk 


patients  who  have  no  evidence  of  significant  periph- 
eral vascular  disease.20 

CONCLUSION 

Within  the  last  year  there  have  been  remarkable 
advancements  in  the  diagnosis  and  treatment  of  acu.  = 
MI.  Right  now,  continuous  monitoring  of  the  ST  seg- 
ment offers  improved  recognition  of  myocardial 
ischemia  before  the  development  of  myocardial  necro- 
sis. Early  detection  of  myocardial  cell  death  is  best 
detected  with  the  creatine  kinase  MB,  isoform.  Am- 
biguous CK-MB,  patterns  or  patients  who  present  late 
after  acute  MI  may  be  recognized  with  the  use  of  Tropo- 
nin I or  T levels.  For  1995,  state  of  the  art  pharmaco- 
logical treatment  of  acute  Ml  includes  targeted  therapy 
at  the  platelet  (aspirin),  thrombin  (heparin),  and  throm- 
bus (accelerated  rt-PA).  Direct  balloon  angioplasty  is 
reserved  for  patients  who  have  a contraindication  to 
pharmacological  therapy,  who  fail  to  reperfuse  with 
thrombolytic  therapy,  and  those  at  high  risk  such  as 
those  with  cardiogenic  shock. 
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Figure  2:  Biochemical  markers  of  acute  myocardial  infarction. 
Myoglobin  and  CK-MB  isoforms  appear  within  the  first  hour  of 
myocardial  necrosis,  while  LDH  and  Troponin  appear  later. 
Abbreviations:  CK-MB  = creatine  kinase  - myocardial  subunit, 
LDH  = lactate  dehydrogenase. 
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Information  provided  by  the  Arkansas  Department  of  Health 

INFLUENZA  VACCINE  RECOMMENDATIONS  FOR  THE  1995-96  SEASON 


The  following  information  was  excerpted  from  The  Centers 
for  Disease  Control  and  Prevention,  M MWR,  vol.  44,  No.  RR-3. 
Influenza  vaccine  is  strongly  recommended  for  any 
person  6 months  of  age  and  older  who,  because  of  age 
or  underlying  medical  condition,  is  at  increased  risk 
for  complications  of  influenza.  Health-care  workers 
and  others  (including  household  members)  in  close 
contact  with  persons  in  high-risk  groups  should  also 
be  vaccinated.  In  addition,  influenza  vaccine  may  be 
administered  to  any  person  who  wishes  to  reduce  the 
chance  of  becoming  infected  with  influenza.  The  triva- 
lent  influenza  vaccine  prepared  for  the  1995-96  season 
will  include  A/Texas/36/91-like  (H1N1),  A/ 
Johannesburg/33/94-like  (H3N2),  and  B/Beijmg/184/93- 
like  hemagglutinin  antigens. 

Because  the  1995-96  vaccine  differs  from  the  1994- 
95  vaccine,  supplies  of  the  1994-95  vaccine  should  not 
be  administered  to  provide  protection  for  the  1995-96 
influenza  season. 

Two  doses  administered  at  least  1 month  apart  may 
be  required  for  satisfactory  antibody  responses  among  pre- 
viously unvaccinated  children  less  than  9 years  of  age. 

Target  Groups  for  Vaccination  Programs 

To  maximize  protection,  the  groups  listed  below 
and  their  close  contacts  should  be  targeted  for  vacci- 
nation programs: 

- Persons  65  years  of  age  and  older, 

- Residents  of  nursing  homes  and  other  chronic- 
care  facilities  that  house  persons  of  any  age  with 
chronic  medical  conditions, 

- Adults  and  children  with  chronic  disorders  of 
the  pulmonary  or  cardiovascular  systems,  includ- 
ing children  with  asthma, 

- Adults  and  children  who  have  required  medical 
follow-up  or  hospitalization  during  the  preceding 
year  because  of  chronic  metabolic  diseases  (includ- 
ing  diabetes  melitus),  renal  dysfunction, 
hemoglobinopathies,  or  immunosuppression 
(including  immunosuppression  caused  by  medi- 
cations) and, 

- Children  and  teenagers  (6  months  to  18  years  of 


age)  who  are  receiving  long-term  aspirin  therapy 

and  therefore  might  be  at  risk  for  developing  Reye 

syndrome  after  influenza. 

Vaccination  of  Other  Groups 

General  population  - Physicians  should  administer 
influenza  vaccine  to  any  person  who  wishes  to  reduce 
the  likelihood  of  becoming  ill  with  influenza,  who  pro- 
vide community  services  and  students  or  other  per- 
sons in  institutional  settings  (e.g.,  those  who  reside  in 
dormitories). 

Pregnant  women  - Pregnant  women  who  have  medi- 
cal conditions  that  increase  their  risk  for  complications 
from  influenza  should  be  vaccinated  before  the  influ- 
enza season,  regardless  of  the  stage  of  pregnancy.  Ad- 
ministration of  influenza  vaccine  is  considered  safe  at 
any  stage  of  pregnancy. 

Persons  infected  with  Human  Immunodeficiency  Virus 
(HIV)  - Because  influenza  can  result  in  serious  illness 
and  complications,  vaccine  is  a prudent  precaution  and  will 
result  in  protective  antibody  levels  in  many  recipients. 

Foreign  travelers  - Persons  preparing  to  travel  to  the 
tropics  at  any  time  of  the  year  or  to  the  Southern  Hemi- 
sphere from  April  through  September  should  review 
their  influenza  vaccination  histories.  If  they  were  not 
vaccinated  the  previous  fall  or  winter,  they  should  con- 
sider influenza  vaccination  before  travel. 

Persons  Who  Should  Not  Be  Vaccinated 

Inactivated  influenza  vaccine  should  not  be  ad- 
ministered to  persons  known  to  have  anaphylactic 
hypersensitivity  to  eggs  or  to  other  components  of  the 
influenza  vaccine  without  first  consulting  a physician. 

Adults  with  acute  febrile  illness  usually  should  not 
be  vaccinated  until  their  symptoms  have  abated.  How- 
ever, minor  illnesses  with  or  without  fever  should  not 
contraindicate  the  use  of  influenza  vaccine,  particu- 
larly among  children  with  mild  upper  respiratory  tract 
infection  or  allergic  rhinitis. 

Side  Effects  and  Adverse  Reactions 

Respiratory  disease  after  vaccination  represents 
coincidental  illness  unrelated  to  influenza  vaccination. 
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The  most  frequent  side  effect  of  vaccination  reported 
by  fewer  than  one  third  of  vaccinees  is  soreness  at  the 
vaccination  site  that  lasts  for  up  to  2 days.  In  addi- 
tion, two  type  of  systemic  reactions  have  occurred: 


vember.  In  the  United  States,  influenza  activity  gen 
erally  peaks  between  late  December  and  early  March 
A limited  supply  of  influenza  vaccine  will  be  avail 
able  at  all  health  units  some  time  in  October. 


1.  Fever,  malaise,  myalgia  and 
other  systemic  symptoms  occur 
infrequently  and  most  often  affect 
persons  who  have  had  no  expo- 
sure to  the  influenza  virus  anti- 
gens in  the  vaccine  (e.g.,  young 
children).  These  reactions  begin 
6-12  hours  after  vaccination  and 
can  persist  for  1 or  2 days. 

2.  Immediate  - presumably  aller- 
gic - reactions  (e.g.,  hives, 
angioedema,  allergic  asthma  and 
systemic  anaphylaxis)  occur  rarely 
after  influenza  vaccination.  These 
reactions  probably  result  from  hy- 
persensitivity to  some  vaccine 
component;  the  majority  of  reac- 
tions are  most  likely  related  to  re- 
sidual egg  protein. 

Timing  of  Influenza  Activities 

The  optimal  time  for  organized 
vaccination  campaigns  for  persons  in 
high-risk  groups  is  usually  the  period 
from  mid-October  through  mid-No- 


Influenza  vaccine  dosage  by  age  group 
United  States,  1995-96  season 


Age  Group 

Product  1 Dosage 

No.  of  doses 

Route 

6-35  mos. 

Split 

virus 

only 

0.25  mL 

1 or  2* 

IM 

3-8  years 

Split 

virus 

only 

0.50  mL 

1 or  2* 

IM 

9-12  years 

Split 

virus 

only 

0.50  mL 

1 

IM 

>12  years 

Whole 

or 

split 

virus 

0.50  mL 

1 

IM 

* Two  doses  administered  at  least  one  month  apart  are 
recommended  for  children  < 9 years  of  age  who  are  receiving 
influenza  vaccine  for  the  first  time. 


FREE  VACCINE  PROVIDED  THROUGH  THE  VACCINES  FOR  CHILDREN  PROGRAM 


Physicians  interested  in  obtaining  free  vaccine  for 
patients  ages  birth  through  18  years  who  are  unin- 
sured, enrolled  in  Medicaid,  American  Indian  or  Alas- 
kan Native  may  participate  in  the  Vaccines  for  Chil- 
dren Program  (VFC).  This  program  is  administered 
through  the  Arkansas  Department  of  Health  with  funding 
from  the  Centers  for  Disease  Control  and  Prevention  (CDC). 

Medicaid  will  only  reimburse  for  the  administra- 
tion of  the  vaccines  that  are  covered  under  Arkansas 
VFC  but  not  for  the  vaccine  itself.  The  Medicaid  reim- 
bursement rate  as  of  July  1,  1995  is  $8.69.  The  vaccines 


covered  under  the  Arkansas  VFC  program  are  DTP, 
DTP-HIB  combined,  DT,  Td  adult,  HIB,  OPV,  EIPV, 
MMR,  and  Hepatitis  B for  the  pediatric  population. 
Vaccines  other  than  the  ones  listed  will  be  reimbursed 
at  the  standard  Medicaid  rate  for  Medicaid  recipients 
only.  The  current  fee  cap  is  $13.65  for  the  administra- 
tion of  the  covered  vaccines. 

Information  packets  and  enrollment  forms  for  the 
VFC  program  may  be  obtained  by  calling  the  Physi- 
cian/Provider Line  of  the  Arkansas  Department  of 
Plealth  Immunization  Division  at  1-800-574-4040. 


VACCINE  INFORMATION  STATEMENTS 


The  Public  Health  Services  Act,  Section  2126,  which 
became  effective  October  1,  1994,  requires  all  health 
care  providers  who  administer  any  vaccine  containing 
diphtheria,  tetanus,  pertussis,  measles,  mumps,  ru- 
bella or  polio  vaccine  to  provide  a copy  of  the  current 
relevant  vaccine  information  materials  prior  to  admin- 
istration of  the  vaccine.  These  materials,  referred  to 


as  vaccine  information  statements  (VIS)  must  be  pre- 
sented to  any  adult  that  will  receive  the  vaccine  or  the 
legal  representative  of  any  child  or  ward. 

Under  the  new  federal  guidelines  covering  the 
vaccines  noted  above,  it  is  no  longer  required  to  ob- 
tain the  signature  of  the  parent  or  legal  guardian  for 
consent.  However.  Arkansas  Statutes  do  require  consent 
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which  is  defined  as  "orally  or  otherwise."  It  is  also 
necessary  to  ensure  that  a record  of  providing  the  VIS's 
exist,,  therefore  providers  will  need  to  make  a notation 
in  each  patient's  medical  record  indicating  that  the  VIS's 
were  provided  at  the  time  of  vaccination.  The  current 
material,  dated  June  10,  1994,  along  with  the  notation 
of  the  antigen  as  indicated  on  the  back  of  the  new 
form  is  considered  sufficient  documentation  (i.e.,  DTP 
6/10/94  or  MMR  6/10/94,  etc.). 

Camera  ready  copies  of  the  new  single,  two-sided 
VIS  sheets  for  diphtheria,  tetanus  and  pertussis; 
measles,  mumps  and  rubella;  polio;  and  tetanus/diph- 
theria (age  7 or  more)  are  available  from  the  Arkansas 
Department  of  Health.  The  packet  containing  the  VIS's 
has  additional  questions  and  answers  along  with  copies 


of  the  federal  registry  relating  to  the  PHS  Act. 

The  Arkansas  Department  of  Health  has  vaccine 
information  materials  for  hepatitis  b (dated  May  27, 
1992)  and  haemophilus  influenzae  type  b (dated  June 
6,  1991).  These  are  considered  current  as  they  have 
not  been  revised  by  CDC.  Foreign  language  copies 
may  also  be  requested  for  most  known  languages. 
Most  of  the  foreign  language  vaccine  information  ma- 
terials are  the  pamphlet  format,  as  Spanish  is  the  only 
language  currently  revised  into  the  single,  two-sided 
sheet  format. 

To  obtain  the  VIS  packet  or  other  information,  call 
the  Physician/Provider  Line  of  the  Arkansas  Department 
of  Health  Immunization  Division  at  1-800-574-4040. 


Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  May  1995 


The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due 
to  the  effects  of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the 
date  the  disease  was  reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases  May 
1995 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 
Reported 
Cases 
YTD  1993 

Total 

Reported 

Cases 

1994 

Total 

Reported 

Cases 

1993 

Campylobacteriosis 

10 

50 

48 

46 

187 

130 

Giardiasis 

5 

39 

35 

45 

126 

150 

Shigellosis 

15 

50 

65 

44 

193 

201 

Salmonellosis 

24 

70 

82 

88 

534 

402 

Hepatitis  A 

33 

115 

39 

32 

253 

74 

Hepatitis  B 

1 

23 

21 

42 

60 

90 

HIB 

0 

3 

2 

8 

6 

8 

Meningococcal  Infections 

2 

20 

31 

18 

55 

27 

Viral  Meningitis 

0 

4 

18 

16 

62 

79 

Lyme  Disease 

0 

2 

8 

5 

15 

8 

Rocky  Mountain  Spotted  Fever 

2 

9 

4 

2 

18 

17 

Tularemia 

4 

6 

10 

19 

23 

36 

Measles 

0 

2 

1 

0 

5 

0 

Mumps 

0 

3 

4 

7 

7 

10 

Rubella 

0 

0 

0 

0 

0 

0 

Legionellosis 

0 

1 

5 

4 

16 

6 

Pertussis 

1 

7 

19 

5 

33 

17 

Tuberculosis 

18 

107 

86 

73 

264 

209 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  A<^ 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


(501)  664-4411 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


MedPlus  specializes  in  providing  a variety  of 
medical  equipment  lease  plans  for  all  healthcare 
providers,  including  physicians  and  hospitals.  Our 
plans  are  strategically  designed  for  today's  complex, 
technologically-dependent  medical  environment. 

• Procedure  Lease 

* Lease  Purchase 

• Off  Balance  Sheet  Lease 

♦ Fair  Market  Value  Lease 

• Joint  Venture  Strategies 

♦ Real  Estate 


MedPlus 


HEALTHCARE 


FINANCIAL 


RESOURCES 


Call  today  at  1-800-643-0944  for  more  information. 
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HIV  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 
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I Of  the  3,206  Arkansans  reported  to  be  HIV+,  1,762  have  been  diagnosed  with  AIDS.  (6/12/95)1 


AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 
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New  Members 


BATESVILLE 

Cummins,  Thomas  Hunt,  Internal  Medicine.  Medi- 
cal Education,  UAMS,  1992.  Internship/Residency, 
UAMS,  1993/1995.  Board  pending. 

Jeffrey,  Jay  Raleigh,  General  & Vascular  Surgery. 
Medical  Education,  University  of  Louisville,  1990.  In- 
ternship/Residency,  State  University  of  New  York 
School  of  Medicine,  Buffalo,  1991/1995. 

BENTON 

Jones,  Robert  Eugene,  General  Practice.  Medical 
Education,  UAMS,  1951.  Internship,  St.  Vincent  Infir- 
mary, 1952. 

Menard,  John  Carlos,  Internal  Medicine  and  Pe- 
diatrics. Medical  Education,  UAMS,  1991.  Internship/ 
Residency,  UAMS,  1992/1995.  Board  eligible. 

CAMDEN 

Alhariri,  Mirfat,  Internal  Medicine/Hematology/ 
Oncology.  Medical  Education,  Aleppo  University, 
Aleppo,  Syria,  1984.  Internship/Residency,  St.  Barnabas 
Hospital,  New  York,  1990/1992.  Board  certified. 

DOVER 

Rickey,  Jean  Mauch,  Family  Practice.  Medical  Edu- 
cation, University  of  Oklahoma  School  of  Medicine, 
1967.  Internship,  Cincinnati  General  Hospital,  1968. 
Board  certified. 

EL  DORADO 

Reis,  Ivory  A.,  Ophthalmology.  Medical  Educa- 
tion, UAMS,  1989.  Intemship/Residency,  UAMS,  1991/1995. 

Sheppard,  Julius  K.,  Orthopedic  Surgery.  Medi- 
cal Education,  UAMS,  1967.  Internship/Residency,  St. 
Luke's  Hospital,  1968/1972.  Board  certified. 

FAYETTEVILLE 

Lloyd,  Richard  Alan,  Psychiatry.  Medical  Educa- 
tion, Stanford  University  School  of  Medicine,  Palo  Alto, 
Calif.,  1966.  Internship,  Stanford  Medical  Center,  1967. 
Residency,  University  of  California,  Los  Angeles, 
Neuropsychiatric  Institute,  1971.  Board  certified. 

Mitchell  Jr.,  Banford  Raye,  Orthopedics.  Medical 
Education,  University  of  Tennessee,  Memphis,  1989. 
Internship,  University  of  Tennessee,  1990.  Residency/ 
Fellowship,  Campbell  Clinic,  1994/1995. 

FORT  SMITH 

Elian  Samir  A.,  Cardiology.  Medical  Education 
University  of  Jordan  School  of  Medicine,  Amman  - 
Jordan,  1983.  Internship,  Prince  George's  Hospital, 
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Cheverly,  Maryland,  1989  and  West  Virginia  Univer- 
sity Hospital,  1992.  Residency,  University  of  Missouri 
at  Kansas  City,  1995.  Board  certified. 

Horan,  Michelle  M.,  Family  Practice.  Medical  Edu- 
cation, University  of  Texas  Medical  School,  Houston, 
1992.  Internship/Residency,  AHEC,  Fort  Smith,  1993/ 
1995.  Board  pending. 

Lewis,  George  Luke,  Dermatology.  Medical  Edu- 
cation, University  of  Texas  Medical  Branch,  Galveston, 
1987.  Internship/Residency,  Scott  and  White  Memo- 
rial Hospital,  Temple,  Texas,  1988/1990.  Additional  resi- 
dency, Texas  Tech  University  HSC,  Lubbock,  Texas, 
1995.  Board  certified. 

Osborn,  Daniel  Roland,  Ophthalmology.  Medi- 
cal Education,  Indiana  University  School  of  Medicine, 
Indianapolis,  1991.  Internship,  Methodist  Hospital  of 
Indianapolis,  1992.  Residency,  Indiana  University  Dept, 
of  Ophthalmology,  1995.  Board  eligible. 

Sheikha,  Mouhammed  K.,  Internal  Medicine. 
Medical  Education,  Damascus  University  Medical 
School,  Damascas,  Syria,  1986.  Internship,  Residency, 
Columbus  Hospital.  Chicago,  1993/1995. 

Tisdale,  Bernard  Alvan,  Radiation  Oncology. 
Medical  Education,  University  of  Virginia, 
Charlottesville,  1985.  Internship,  University  of  Virginia, 
1986.  Residency,  University  of  Virginia,  1988  and  Uni- 
versity of  Louisville,  1995.  Board  certified. 

HEBER  SPRINGS 

Carey,  Victor  Frank,  Urology.  Medical  Education, 
Tulane  University,  New  Orleans,  1946.  Internship, 
North  Louisiana  Sanitarium,  Shreveport,  1947.  Resi- 
dency, Charity  Hospital,  Shreveport,  1953.  Board  certified. 

HELENA 

Hall,  Scott  Alan,  Family  Practice.  Medical  Educa- 
tion, UAMS,  1992.  Internship/Residency,  AHEC-N.E., 
1993/1995.  Board  certified. 

HOT  SPRINGS 

Watermann,  Eugene,  Psychiatry.  Medical  Educa- 
tion, University  of  Texas  Southwestern  Medical  School, 
Dallas,  1953.  Internship,  Parkland  Hospital,  Dallas, 
1954.  Residency,  Spring  Grove  State  Hospital,  Mary- 
land, 1959  and  The  Psychiatric  Institute  of  the  Univer- 
sity of  Maryland,  1960. 

JONESBORO 

Yoser,  Seth  Leigh,  Ophthalmology.  Medical  Edu- 
cation, University  of  California  School  of  Medicine,  Los 
Angeles,  1988.  Internship.  Cedars  Smai  Medical  Cen- 
ter, 1989.  Residency,  Illinois  Eye  & Ear  Infirmary,  Chi- 
cago, 1993.  Board  certified. 
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LITTLE  ROCK 

Blair,  Susan  D.,  Ophthalmology.  Medical  Educa- 
tion, UAMS,  1989.  Internship,  UAMS,  1990.  Residency, 
Georgetown  University,  Washington,  D.C.,  1993.  Board 
eligible. 

Carrico,  John  David,  Ophthalmology.  Medical 
Education,  UAMS,  1963.  Internship,  Arkansas  Baptist 
Hospital,  1964.  Residency,  Tulane  University,  New  Or- 
leans, 1969. 

Florez,  James  Patrick,  Pulmonary/Internal  Medi- 
cine. Medical  Education,  University  of  Kansas  School 
of  Medicine,  Kansas  City,  1973.  Internship/Residency, 
University  of  Kansas  School  of  Medicine,  1974/1976. 
Board  certified. 

Guevara,  John  C.,  Anesthesiology.  Medical  Edu- 
cation, UCLA  School  of  Medicine,  Los  Angeles,  1987. 
Internship/Residency,  UCLA,  1988/1991.  Board  certi- 
fied . 

Hopkins,  Karmen,  Family  Practice.  Medical  Edu- 
cation, Texas  Tech  University  School  of  Medicine,  Lub- 
bock, 1983.  Internship/Residency,  AHEC,  Pine  Bluff, 
1984/1986.  Board  certified. 

Hughes,  Laurie  O.,  Pediatric  Orthopedic  Surgery. 
Medical  Education,  University  of  Texas  Medical  Branch 
at  Galveston,  1988.  Internship/Residency,  UAMS,  1989/ 
1993. 

Lipsmeyer,  Eleanor  Ann,  Rheumatology.  Medi- 
cal Education,  UAMS,  1962.  Internship,  UAMS,  1963/ 
1966.  Board  certified. 

Maes,  LouAnn  Young,  Pathology/Microbiology. 
Medical  Education,  UAMS,  1991.  Internship/Residency, 
UAMS,  1992/1995. 

McMahon,  Robert  M.,  Gastroenterology.  Medi- 
cal Education,  Washington  University,  St.  Louis,  Mis- 
souri, 1989.  Internship/Residency,  Jewish  Hospital  of 
Washington  University,  1990/1992.  Fellowship,  UAMS, 
1995.  Board  eligible. 

Moran,  Kevin  M.,  Orthopedic  Surgery.  Medical 
Education,  University  of  Texas  Medical  School,  Hous- 
ton, 1990.  Internship/Residency,  UAMS,  1991/1995. 

Nichols  II,  Roger  D.,  Radiology.  Medical  Educa- 
tion, University  of  Iowa  College  of  Medicine,  Iowa  City, 
1989.  Internship/Residency,  University  of  Nebraska 
Medical  Center,  1990/1994.  Board  certified. 

Rahman,  Holly  Elizabeth,  Pediatric.  Medical  Edu- 
cation, UAMS,  1991.  Internship/Residency,  Arkansas 
Children's  Hospital,  1992/1994.  Board  pending. 

Rapp,  Richard  J.,  Endocrinology  & Metabolism. 
Medical  Education,  Free  University  of  Brussels,  Bel- 
gium, 1981.  Internship,  Albany  Medical  College,  1982. 
Residency,  Albany  Medical  Center  Hospital,  1986. 
Board  certified. 

Schmidt,  David  Allan,  Emergency  Medicine. 
Medical  Education,  UAMS,  1985.  Internship,  UAMS, 
1986. 

Smith  Jr.,  Vestal  B.,  Physical  Medicine  & Reha- 
bilitation. Medical  Education,  UAMS,  1990.  Internship/ 
Residency,  UAMS,  1991/1992.  Board  eligible. 


Trussell,  Anne  Rowland,  Internal  Medicine.  Medi- 
cal Education,  UAMS,  1992.  Internship/Residency, 
UAMS,  1993/1995.  Board  eligible. 

Van  Hemert,  Rudy  L.,  Radiology.  Medical  Educa- 
tion, University  of  New  Mexico,  Albuquerque,  1989. 
Residency/Fellowship,  UAMS,  1993/1995.  Board  certi- 
fied. 

Yaseen,  Mohammad,  Pediatric  Gastroenterology. 
Medical  Education,  Punjab  Medical  College,  Faisalabad, 
Pakistan,  1980.  Internship/Residency,  Western  Reserve 
Care  System,  1990/1992.  Board  certified. 

Yazdani,  Aijaz  Ahmed,  Interna!  Medicine  (Pul- 
monary Medicine).  Medical  Education,  Liaquat  Medi- 
cal College,  Jamshoro,  Hyderabad,  (Sindh)  Pakistan, 
1978.  Internship/Residency,  UAMS,  1994/1995. 

MOUNTAIN  HOME 

McBride,  Anthony  Duane,  Orthopedic/Spine. 
Medical  Education,  Louisiana  State  University  Medi- 
cal Center,  Shreveport,  1988.  Internship/Residency, 
Louisiana  State  University  Medical  Center,  1990/1994. 
Fellowship,  Texas  Back  Institute,  1995.  Board  eligible. 

MOUNTAIN  VIEW 

Carroll,  Barry  Scott,  Family  Medicine.  Medical 
Education,  UAMS,  1992.  Internship/Residency,  AHEC, 
Jonesboro,  1993/1995.  Board  pending. 

NORTH  LITTLE  ROCK 

Calkins  Jr.,  Joe  B.,  Cardiology.  Medical  Educa- 
tion, Medical  College  of  Virginia,  Richmond,  1987.  In- 
ternship/Residency, UAMS,  1988/1990.  Fellowship,  The 
George  Washington  University  and  UAMS,  1995.  Board 
certified,  internal  medicine.  Board  eligible,  cardiology. 

PINE  BLUFF 

Baho,  Haysam,  Pediatrics.  Medical  Education, 
Aleppo  University  Medical  School,  Aleppo,  Syria,  1990. 
Internship/Residency,  University  of  Tennessee  at  Mem- 
phis, 1992/1994. 

ROGERS 

Chitwood,  G.  Glen,  Radiology.  Medical  Educa- 
tion, UAMS,  1977.  Residency,  University  of  Oklahoma, 
Oklahoma  City,  1981.  Board  certified. 

Haney,  Rondall  Kevin,  Radiology.  Medical  Edu- 
cation, UAMS,  1991.  Residency,  University  of  Texas 
Medical  Branch,  1995.  Board  certified. 

RUSSELLVILLE 

Cunningham,  James  A.,  Surgery.  Medical  Educa- 
tion, New  York  Medical  College,  Valhalla,  New  York, 
1980.  Internship/Residency,  Walter  Reed  AMC,  1981/ 
1986.  Board  certified. 

McCraw  Barry  William,  Pediatrics.  Medical  Edu- 
cation, University  of  Mississippi  School  of  .Medicine 
Jackson,  1983.  Internship/Residency,  University  of  Ala- 
bama, Birmingham,  1984/1986.  Board  certified 
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VAN  BUREN 

Silver,  Danny,  Emergency  Medicine.  Medical  Edu- 
cation, University  of  North  Carolina  School  of  Medi- 
cine at  Chapel  Hill,  1991.  Internship/Residency, 
Richland  Memorial  Hospital  & University  of  South 
Carolina,  1992/1994.  Board  certified. 

OUT  OF  STATE 

Economides,  Nicholas,  Plastic  & Reconstructive 
Surgery.  Medical  Education,  University  of  Athens 
Medical  School,  Athens,  Greece,  1973.  Internship,  Bap- 
tist Memorial  Hospital,  Memphis,  1975.  Residency, 
Baptist  Memorial  Hospital,  1979  and  University  of  Ten- 
nessee, 1981.  Board  certified. 

RESIDENTS 

Alfano,  Thomas  Gene,  Anesthesia.  Medical  Edu- 
cation, University  of  Texas  Health  Science  Center,  San 
Antonio,  1995.  Internship/Residency,  UAMS. 

Davis,  Marc  Jason,  Family  Practice.  Medical  Edu- 
cation, Oklahoma  State  University  College  of  Osteo- 
pathic Medicine,  Tulsa,  1995.  Internship,  Northwest 
Arkansas  Family  Practice  Residency,  Fayetteville. 

Dunn,  James  R.,  Family  Practice.  Medical  Educa- 
tion, Oklahoma  State  University  College  of  Osteopathic 
Medicine,  Tulsa,  1995.  Internship,  Northwest  Arkan- 
sas Family  Practice  Residency,  Fayetteville. 

Guyer,  Michael  L.,  Family  Medicine.  Medical  Edu- 
cation, UAMS,  1995. 

Hale,  Arthur  Edwin,  Family  Practice.  Medical  Edu- 
cation, University  of  Kansas  School  of  Medicine,  Kan- 
sas City,  1995.  Internship,  Northwest  Arkansas  Fam- 
ily Practice  Residency,  Fayetteville. 

Hamby,  Jeffrey  Duane,  Family  Practice.  Medical 
Education,  UAMS,  1995.  Internship/Residency,  AHEC, 
Fort  Smith. 

Hronas,  Theodore  Ned,  Radiology.  Medical  Edu- 
cation, UAMS,  1994.  Internship,  Baylor  University 
Medical  Center,  Dallas,  Texas,  1995.  Residency,  UAMS. 

Karas,  Dean  E.,  Family  Practice.  Medical  Educa- 
tion, University  of  Illinois,  Chicago,  1995.  Residency, 
AHEC,  Fort  Smith. 

Kirkland,  Allan  K.,  Family  Practice.  Medical  Edu- 
cation, University  of  Miami  School  of  Medicine,  1995. 
Internship,  Northwest  Arkansas  Family  Practice  Resi- 
dency, Fayetteville. 

Kuykendall,  Margaret  Wood,  Cardiology.  Medi- 
cal Education,  UAMS,  1989.  Internship/Residency, 
1990/1992.  Fellowship,  UAMS. 

Leek,  Grif  Alan.  Medical  Education,  Louisiana 
State  University  Medical  Center  at  New  Orleans,  1995. 
Internship/Residency,  UAMS. 

Lowther,  Laura  Marie,  Pathology.  Medical  Educa- 
tion, Louisiana  State  University  Medical  Center,  Shreve- 
port, 1991.  Internship,  UAMS,  1992.  Residency,  UAMS. 

Margaret,  Heather.  Medical  Education,  Medical 
College  of  Pennsylvania,  Philadelphia,  1995.  Intern- 
ship, AHEC,  Fort  Smith. 


Meyer,  Christopher  Mark,  Family  Practice.  Medi- 
cal Education,  University  of  Oklahoma,  Tulsa,  1995. 
Internship,  Northwest  Arkansas  Family  Practice  Resi- 
dency, Fayetteville. 

Minton,  Bryan  H.,  Family  Practice.  Medical  Edu- 
cation. UAMS,  1995.  Internship,  Northwest  Arkansas 
Family  Practice  Residency,  Fayetteville. 

Parvin,  Gregory  Alan,  Pediatrics.  Medical  Educa- 
tion, University  of  Mississippi  School  of  Medicine,  Jack- 
son,  1995.  Internship,  UAMS. 

Phomakay,  Von.  Medical  Education,  Oklahoma 
State  University  College  of  Medicine,  Tulsa,  1994.  In- 
ternship, AHEC,  Fort  Smith. 

Ramsey,  James  Randall,  Orthopedic  Surgery. 
Medical  Education,  University  of  Mississippi  Medical 
Center,  Jackson,  1995.  Internship/Residency,  UAMS. 

Rucker,  Gari  Mills,  Pediatrics.  Medical  Education, 
UAMS,  1993.  Internship/Residency,  Earl  K.  Long,  Ba- 
ton Rouge,  Louisiana. 

Vanderpool,  R.  Douglas,  Urology.  Medical  Edu- 
cation, UAMS,  1990.  Internship,  UAMS,  1991.  Resi- 
dency, UAMS. 

Ware,  Gerald  Thomas,  Ophthalmology.  Medical 
Education,  UAMS,  1995.  Internship,  UAMS.  Resi- 
dency, University  of  Tennessee  at  Memphis. 

William  Edward  Viner,  OB/GYN.  Medical  Edu- 
cation, Louisiana  State  University  School  of  Medicine, 
1995.  Internship,  UAMS. 

Wilson,  Cynthia  R.,  Internal  Medicine-Pediatrics. 
Medical  Education,  UAMS,  1993.  Internship,  UAMS,  1995. 


PRIMARY  CARE  PHYSICIANS 

The  Little  Rock  VA  Medical  Center  has  openings 
for  Primary  Care  Physicians  to  work  primarily  in 
Ambulatory  Care.  Physicians  trained  in  Internal 
Medicine  and  Family  Practice,  who  have  interest 
in  providing  primary  care  to  a defined  set  of 
patients  in  collaboration  with  physician 
extenders,  are  encouraged  to  inquire.  Excellent 
opportunities  are  available  for  continuing 
education  and  for  teaching  of  students  and  house 
staff. 


Competitive  remuneration,  generous  fringe 
benefits,  and  excellent  working  conditions. 
Contact  Joseph  H.  Bates,  M.D.,  Chief,  Medical 
Service,  John  L.  McClellan  Memorial  Veterans 
Hospital,  4300  West  7th  Street,  Little  Rock,  AR 
72205,  telephone  ( 50U-660-2029. 


The  Best  Care 

The  Best  Career 

An  Equal  Opportunity  Employer 
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Radiological  Case 
of  the  Month 


Kenneth  V.  Robbins,  M.D. 
M.  Bruce  Sanderson,  M.D. 
Steven  R.  Nokes,  M.D. 


History: 

A 29-year-old-female  presented  with  a long  term  history  of  intermittent  left  leg  swelling  exacerbated  with  activity. 
Over  the  past  month,  the  patient  has  had  worsening  of  symptoms  and  was  referred  for  lower  extremity  venous 
doppler  which  was  normal.  An  inferior  venacavogram  was  subsequently  performed  (Figures  1 & 2). 


Figure  1:  Pelvic  venogram  Figure  2:  Simultaneous  pelvic 

arteriogram  and  venogram. 


Findings: 

The  pelvic  venogram  (Figure  1 ) shows  extrinsic  compression  of  the  left  common  iliac  vein  at  the  iliocaval  junction 
(open  arrow).  Additionally,  there  is  dilatation  of  the  common  iliac  vein  proximal  to  the  point  of  compression  and 
collateralization  to  the  right  iliac  system  (black  arrows).  A pressure  gradient  of  3mm  Fig  was  measured  across  the 
compressed  area. 

Figure  2 snows  the  relationship  of  the  right  common  iliac  artery  and  the  left  common  liiac  vein  with  a simultaneous 
pelvic  arteriogram  and  left  common  iliac  venogram. 
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May-Thurner  Syndrome 


Discussion: 

The  obstruction  of  the  left  common  iliac  vein  by  the  pressure  of  the  anteriorly  positioned  right  common  iliac  artery 
with  intimal  changes  was  first  described  by  May  and  Thurner.  The  iliac  compression  syndrome  (May-Thurner)  usually 
affects  young  women  Over  time,  this  compression  can  cause  venous  obstruction  manifested  venographically  by 
dilatation  of  the  common  iliac  vein  immediately  proximal  to  the  point  of  compression,  stasis  of  flow,  collateralization  to 
the  right  iliac  system  and  associated  thrombosis. 

The  iliac  compression  syndrome  has  three  stages  Asymptomatic  compression  at  the  left  iliocaval  confluence 
without  intrinsic  changes  or  collaterals  is  a common  venographic  finding.  In  the  event  of  progression,  the  second 
stage  is  characterized  by  the  presence  of  intraluminal  filling  defects  (spurs),  and  the  third  stage  is  characterized  by 
iliofemoral  thrombosis.  The  intraluminal  spurs  are  adhesions  of  endothelial  origin  thought  to  represent  a response  to 
the  chronic  irritation  caused  by  repeated  compression  of  the  vein  between  the  pulsating  artery  and  lumbar  spine 
Three  types  of  adhesions  are  described:  lateral  spur,  central  spur,  and  diaphragm  with  perforations. 

The  diagnosis  is  made  on  the  basis  of  the  characteristic  venographic  findings  and  the  presence  of  a pressure 
gradient  of  greater  than  2mm  Hg  at  rest  or  3mm  Hg  during  exercise.  It  is  important  to  recognize  that  chronic  left  leg 
edema  may  be  due  to  the  May-Thurner  Syndrome  and  is  remediable  by  surgery.  Surgical  treatment  involves  total 
repair  or  a venous  bypass  crossover  graft  between  both  long  saphenous  veins. 

References: 

1.  Ferris  EJ,  Lim  WN,  Smith  PL,  Casali  R:  May-Thurner  Syndrome,  Radiology  147:29,  1983. 

2.  Kim  D,  Orron  DE:  Peripheral  Vascular  imaging  and  Intervention.  Mosby-Year  Book,  Inc.,  1992 


Contributor:  Kenneth  V.  Robbins,  M.D.  is  affiliated  with  Radiology  Consultants  in  Little  Rock. 
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Medicine  in  the  News 


Health  Care  Access  Foundation 

As  of  July  1,  1995,  the  Arkansas  Health  Care  Ac- 
cess Foundation  has  provided  free  medical  service  to 
12,593  medically  indigent  persons,  received  17,751  ap- 
plications and  enrolled  35,501  persons.  This  program 
has  1,689  volunteer  health  care  providers  including 
medical  doctors,  dentists,  hospitals,  home  health  agen- 
cies and  pharmacists.  These  providers  have  rendered 
free  treatment  in  69  of  the  75  counties. 

News  on  Smoking 

Reprinted  in  part  from  the  ASH  Smoking  and  Health 
Review.  ASH  is  a national  nonprofit,  organization  concerned 
with  the  problems  and  the  rights  of  nonsmokers. 

1.  Mothers'  smoking  causes  the  deaths  of  5,600 
babies  and  115,000  miscarriages  in  the  U.S.  each  year. 


In  addition,  smoking  by  mothers  causes  53,000  low- 
birth-rate  babies  a year  and  22,000  newborns  who  re- 
quire intensive  care  at  birth.  Approximately  18%  of 
pregnant  women  smoke. 

2.  Workplaces:  87%  of  workplaces  in  the  U.S.  regu- 
late smoking  in  some  manner;  34%  are  completely 
smokefree  indoors;  and  25%  allow  smoking  only  in  a 
separately  ventilated  smoking  lounge. 

3.  The  estimated  cost  of  tobacco  use  to  the  global 
economy  is  $200  billion.  Smoking  kills  an  estimated  3 
million  adults  each  year,  a figure  expected  to  reach  10 
million  annually  by  2020. 

4.  Bad  Conscience:  An  ethical  Boston  public  rela- 
tions consultant  recently  backed  out  of  verbal  agree- 
ment to  work  with  Philip  Morris  after  much  soul 
searching  and  "several  sleepless  nights." 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 


Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-80Q-423-USAF 


Volume  92,  Number  3 - August  1995 


143 


SPRINGFIELD,  MO.  Bass  Pro  Shop 
and  40  miles  to  Branson.  BE/BC  FP's. 
OB  Optional,  salaried  position  and  pro- 
duction bonus,  call  1 :7,  teaching  hospi- 
tal, university  community.  Contact: 
Vivian  M.  Luce,  Cejka  & Co.,  1-800- 
765-3055,  or  fax  C.V.  for  immediate  at- 
tention: 314-726-3009  (IM's  welcome). 


SURGERY  - A dynamic  rural  suburban  j 
community  is  seeking  two  (2)  general  surgeons.  | 
This  hospital  based  practice  offers  a minimum  j 
guarantee  starting  at  $200,000  plus  full  benefit 
package  including  malpractice. 

Future  special  sub-specialty  needs  will  in- 
clude urology  and  obstetrics. 

For  more  detailed  information  contact: 

Dave  Mcleod 
PHONE:  800-372-2600 
FAX:  305-947-9990 


SAINT  MARY'S 

REGIONAL  MEDICAL  CENTER 

EMERGENCY  PHYSICIAN 

Discover  the  best  of  both  worlds... 

Living  and  working  in  Russellville,  AR  provides  an 
abundance  of  natural  beauty,  and  the  amenities  of  a 
large  city  without  the  hassles. 

Prefer  physician  with  ACLS,  ATLS  and  board 
certification  in  emergency  medicine  or  family 
practitioner  with  at  least  one  year  of  experience  in  the 
emergency  department. 

i Saint  Mary's  is  a 170  bed  acute  care  regional 
referral  center  with... 

* An  average  of  18,000  emergency  department  visits 
annually. 

* Medical  staff  comprised  of  over  70  physician 
specialists. 

* Physicians  owned  group  with  opportunity  for 
partnership. 

* Competitive  compensation  and  benefit  options. 

Come  join  our  progressive  health  care  team.  Call  us 
for  a confidential  interview. 

Bill  Sparks,  COO 
! 501-964-9104 


6,  Emergency  Medicine 
\ Opportunities  „ 

Crittenden  ^Memorial 
7/ospital  P 

West  Memphis,  AR  7776 

Only  ten  minutes  from  the  heart  of Memphis,  TN! 

♦ his  well-designed,  roomy  facility 

l I contains  152  beds  and  serves  15,000 
JL  patients  annually  in  its  Emergency 
Department.  The  ED  sees  only  25%  trauma  and 
5%  pediatric  patients.  An  experienced  nursing 
staff  provides  excellent  support,  and  the  hospital 
has  superior  back-up. 

♦ Competitive  Remuneration 

♦ Occurrence  Malpractice  Insurance 

♦ Flexible  Scheduling 

For  more  information,  contact  Rhonda  Feltz, 
Spectrum  Emergency  Care,  at  1-800-325-2716  or  FAX 
your  CV  to  Rhonda's  attention  at  314-919-8920 


OSHA 

INFO 


Lightfoot  & Bennett 

501  - 372-2424 
800-806  - I 496 


What  does  OSFIA  want? 

Are  medical/dental  facilities 
currently  being  targeted? 

What  for? 

Will  I be  audited? 

Am  I in  compliance?  Do  I have  the 
required  programs,  training  and 
documentation? 

What  are  the  risks?  Financial? 
Legal?  Social? 

Have  I entrusted  these  risks  to 
someone  else?  My  office 
manager?  Is  that  a risk? 

Can  insurance  redeem  my  fines? 

Can  bankruptcy  void  them? 

Will  an  independent  pre-audit  help? 

Who  can  advise  me? 


TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatries 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 

The  Curare  Group,  Inc. 

Mary  Latter 
(800)  520-2028 

#M152MC 
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AMS  Newsmakers 


Physician's  Recognition  Award 

The  Physician's  Recognition  Award  is  awarded 
each  month  to  physicians  who  have  completed 
acceptable  programs  of  continuing  education. 
Recipients  for  the  month  of  July  are  as  follows: 


James  Henry  Arkins 
Lindy  Book 
Paul  Wayne  Davis 
Curtis  Don  Greenway 
Scott  Bennett  Harter 
Curtis  L.  Hedberg 
Albert  D.  MacDade 
Joseph  Stanley  Murphy 
Kenneth  Opie  New 
George  T.  Schroeder 
Sidney  Wayne  Tate 
Atiya  Naheed  Waheed 


Bentonville 
Little  Rock 
Pine  Bluff 
Little  Rock 
Little  Rock 
Springdale 
Fort  Smith 
Little  Rock 
Russellville 
Little  Rock 
Searcy 
Pine  Bluff 


Dr.  Les  Anderson,  of  Lonoke,  has  been  named  as 
one  of  10  finalist  for  the  national  "Family  Doctor  of  the 
Year"  Award.  The  recipient  will  be  announced  in  Sep- 
tember at  the  AAFP's  Annual  Scientific  Assembly  in 
Anaheim,  California. 

Dr.  Roger  Bise,  a plastic  surgeon  associated  with 
Holt-Krock  Clinic  and  a fellow  of  the  American  Col- 
lege of  Surgeons,  recently  visited  the  Honduras  with 
the  volunteer  organization  Surgical  and  Medical  As- 
sistance Relief  Teams  to  perform  operations  on  as  many 
patients  as  possible.  Patients  consisted  mostly  of  chil- 
dren with  cleft  lip  and  palate  deformities. 

Dr.  Raymond  Bowman,  of  El  Dorado,  was  ap- 
pointed to  the  state  Board  of  Health  by  Gov.  Jim  Guy  Tucker. 

Dr.  William  E.  Golden,  director  of  the  Division 
of  General  Internal  Medicine  at  UAMS  and  principal 
clinical  coordinator  for  the  Arkansas  Foundation  for 
Medical  Care,  has  been  named  chairman  of  the  Ameri- 
can Medical  Association's  Council  on  Medical  Education. 

Dr.  Morriss  Henry,  a Fayetteville  ophthalmolo- 
gist, received  a Distinguished  Service  Award  from 
UAMS  for  his  contributions  to  the  college's  educational 
system.  The  award  is  the  highest  honor  presented  by 
the  college  to  a non-student,  according  to  Richard 
Wheeler,  associate  dean.  First  presented  in  1962,  the 
award  is  given  to  individuals  who  have  made  outstand- 
ing educational,  service  oriented  or  patient  care  re- 
lated contributions. 

Dr.  Hugo  Jasin,  director  of  the  division  of 
rheumatology  and  clinical  immunology  and  professor 
of  medicine  at  the  University  of  Arkansas  for  Medical 
Sciences,  has  been  elected  president  of  the  Pan  Ameri- 
can League  of  Associations  for  Rheumatology. 

Dr.  Charles  E.  "Pete"  Kemp,  a Jonesboro  physi- 
cian, was  one  of  two  recipients  of  the  UAMS  Distin- 
guished Alumnus  Award.  In  a letter  nominating  Kemp 
for  the  award,  Gov.  Jim  Guy  Tucker  said,  "Dr.  Kemp's 
concern  for  the  health  and  well-being  of  our  state's 
children  goes  far  beyond  his  personal  practice." 

Dr.  Richard  R.  Owen  Jr.,  staff  psychiatrist  at  John 
L.  McClellan  Memorial  Veterans  Hospital  in  Little  Rock, 
was  recipient  of  the  Junior  Faculty  Development  Award 
from  the  Association  of  Academic  Psychiatry.  He  is 
one  of  eight  young  psychiatrists  in  the  United  States 
recognized  for  commitment  to  and  skills  in  teaching 
psychiatry. 


Dr.  Ronald  E.  Revard,  of  Bentonville,  was  named 
Chief  of  Staff  at  Bates  Medical  Center.  The  two-year 
appointment  became  effective  July  1. 

Dr.  Carl  Williams,  of  Fort  Smith,  recently  attended 
a seminar  on  advanced  peripheral  vascular  interven- 
tion conducted  by  Dr.  Gerald  Dorros  of  the  Dorros- 
Feuer  Foundation.  The  treatment  of  blocked  arteries 
and  veins  by  means  of  balloon  angioplasties  as  a way 
of  eliminating  the  need  for  surgery  was  the  topic  of 
the  seminar. 


A host  of  opportunities  awaits  you  in  the  Greater 
Baton  Rouge  area.  You’ll  enjoy  the  warm  hospitality 
of  Southern  neighbors,  excellent  schools,  abundant 
outdoor  activities,  water  sports  and  a growth  rate  that 
will  insure  a full  wailing  room  on  your  very  first  day. 
Opportunities  available  in  Family  Practice,  Internal 
Medicine  and  Pediatrics. 


Ill  At  IIICAKI  KISOUKC  IS 


Lee  Ann  Kidney 


Call:  1 -800-253-41 16 
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In  Memoriam 


Joseph  F.  Gartman,  M.D. 

Dr.  Joseph  F.  Gartman,  of  Carlisle,  died  Monday, 
July  3,  1995.  He  was  72. 

He  was  preceded  in  death  by  two  daughters,  Jodell 
Pitts  and  Paula  Gartman.  He  is  survived  by  his  wife, 
Glyndell  McClung  Gartman;  daughter,  Martha 
Gartman  Bailey  of  Sheridan;  two  brothers,  Howard 
Gartman  and  Conrad  Gartman  of  Sheridan;  three  sis- 
ters, Hazel  Crouse  and  Marie  Lumsden  of  Sheridan, 
Mildred  Huggins  of  Mt.  Pleasant,  Texas;  grandchil- 
dren, Gart  Pitts,  Kerry  Pitts,  Matthew  Bailey  and  Glenn 
Bailey. 

Vida  Hildreth  Gordon,  M.D. 

Dr.  Vida  Hildreth  Gordon,  of  Little  Rock,  died  Sun- 
day, July  9,  1995.  She  was  88. 

Survivors  include  one  sister,  Mary  G.  Harvey  of 
Little  Rock;  one  brother,  Kingsley  Gordon  of  Coral 
Gables,  Florida;  and  three  nieces,  Wendy  Jones, 
Jacqueline  Gordon  and  Judy  Jaroszewski  all  of  Florida. 
She  was  preceded  in  death  by  a brother,  Irvin  Gordon 
and  a sister,  Thalma  Gordon. 


Douglas  Walter  Parker  Jr.,  M.D. 

Dr.  Douglas  Walter  Parker  Jr.,  of  Fort  Smith,  died 
Tuesday,  June  20,  1995.  He  was  46. 

Survivors  include  his  wife,  Melissa,  one  daugh- 
ter, Ashley,  and  one  son,  Brandon,  all  of  the  home; 
one  foster-son,  Joseph  Lumbert  of  Ft.  Smith;  parents, 
Doug  and  Loretta  Parker  of  Ft.  Smith;  one  brother, 
Kyle  Parker  of  Ft.  Smith;  and  maternal  grandmother, 
Velma  Yocum  of  Morrilton. 

F.  E.  Shearer,  M.D. 

Dr.  F.  E.  Shearer,  of  Alma,  died  Thursday,  June 
29,  1995.  He  was  83. 

He  is  survived  by  his  wife.  Hazel;  three  sons, 
Edmund  C.  Shearer,  Ph.D.  of  Hays,  Kansas,  James  E. 
Shearer,  D.V.M.  of  Paris  and  William  L.  Shearer  of 
Alma;  two  sisters,  Pauline  Cole  of  Glasgow,  Kentucky 
and  Sybil  Wilson  of  Live  Oak,  Florida;  a brother,  James 
A.  Shearer  of  College  Grove,  Tennessee;  and  seven 
grandchildren. 
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Things  To  Come 

August  28-31 

Current  Concepts  in  Primary  Care  Cardiology. 

Hyatt  Regency  Lake  Tahoe,  Incline  Village,  Nevada. 
Sponsored  by  Office  of  Continuing  Medical  Education 
and  UC  Davis  School  of  Medicine  and  Medical  Center. 
For  more  information,  call  (916)  734-5390. 

September  15  - 16 

Surgical  Review  of  Upper  Gastrointestinal  and 
Endocrine  Diseases.  David  Grant  Medical  Center, 
Fairfield,  CA.  Sponsored  by  the  Office  of  Continuing 
Education  and  UC  Davis  School  of  Medicine  and  Medi- 
cal Center.  For  more  information,  call  (916)  734-5390. 

September  16 

Benign  Essential  Blepharospasm  - 13th  Annual 
International  Conference  & Scientific  Symposium. 

Red  Lion  Hotel,  Sacramento,  California.  Sponsored  by 
Office  of  Continuing  Medical  Education  and  UC  Davis 
School  of  Medicine  and  Medical  Center.  For  more  in- 
formation, call  (916)  734-5390. 

September  30 

Cancer  Symposium.  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri.  Sponsored  by  the  Office  of  Continu- 
ing Education,  Washington  University  School  of  Medi- 
cine. For  more  information,  call  (800)  325-9862. 

September  30  - October  1 

7th  Annual  Ultrasound  Update:  1995.  Red  Lion 
Hotel,  Sacramento,  California.  Sponsored  by  the  Of- 
fice of  Continuing  Education  and  UC  Davis  School  of 
Medicine  and  Medical  Center.  For  more  information, 
call  (916)  734-5390. 

October  5-7 

Contemporary  Cardiothoracic  Surgery.  The  Ritz- 
Carlton  Hotel,  St.  Louis,  Missouri.  Sponsored  by  the 
Office  of  Continuing  Medical  Education,  Washington 
University  School  of  Medicine.  For  more  information, 
call  (800)  325-9862. 

October  8-12 

Medical  Oncology  Board  Review  Course.  The  Ritz- 
Carlton  Pentagon  City,  Arlington,  VA.  Sponsored  by 
the  Office  of  Continuing  Medical  Education,  The 
George  Washington  University  Medical  Center.  For 
more  information,  call  (202)  994-4285. 

October  13  - 14 

MESA-ACEP  Business  of  Emergency  Medicine 
Seminar.  Jackson  Hole,  Wyoming.  Sponsored  by  the 
Medical  Emergency  Service  Associates.  For  more  in- 
formation, call  (708)  925-8300. 


October  13  - 15 

"Advances  in  Sonography,"  - a fourth  annual  post- 
graduate educational  course.  Sheraton  Chicago  Hotel 
and  Towers,  Chicago,  Illinois.  Sponsored  by  the  Cen- 
ter for  Bio-Medical  Communication.  Designated  for 
17.75  credit  hours  of  Category  1 of  the  Physician's  Recog- 
nition Award.  For  more  information,  call  (201)  385-8080. 

October  26  - 27 

FREE  - "Molecular  Medicine:  Cytokines  in  Health 
and  Disease"  Symposium.  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas.  Sponsored  by 
the  Southwestern  Medical  Foundation.  For  more  in- 
formation, call  (214)  648-3599. 

November  3-5 

7th  Annual  Infectious  Disease  Review  Course 
for  the  Practicing  Physician.  Hyatt  Regency  Bethesda 
in  Bethesda,  Maryland.  Sponsored  by  The  Society  of 
Radiologists  in  Ultrasound.  For  more  information,  call 
(201)  385-8080. 

December  9 

Cardiology  Seminar.  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri.  Sponsored  by  the  Office  of  Continu- 
ing Medical  Education,  Washington  University  School 
of  Medicine.  For  more  information,  call  (800)  325-9862. 

December  15  - 18 

Ethical  Issues  in  the  Care  of  Terminally  111  and 
Dying  Patients.  The  Rolling  Hills  Hotel  & Golf  Re- 
sort, Ft.  Lauderdale,  FL.  Sponsored  by  the  CEREC 
Center  of  Southeast  Florida.  For  more  information, 
call  (305)  424-9304. 

January  12  - 13,  1996 

What's  New  In  General  Surgery  - 18th  Annual 
Postgraduate  Course.  Flyatt  Regency,  Sacramento,  CA. 
Sponsored  by  the  Office  of  Continuing  Education  and 
UC  Davis  School  of  Medicine  and  Medical  Center.  For 
more  information,  call  (916)  734-5390. 

February  7-10,  1996 

1996  International  Conference  on  Physician 
Health  "Uncertain  Times:  Preventing  Illness,  Pro- 
moting Wellness."  Sheraton  San  Marcos  Hotel  in 
Chandler,  Arizona.  Sponsored  by  the  American  Medi- 
cal Association,  Canadian  Medical  Association/Fed- 
eration of  State  Licensing  Boards,  and  the  Federation 
of  Provincial  Licensing  Boards.  For  more  information, 
call  (312)  464-5066. 


Volume  92,  Number  3 - August  1995 


147 


Keeping 


\ 
f|  *■ 


October  26  & 21,  1995 

University  of  Arkansas  for  Medical  Sciences 
Department  of  OB/GYN 
Arkansas  High  Risk  Pregnancy  Program's 
Twelfth  Annual  Conference  on  Perinatal  Care 

Excelsior  Hotel 

Special  Guests  & Informative  Topics  including  Early 
Discharge/Home  Care  ® PROM  • Diabetes 

For  more  information,  call  (501)  661-7962 


Update  in  Primary  Care  Geriatrics 

Washington  Regional  Medical  Center 
CME  Activity  Dates: 

Saturday,  September  9-8  a m.  - 10:30  a.m. 

Saturday,  October  7-8  a.m.  - 10:30  a.m. 
Saturday,  November  11  - 8 a.m.  - 10:30  a.m. 

These  dates  coincide  with  the  Fayetteville 
Razorback  football  games.  Tickets  for  the  games  can 
be  obtained  by  calling  1-800-982-HOGS  (4647). 

For  more  information  about  the  conference, 
call  (501)  442-1823. 


Recurring  Education  Programs 

The  folloiuing  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAYETTEVILLE-VA  MEDICAL  CENTER 

General  Medical  Topics,  Thursdays,  12:00  noon,  Auditorium,  Bldg.  3 
Medical  Grand  Rounds,  Thursdays,  12:00  noon.  Conference  Room,  Bldg.  4 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon,  Conference  Room 


LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Thursdays,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Chest  Conference,  4th  Wednesday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 
Interdisciplinary  AIDS  Conference,  2nd  Friday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Joint  Tumor  Conference,  1st  Wednesday,  12:00  noon,  CARTI  Auditorium.  Lunch  provided. 

Journal  Club,  Tuesdays,  12:00  noon,  Southwestern  Bell/Arkla  room  Lunch  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m..  Southwestern  Bell/Arkla  room.  Refreshments  provided 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m..  Conference  Room  1 
G/  Conference,  4th  Friday,  11:30  a.m..  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m..  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon,  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 
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MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m.,  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon.  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon.  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category 
l of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 
Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 
CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 
Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/.28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p m.,  ACF1  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5014 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m..  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m.,  Gastroenterology  conference  room,  3D29 
GIlRadioiogy  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology/Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m.,  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:15  p.m.,  Radiology  Conference  Room  at  UAMS 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  &t  Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 

Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 
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Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.rri.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m. .VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  V A Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.;  UAMS  Radiology  conference  room 

V A Chest  Conference  (combined  Surgical/ Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

V A Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

V A GREEC/ Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

V A Hematology/Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

V A Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

V A Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

V A Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  & Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary,  White  County  Memorial  Hospital, 
Searcy 

EL  DORADO-AHEC 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:30  p.m.,  AL1EC  - South  Arkansas 
Chest  Conference,  3rd  Wednesday,  12:30  p.m.,  Warner  Brown  Hospital 
Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
GYN  Conference,  2nd  Friday,  12:30  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:30  p.m.,  AHEC-South  Arkansas 
Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon,  AHEC  - South  Arkansas.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Conference,  3rd  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AFIEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:30  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:30  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:30  p.m.,  AHEC  - South  Arkansas 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  Washington  Regional  Medical  Center 
Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

Gastroenterology  Conference,  3rd  Tuesday  every  other  month,  7:00  a.m.,  St  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  3rd  Wednesday,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  1st  Tuesday,  11:30  a.m..  Sparks  Regional  Medical  Center 
Sparks  Tumor  Conference,  Thursdays,  12:00  noon.  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
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JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Senes,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m..  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Citywide  Cardiology  Conference,  3rd  Thursday,  7:30  p in.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon.  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m..  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conference,  June  23,  7:30  a.m..  Board  Room,  Northeast  Arkansas  Rehabilitation  Hospital. 

Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon.  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Residency  Noon  Conference,  Mondays  through  Thursdays,  12:00  p.m.,  AHEC-Southwest  Family  Practice  Clinic 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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Everyone 

is  Interested  in  Health 
(maybe  too 
interested) 


Editorial 


Ben  N.  Saltzman,  M.D. 


Four  years  ago,  I retired  to  Mountain 
Home  from  the  active  practice  of  medicine 
in  its  many  forms. 

Since  retiring,  I have  found  myself  in- 
volved in  several  voluntary  health  related 
board  activities  and  a deluge  of  mail  from 
all  parts  of  the  universe  seeking  charitable 
contributions.  Each  time  I send  in  a contri- 
bution, I receive  demands  for  contributions 
from  organizations  either  related  to  the  first 
donee  or  from  recipients  of  my  name  on 
mailing  lists.  Now  it  seems  my  entire  day 
is  taken  up  with  opening  mail  and  trying 
in  some  way  to  keep  from  expending  a 
rather  small  retirement  income. 

Aside  from  the  massive  amount  of 
charitable  requests,  the  mail  includes  ad- 
vertisements of  cures  for  all  the  ills  of  man- 
kind. Most  of  these  are  touted  by  different 
types  of  practitioners.  All  are  derogatory 
in  reference  to  the  medical  establishment. 
Surprisingly,  some  of  the  exponents  of 
cures  carry  the  M.D.  designation  after  the 
names.  Many  of  the  sales  pitches  remind 
me  of  the  advertisements  of  the  old  medi- 
cine shows. 

While  looking  for  ways  to  increase  my 
investment  income,  I recently  subscribed 
to  Forbes  magazine,  a well-known  authori- 


History of  a Retired  Physician 
before  being  overwhelmed  by  everyone 
interested  in  health 

Following  an  internship  and  residency  at  Gorgas  Hospital  in  the 
Panama  Canal  Zone,  I served  in  the  United  States  Army  in  the  Canal 
Zone  as  a designated  Internist,  but  detached  to  the  Public  Health 
Service  of  the  Zone  to  care  for  the  civilian  population.  Life  was  good 
to  us  during  World  War  II.  We  were  slightly  worried  about  the  possi- 
bility of  invasion,  but  were  never  seriously  threatened.  We  were  ex- 
empt from  income  taxes,  from  property  taxes  and  from  military  re- 
strictions. Gasoline  for  our  cars  amounted  to  six  cents  per  gallon. 

The  end  of  the  war  brought  me  to  Mountain  Home,  Arkansas,  to 
become  a country  doctor.  1'he  early  years  were  tough.  The  hours  were 
long  and  unpredictable.  There  was  no  hospital.  With  the  war  over, 
maternity  cases  became  the  rule.  There  was  no  Medicaid  and  very 
little  employment  available.  Hence,  my  income  was  very  limited. 

However,  the  patients  made  me  feel  welcome  and  encouraged  me 
to  try  to  make  things  better.  I was  able  to  build  a small  private  hospi- 
tal and  bring  in  other  doctors.  Those  doctors  who  did  not  join  me, 
formed  other  groups  or  practiced  solo.  Later  we  helped  the  commu- 
nity build  a larger  hospital. 

The  community  continued  to  grow  and  despite  the  increased  num- 
ber of  physicians,  the  hours  were  still  long  and  busy.  I experienced  a 
moderately  severe  myocardial  infarction  and  took  my  first  vacation  in 
years.  This  was  followed  by  an  invitation  from  the  Dean  of  the  Uni- 
versity of  Arkansas  College  of  Medicine  to  head  up  a new  Depart- 
ment of  Family  and  Community  Medicine  in  the  college.  So  after  28 
years  of  private  practice,  I became  an  academician  as  Professor  and 
Chairman  of  the  Department. 

After  seven  years  in  that  position,  I retired  because  of  age  restric- 
tions in  land  grant  universities.  At  the  Dean's  suggestion,  I applied 
for  the  newly  vacated  position  of  Director  of  the  State  Health  Depart- 
ment and  received  the  appointment.  After  six  years  in  that  capacity,  I 
stepped  down  to  become  the  Medical  Director  for  the  Pulaski  County 
division  of  the  State  Department  of  Health.  This  was  a busy  job,  but 
more  clinically  oriented.  I enjoyed  it  for  four  years  before  finally  retir- 
ing full  time  and  returning  to  Mountain  Home. 


tative  source  for  reliable  investment  information.  The 
cover  story  of  my  first  issue  was  labeled,  "The  Health 
Scare  Industry.  How  businesses,  doctors  and  journal- 
ists prey  on  your  food  anxieties."  The  author,  a ca- 
pable writer,  titled  his  article,  "Lies,  damned  lies,  and 
Medical  statistics."  He  makes  a good  argument  against 

* Ben  N.  Saltzman,  M.D.,  is  a retired  family  practitioner  from 
Mountain  Home,  Arkansas. 


believing  what  is  being  considered  gospel  from  so- 
called  authorities.  The  list  is  considerable. 

We  have  begun  to  doubt  some  of  the  things  we 
read.  In  fact,  most  of  the  things  I thought  I had  learned 
over  the  years  are  being  debunked.  I'll  refrain  from 
listing  them,  but  the  August  14,  1995  issue  of  Forbes 
does  make  interesting  reading. 
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Two  days  after  reading  the  Forbes  article,  I received 
a copy  of  Medical  Focus  published  by  the  Oregon  Health 
Sciences  University  Alumni  Association,  part  of  my 
Alma  Mater.  The  featured  article  is  "Alternative  Medi- 
cine and  the  School. " 

There  is  a great  deal  of  information  these  days 
about  "Alternative  Medicine."  There  are  16  therapies 
in  the  alternative  medicine  definition  offered  by  David 
Eisenberg  of  Harvard.  It's  a representative,  but  doubt- 
less, incomplete  list  including:  acupuncture,  biofeed- 
back, chiropractic,  commercial  diets,  energy  healing, 
folk  remedies,  spiritual  or  religious  healing,  herbal 
medicine,  homeopathy,  hypnosis,  guided  imagery, 
lifestyle  diet,  massage,  relaxation  techniques,  self-help 
groups  and  vitamins  (high  dose,  mega-dose).  An  esti- 
mated 61  million  people  have  used  one  of  these  thera- 
pies. 

Years  ago,  I asked  my  public  speaking  teacher  what 
I should  talk  about  that  would  interest  an  audience. 
She  replied,  talk  about  health.  Everyone  is  interested 
in  health.  She  was  right.  But,  somehow,  I feel  that 
there  now  may  be  too  much  interest.  ■ 
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Arkansas  Medical  Society 
Membership  Directory  is 
now  available  for  purchase 

This  publication  is  the  only  one  of  its  kind  for 
the  state  of  Arkansas.  It  is  an  excellent  source  of 
information  providing  an  alphabetical  listing  of 
our  members  (85%  of  the  physicians  in  the  state). 
Plus,  it  includes  a listing  of  AMA  and  AMS  meet- 
ing dates,  county  executives,  specialty  societies, 
licensing  authorities,  health  associations,  AHECS, 
and  much  more. 

The  directories  are  $50  each.  With  a purchase 
of  2 to  10,  $45  each;  11  or  more,  $35  each. 

To  order  your  1995  AMS  Membership  Direc- 
tory, send  a check  or  money  order  in  the  amount 
of  your  purchase  to: 

AMS 

1995  Membership  Directory 
P.  O.  Box  5776 
Little  Rock,  AR  72215 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  professions 
TOLL  FREE  1-800-423-USAF 


Volume  92,  Number  4 - September  1995 


157 


Introducing  the  new  Mercedes-Benz.  A car  that  starts  at  $30,950* 
But  that’s  where  comparisons  with  other  cars  in  its  class  end.  To 
experience  the  difference,  we  suggest  you  visit  Riverside  Motors,  Inc., 
your  authorized  Mercedes-Benz  dealer  and  ask  to  see  the  most 
important  feature  of  all:  The  key.  Mercedes-Benz 

IF  YOU  THINK  $30,950  IS  A GREAT  START, 
WAIT  UNTIL  YOU  TURN  THE  IGNITION. 


C-CLASS.  STARTING  AT  $30,950.* 

E-CLASS.  STARTING  AT  $41 ,000.* 

S-CLASS.  STARTING  AT  $62,700.’ 

Riverside  Motors,  Inc. 

1403  Rebsamen  Park  Rd./Little  Rock,  AR  72202 
666-9457  & 1-800-457-6226 

*Prices  exclude  transportation  charge , all  taxes,  title/documentary  fees, 
registration,  tags,  dealer  prep  charges,  insurance,  optional  equipment, 
certificate  of  compliance  or  noncompliance  fees,  and  finance  charges. 
©1994  Authorized  Mercedes-Benz  Dealers 


Scientific  Article 


A Recent  Measles  Outbreak  in 
Arkansas 

Suzanne  Maxson,  M.D.* 

David  Bourne,  M.D.** 

Gordon  E.  Schutze,  M.D.*** 

Richard  F,  Jacobs,  M.D.**** 


ABSTRACT 

On  a worldwide  level,  measles  is  a common  infec- 
tion, especially  in  developing  countries.  In  the  United 
States,  however,  the  disease  has  become  very  uncom- 
mon secondary  to  the  widespread  use  of  immuniza- 
tions. Because  of  this,  many  physicians  have  not  had 
measles  themselves,  nor  have  they  treated  patients  for 
the  infection.  This  relative  rarity  may  delay  diagnosis 
and  the  institution  of  appropriate  infection  control  mea- 
sures, thus  resulting  in  increased  numbers  of  exposed 
persons.  Until  measles  is  eradicated,  measures  to  en- 
sure appropriate  immunization  and  control  outbreaks 
are  essential.  A recent  small  outbreak  in  Arkansas  is 
reported  here  along  with  a review  of  the  disease  and 
the  measures  to  control  outbreaks. 

OUTBREAK  DESCRIPTION 

The  first  case  of  measles  occurred  in  a 5 year  old 
male  who  had  the  onset  of  rash  on  December  5,  1994. 
He  was  unimmunized  for  religious  reasons  and  con- 
tracted measles  in  a western  state.  Case  two  was  a 
playmate  of  the  original  case  with  rash  onset  Decem- 
ber 17,  1994.  He  was  four  years  old  and  belonged  to 
the  same  church  as  case  one.  He  was  also 
unimmunized.  Case  three  was  the  mother  of  case  one. 
The  diagnosis  of  measles  in  case  one  was  not  made 
until  his  mother  was  diagnosed.  The  mother  was  24 
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years  old  and  was  hospitalized  through  an  emergency 
room.  The  two  ambulance  attendants  who  transported 
her  were  both  born  after  1957  and  had  had  only  one 
dose  of  measles  immunization.  They  were  required  to 
miss  work  on  days  five  through  21  post-exposure.  The 
fourth  case  was  the  brother  of  case  three.  He  was  27 
years  old  and  also  unimmunized.  He  was  treated  at 
home  following  the  development  of  a rash  on  Decem- 
ber 31,  1994.  He  did  not  attend  the  same  church  as  the 
first  three  cases. 

The  fifth  case  was  a 23  month  old  female  who  was 
also  unimmunized.  She  developed  a rash  on  January 
6,  1995.  She  was  hospitalized  but  not  placed  in  isola- 
tion. This  was  a different  hospital  from  the  one  in  which 
case  three  was  hospitalized,  but  located  in  the  same 
town.  The  diagnosis  was  made  approximately  six  days 
after  admission,  based  on  the  return  of  a positive  con- 
valescent titer.  The  sixth  case  was  a six  month  old 
female  unimmunized  against  measles,  who  developed 
a rash  on  January  13,1995.  She  was  placed  in  isolation 
after  admission  from  the  same  hospital  emergency 
room  as  case  five.  Neither  case  five  or  six  is  affiliated 
with  the  church  group  to  which  cases  one,  two  and 
three  belong. 

The  epidemiologic  investigation  was  conducted  by 
personnel  of  the  local  health  units  and  central  office 
staff  of  the  Health  Department's  Division  of  Immuni- 
zation and  Communicable  Disease.  The  sources  of 
exposure  for  cases  5 and  6 were  never  discovered. 

It  is  important  to  note  that  all  six  patients  involved 
in  the  outbreak  were  unimmunized.  Therefore  the  out- 
break was  preventable.  In  addition,  the  lack  of  early 
diagnosis  resulted  in  exposures  of  hospital  personnel 
including  physicians,  ambulance  attendants  and  nurses. 
The  exposed,  susceptible  personnel  were  required  to 
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miss  over  two  weeks  of  work  resulting  in  lost  produc- 
tivity and  income. 

EPIDEMIOLOGY 

Measles  is  seen  throughout  the  world.  Despite  the 
widespread  use  of  vaccine,  approximately  one  million 
children  die  of  the  disease  each  year.  This  is  more 
deaths  than  occur  from  all  other  childhood  vaccine 
preventable  diseases  combined  and  more  than  from 
any  other  single  infectious  agent.  In  developing  countries 


the  mortality  rate  varies  from  3%  to  15%.'  It  is  cur- 
rently estimated  that  78%  of  children  less  than  one 
year  of  age  have  been  vaccinated  with  the  live  attenu- 
ated measles  vaccine  on  a worldwide  level.2  Without 
the  use  of  measles  vaccine,  epidemics  lasting  three  to 
four  months  would  be  predicted  to  occur  every  two  to 
five  years.  Countries  in  which  measles  vaccine  is  used 
widely  have  experienced  a marked  decrease  in  the  in- 
cidence of  disease.1  Prior  to  the  use  of  immunizations 
against  measles  in  the  United  States  the  annual  num- 
ber of  cases  varied  from  200,000-500,000  per  year.  Since 
the  introduction  of  vaccine  in  1963  the  number  has 
dropped  by  almost  99%. 1 There  were  approximately 
1500  cases  of  measles  in  the  United  States  in  1983. 
Subsequently,  an  increase  in  incidence  has  occurred 
in  the  late  1980s  and  early  1990s.  With  increased  rates 
of  immunization  and  the  routine  use  of  two  doses  of 
measles  vaccine  this  has  come  back  under  control.1  In 
1993  there  were  312  cases  reported  to  the  Centers  for 
Disease  Control  and  Prevention.  This  was  the  lowest 
number  ever  recorded  in  the  United  States.  This  may 
reflect  cyclical  changes  in  measles  incidence  as  well  as 
increases  in  measles  vaccination  coverage  among  pre- 
school aged  children,  increased  use  of  a second  dose 
of  measles  vaccine  among  school  and  college  aged 
persons,  and  increased  efforts  to  control  measles 
throughout  the  western  hemisphere.4  There  was  a 
slight  increase  in  the  number  of  cases  in  1994  up  to 
902.  This  was  tapering  at  the  end  of  the  year,  how- 
ever.1 These  national  trends  over  the  last  several  years 
have  been  mirrored  in  Arkansas.  After  very  low  num- 
bers for  many  years  a peak  occurred  in  1990  when  55 
cases  were  reported.  There  were  no  cases  reported  in 
1992  or  1993.  Following  this,  the  described  outbreak 
occurred  at  the  end  of  1994  with  6 known  cases. 

CLINICAL  PRESENTATION 

Measles  is  the  most  contagious  infectious  agent  in 


humans.6  The  infection  is  spread  by  direct  contact  with 
respiratory  secretions  of  infected  persons.  Patients  with 
measles  are  often  most  infectious  during  the  late 
prodromal  phase  of  illness  when  cough  and  coryza 
are  at  a peak.  They  probably  remain  infectious  from 
several  days  before  until  several  days  after  the  onset 
of  the  rash.1 

The  incubation  period  for  measles  is  approximately 
10  days,  followed  by  the  clinical  prodromal  phase.  This 
is  associated  with  fever,  coryza,  conjunctivitis  and 

cough. 
The  fever 
usually 
ranges 
up  to 
39 . 5C, 
and  lasts 

for  three  or  four  days  after  the  appearance  of  the 
exanthem.  Conjunctivitis  can  be  severe  and  associated 
with  profuse  lacrimation  and  occasionally  photophobia. 
On  slit  lamp  examination  corneal  and  conjunctival  le- 
sions can  often  be  seen.  The  cough  may  also  be  sig- 
nificant and  can  have  a brassy  quality. 

Two  or  three  days  after  the  prodromal  symptoms 
appear,  the  pathognomonic  exanthem  appears  inside 
the  mouth.  Koplik's  spots  are  one  millimeter  white 
lesions  that  begin  opposite  the  lower  molars  but  can 
spread  throughout  the  mouth  to  involve  the  entire 
buccal  and  labial  mucosa.  The  mucosa  itself  is  bright 
red.  Koplik's  spots  disappear  shortly  after  the  appear- 
ance of  the  exanthem. 

The  typical  measles  exanthem  appears  approxi- 
mately 14  days  after  the  patient  is  exposed  to  the  vi- 
rus. The  rash  begins  behind  the  ears  and  in  the  hair- 
line of  the  forehead  as  a discrete  maculopapular 
erythematous  rash  which  blanches  with  pressure.  It 
spreads  sequentially  downward  from  the  face  to  the 
neck,  trunk,  upper  extremities,  buttocks,  and  finally 
the  lower  extremities.  As  it  progresses  downward  it 
becomes  confluent.  Generally  on  the  third  day  the  rash 
begins  to  resolve  in  the  same  order  in  which  it  ap- 
peared, from  the  face  downward.  The  duration  of  the 
rash  is  usually  six  to  seven  days  and  it  eventually  de- 
velops a brownish  discoloration  that  does  not  blanch. 
The  fever,  coryza,  and  conjunctivitis  usually  disappear 
on  the  third  or  fourth  day  of  the  exanthem,  but  the 
cough  can  persist  up  to  ten  days.  A patient  may  also 
experience  pharyngitis,  cervical  lymphadenopathy,  or 
splenomegaly  during  the  exanthem.  Younger  children 
may  also  have  diarrhea,  vomiting,  abdominal  pain, 
croup,  or  laryngitis.  Unusual  manifestations  of  measles 
include  pneumonia,  bronchiolitis,  myocarditis, 
pericarditis,  encephalitis  and  appendicitis. 

A separate  type  of  infection  known  as  modified 
measles  is  experienced  by  some  individuals.  This  occurs 
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in  infants  who  are  less  than  nine  months  of  age  and 
still  have  transplacentally  acquired  maternal  antibod- 
ies as  well  as  in  those  individuals  who  have  received 
immune  globulin  in  an  effort  to  prevent  classic  measles 
exposure.  The  illness  is  shorter  in  duration  and  gener- 
ally has  milder  symptoms,  but  is  similar  to  typical 
measles. 

A third  presentation  of  measles  occurs  in  those 
individuals  who  received  killed  measles  vaccine  be- 
tween 1963  and  1968.  After  exposure  to  natural  measles 
an  illness  known  as  atypical  measles  occurs.  It  is  charac- 
terized by  the  abrupt  onset  of  fever,  headache, 
myalgias,  weakness,  abdominal  pain,  and  cough.  The 
rash  appears  atypically,  beginning  at  the  wrists  and 
ankles  and  spreading  upwards.  It  rarely  appears  above 
the  nipple  line.  A significant  proportion  of  patients 
have  pneumonia  and  may  present  with  tachypnea, 
dyspnea,  cough  and  respiratory  distress. 

COMPLICATIONS 

The  most  common  acute  complications  of  measles 
involve  the  middle  ear  (5%-9%  of  cases)  the  lungs  (1%- 
7%  of  cases),  and  the  central  nervous  system.7  Fever 
that  persists  beyond  the  third  day  of  the  exanthem 
may  be  a sign  that  bacterial  superinfection  has  occurred. 
This  may  be  due  to  local  tissue  damage  inflicted  by 
the  virus  as  well  as  depressed  cellular  immunity,  and 
can  affect  any  area  of  the  respiratory  tract  including 
the  middle  ear.  Pneumonia  may  be  due  to  infection  by 
the  measles  virus  itself  or  to  bacterial  superinfection. 
Acute  encephalitis  due  to  measles  appears  clinically  in 
1 in  1000  to  1 in  2000  patients  with  measles  infection. 
Patients  will  present  with  a resurgence  of  fever  during 
convalescence,  headaches,  seizures  and  changes  in  the 
state  of  consciousness.  This  form  of  illness  may  be 
mild  to 
severe 
with  a 
high  pro- 
portion 
of  pa- 
tie  n t s 

who  recover  being  left  with  neurologic  sequelae.1 

Subacute  sclerosing  panencephalitis  (SSPE)  is  a 
chronic  late  complication  of  measles  infection.  It  is  a 
rare  degenerative  central  nervous  system  disease  of 
children  and  adolescents  due  to  persistent  measles 
virus  infection.  Patients  suffer  from  an  insidious  onset 
of  behavioral  and  intellectual  deterioration.  At  present 
there  is  no  effective  treatment  and  the  average  dura- 
tion from  onset  of  illness  to  death  is  six  to  nine  months. 
The  incidence  of  this  complication  has  decreased  sig- 
nificantly owing  to  the  extensive  use  of  vaccines.8 


MANAGEMENT  AND 
INFECTION  CONTROL 

Measles  is  definitely  diagnosed  when  the  virus  is 
isolated  in  tissue  culture  from  nasopharyngeal  secre- 
tions, conjunctiva,  blood,  or  urine.  This  can  be  techni- 
cally difficult,  however,  and  serologic  diagnosis  may 
be  required.  This  may  be  done  by  comparing  acute 
serum  with  convalescent  serum  which  is  obtained 
approximately  two  to  four  weeks  later. 

The  1994  publication  by  the  Committee  on  Infec- 
tious Diseases  of  the  American  Academy  of  Pediat- 
rics, The  Red  Book,  has  very  specific  recommendations 
regarding  management  and  infection  control  for  pa- 
tients with  measles.9  There  is  no  specific  antiviral 
therapy  available  for  measles.  It  is  susceptible  to 
ribavirin  in  vitro  and  this  has  been  given  to  severely 
affected  individuals.  However,  ribavirin  has  not  been 
tested  in  controlled  trials  and  is  not  approved  by  the 
Food  and  Drug  Administration  for  the  treatment  of 
measles.  Some  studies  indicate  that  vitamin  A treat- 
ment of  children  with  measles  in  developing  coun- 
tries has  been  associated  with  decreased  morbidity  and 
mortality.  The  American  Academy  of  Pediatrics  rec- 
ommends considering  vitamin  A supplementation  for 
patients  six  months  to  two  years  of  age  with  measles 
who  are  hospitalized  and  have  complications  of  the 
infection.  In  addition  this  is  recommended  for  patients 
older  than  six  months  of  age  with  measles  and  certain 
risk  factors  including  immunodeficiency, 
ophthalmologic  evidence  of  vitamin  A deficiency,  im- 
paired intestinal  absorption,  malnutrition,  and  recent 
immigration  from  areas  where  high  mortality  rates  from 
measles  are  observed.  The  recommended  dosage  is 
200,000  IU  for  children  one  year  and  older,  and  100,000 
IU  for  children  six  months  to  one  year.  This  is  given  as 
a single  oral  dose.  This  dose  should  be  repeated  the 


next  day  and  again  in  four  weeks  for  children  with 
ophthamologic  evidence  of  vitamin  A deficiency.10 

A measles  outbreak  exists  in  a community  when- 
ever one  case  of  measles  is  confirmed.  Infection  rates 
can  be  reduced  by  the  use  of  isolation,  vaccination, 
and  immune  globulin.  Hospitalized  patients  should 
be  placed  in  respiratory  isolation  until  four  days  after 
the  onset  of  rash.  If  the  patient  is 
immunocompromised,  isolation  should  be  maintained 
for  the  duration  of  the  illness. 

Live-virus  measles  vaccine  if  given  within  72  hours 
of  exposure  can  provide  protection  in  some  cases.  This 


A measles  outbreak  exists  in  a community  whenever  one  case  of  measles  is 
confirmed.  Infection  rates  can  be  reduced  by  the  use  of  isolation , vaccination, 
and  immune  globulin. 
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should  be  the  intervention  of  choice  in  the  control  of 
school  outbreaks.  Persons  should  be  considered  sus- 
ceptible to  measles  unless  they  have  had  a documented 
episode  of  physician-diagnosed  measles,  have  labora- 
tory evidence  of  measles  immunity,  were  born  before 
1957,  or  have  had  documented  immunization.  Persons 
who  are  exempt  from  measles  vaccine  for  medical,  re- 
ligious, or  other  reasons  should  be  excluded  from  the 
outbreak  setting  until  at  least  two  weeks  after  the  on- 
set of  rash  in  the  last  case  of  measles.  Persons  who  are 
revaccinated  or  are  given  their  first  dose  of  vaccine  as 
part  of  an  outbreak  control  may  be  immediately  read- 
mitted to  school.  Children  under  one  year  of  age  can 
be  given  the  monovalent  measles  vaccine  (or  an  MMR 
if  this  is  unavailable)  as  early  as  six  months  of  age 
when  exposure  to  natural  measles  occurs.  If  the  first 
dose  is  given  prior  to  their  first  birthday  these  chil- 
dren should  be  revaccinated  with  an  MMR  at  12-15 
months  of  age  and  again  at  school  age.  In  medical 
facilities  some  medical  personnel  born  before  1957  have 
acquired  measles  after  exposure  and  because  of  this, 
vaccination  of  older  employees  with  occupational  ex- 
posure should  be  considered.  Susceptible  exposed 
personnel  should  be  relieved  from  patient  contact  from 
the  fifth  to  the  21st  day  after  exposure  regardless  of 
whether  or  not  they  received  vaccine  or  IG  after  expo- 
sure. Personnel  who  develop  measles  should  be  re- 
moved from  patient  contact  until  four  days  after  they 
develop  the  rash. 

The  current  recommendations  for  routine  immuni- 
zations include  an  initial  dose  of  vaccine  at  12-15 
months  and  the  second  dose  at  4-6  or  11-12  years. 
This  is  usually  given  in  conjunction  with  mumps  and 
rubella  vaccine  as  an  MMR.  Contraindications  to 
measles  immunization  include  pregnancy,  history  of 
anaphylactic  reaction  to  neomycin,  recent  administra- 
tion of  immune  globulin,  and  significantly 
immunocompromised  state.  It  is  currently  recom- 
mended that  persons  with  histories  of  anaphylactic 
reactions  to  eggs  should  only  be  vaccinated  with  ex- 
treme caution  using  skin  testing  and  possibly  desensi- 
tization. Plowever,  in  a recent  study  in  which  children 
with  histories  of  anaphylaxis  to  eggs  were  given  an 
MMR,  no  adverse  reactions  occurred.11  It  is  therefore 
likely  that  this  recommendation  will  change  in  the  fu- 
ture. Persons  with  human  immunodeficiency  virus 
infection  should  be  routinely  immunized.  This  vac- 
cine has  been  demonstrated  to  be  safe  in  these  chil- 
dren and  the  risk  of  measles  infection  outweighs  the 
risk  of  vaccination. 

Immune  globulin  (IG)  can  be  given  to  prevent  or 
modify  measles  in  a susceptible  person  within  six  days 
of  exposure.  It  is  indicated  for  susceptible  household 
contacts  of  measles  patients,  particularly,  those  under  a 
year  of  age,  immunocompromised  persons,  and  pregnant 
women.  The  usual  recommended  dose  is  0.25ml/kg  given 


intramuscularly;  immunocompromised  children  should 
receive  0.5ml/kg.  For  either  dose  the  maximum  is  15ml. 
Infants  under  five  months  of  age  usually  have  some 
degree  of  protection  from  passively  acquired  maternal 
measles  antibodies.  However,  if  there  is  no  maternal 
history  of  measles  immunization  or  infection  then  it 
would  be  reasonable  to  give  children  less  than  six 
months  of  age  IG.  When  active  measles  is  diagnosed 
in  mothers,  unimmunized  children  of  all  ages  in  the 
household  should  be  given  IG,  since  the  mother  could 
not  have  transmitted  protective  antibodies  to  the  chil- 
dren before  birth.  Children  and  adolescents  with  symp- 
tomatic HIV  infection  who  are  exposed  to  measles 
should  receive  IG  prophylaxis  regardless  of  vaccina- 
tion status.  For  any  patient  who  regularly  receives  IGIV, 
the  usual  dose  of  100  to  400mg/kg  should  be  sufficient 
for  measles  prophylaxis  after  exposures  occurring  up 
to  three  weeks  or  more  after  receiving  IGIV.  For  those 
children  who  are  given  IG,  measles  vaccine  should  be 
given  five  months  (if  the  dose  was  0.25ml/kg)  or  six 
months  (if  the  dose  was  0.5ml/kg)  after  IG  administra- 
tion, provided  that  the  child  is  at  least  12  months  old.9 

In  addition  to  measures  for  individual  clinical  care, 
appropriate  policies  must  be  in  place  to  protect  the 
general  population.  These  include:  hospital  and  clinic 
personnel  policies  that  require  evidence  of  measles  im- 
munization for  those  born  after  1957  who  have  patient 
contact  responsibilities;  hospital  and  clinic  policies  for 
isolation  of  those  presenting  or  hospitalized  for  rash 
illnesses;  and  prompt  reporting  to  the  Health  Depart- 
ment when  measles  is  suspected  or  confirmed. 
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as,  a multitude  of  their  members; 

BE  IT  THEREFORE  RESOL  VED: 

THAT , the  Arkansas  Medical  Society  represented  by  its  Executive  Committee  assembled  does  hereby  com- 
mend Don  Phillips  for  his  service  to  the  medical  profession,  the  state’s  medical  institutions,  and  the  people  of 
Arkansas;  and 

THAT , the  Arkansas  Medical  Society  will  miss  a valuable  member  of  the  medical  team  and  wishes  him  well. 

Adopted  July  26,  1995  by  the  Arkansas  Medical  Society  Executive  Committee. 

Charles  W.  Logan,  M.D.,  Chairman  Mike  Moody,  M.D.,  Secretary 
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Scientific  Article 


Recent  Advances  in  Pediatric  HIV 

John  Menard,  M.D.* 

Nancy  C.  Tucker,  R.N.** 

Toni  Darville,  M.D.*** 


ABSTRACT 

Pediatric  human  immunodeficiency  virus  (HIV)  in- 
fection is  a disease  of  mother-to-infant  transmission. 
The  World  Health  Organization  estimates  there  will 
be  ten  million  HIV-infected  children  by  the  end  of  this 
century.  It  is  now  thought  that  both  intrauterine  and 
intrapartum  transmission  of  HIV  occurs.  Infants  in- 
fected in  utero  develop  clinical  signs  and  symptoms  at 
an  earlier  age  than  those  who  are  infected  at  the  time 
of  delivery.  We  describe  two  cases  that  demonstrate 
early-onset  and  late-onset  pediatric  HIV  disease,  re- 
spectively. Recently,  it  was  determined  that  perinatal 
transmission  of  HIV  can  be  significantly  reduced  by 
the  administration  of  the  antiretroviral  drug, 
zidovudine  (ZDV),  to  HIV-positive  pregnant  women 
and  their  newborns,  making  HIV  screening  of  preg- 
nant women  more  desirable  than  ever.  A program  of 
universal  voluntary  HIV  testing  for  pregnant  women 
has  been  successfully  implemented  at  the  University 
of  Arkansas  for  Medical  Sciences.  Details  of  this  pro- 
gram are  described  herein. 

EPIDEMIOLOGY/TRANSMISSION 

The  first  pediatric  case  of  acquired  immunodefi- 
ciency syndrome  (AIDS)  was  diagnosed  in  1982.  The 
Centers  for  Disease  Control  and  Prevention  has  re- 
ceived reports  of  5,734  cases  of  pediatric  AIDS  as  of 
June  1994.  The  World  Health  Organization  estimates 
that  there  will  be  ten  million  HIV-infected  children  by 
the  end  of  this  century.  There  have  been  88  children 
evaluated  for  HIV-related  illness  at  Arkansas  Children's 
Hospital  since  1988;  59,  or  67%,  remain  HIV  positive 
or  have  developed  AIDS,  while  29,  or  33%,  have  con- 
verted to  an  HIV  negative  status. 

Pediatric  HIV  is  currently  a perinatal  disease.  Since 
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blood  donor  screening  and  heat  treatment  of  clotting 
factor  concentrates  began  in  1985,  the  risk  to  children 
of  acquiring  HIV  from  blood  or  blood  products  has 
been  minimal.  Yet,  the  seroprevalence  of  HIV  among 
women  of  childbearing  age  has  risen  approximately 
40%  per  year  over  the  past  decade  (current 
seroprevalence  is  0.15%)  and  95%  of  current  childhood 
HIV  infections  are  acquired  from  the  mother.  In  the 
United  States,  the  risk  of  transmission  from  an  HIV- 
positive mother  to  her  newborn  is  25-35%  for  each 
pregnancy.  This  risk  is  increased  when  the  mother  is 
more  advanced  in  her  HIV  disease.  Increased  infant 
exposure  to  maternal  blood  (e.g.,  trauma  during  de- 
livery, fetal  scalp  monitors)  also  seems  to  carry  an  in- 
creased risk.  Prematurity  also  increases  the  risk  of  trans- 
mission. Possible  causes  of  increased  viral  transmis- 
sion in  premature  newborns  include  minimal  trans- 
placental passage  of  protective  antibodies  in  the  early 
months  of  gestation,  and  immaturity  of  neonatal  epi- 
thelial and  mucosal  surfaces.  Breast  milk  also  can  trans- 
fer HIV,  therefore,  breastfeeding  is  not  recommended 
in  areas  where  suitable  formula  substitutes  are  available. 

CLINICAL 

In  the  pediatric  population,  immunosuppression 
occurs  at  higher  absolute  T helper  (Th)  counts  than  in 
adults,  and  varies  inversely  with  age  (see  table  on  next 
page).  Notice  that  the  percent  of  Th  cells  for  the  same 
degree  of  immunosuppression  is  constant  across  the 
age  breaks. 

It  is  now  thought  that  both  intrauterine  and 
intrapartum  transmission  of  HIV  occurs.  When  intrau- 
terine transmission  occurs  (estimated  at  approximately 
20%  of  cases),  the  infant  shows  early  onset  of  clinical 
disease  and  aggressive  symptoms.  When  transmission 
occurs  at  or  near  delivery  (estimated  at  approximately 
80%  of  cases),  there  is  often  a much  more  indolent 
course  with  a delayed  onset  of  clinical  symptoms. 

Clinical  features  of  AIDS  common  to  children  and 
adults  include  opportunistic  infections  outside  the  central 
nervous  system  like  Pneumocystis  carinii  pneumonia,  chronic 
mucocutaneous  candidiasis,  chronic  diarrhea,  chronic 
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Table  1.* 


Age  of  Child 


< 12  Months 

1-5  Years 

6-12  Years 

Immunologic  Category 

Th/mm3 

%Th 

Th/mm3 

%Th 

Th/mm3 

%Th 

No  evidence  of  suppression 

> 1500 

(>  25) 

> 1000 

(>  25) 

>500 

(>  25) 

Evidence  of  moderate  suppression 

750-1499 

(15-24) 

500-999 

(15-24) 

200-499 

(15-24) 

Evidence  of  severe  suppression 

< 750 

(<  15) 

< 500 

(<  15) 

< 200 

(<  15) 

* Centers  for  Disease  Control  and  Prevention:  Recommendation  of  the  U.S.  Public  Health  Service  Task  Force  on  the  use  of 
zidovudine  to  reduce  perinatal  transmission  of  human  immunodeficiency  virus.  MMWR  43 :RR-1 1:1-20,  1994. 


fever,  diffuse  adenopathy,  hepatosplenomegaly,  and 
chronic  eczema.  Renal  disease  and  cardiomyopathy 
are  common  in  the  end  stage  of  disease. 

Some  features  that  are  common  in  children  are 
rare  in  adults,  such  as  early-onset  encephalopathy, 
recurrent  bacterial  infections,  chronic  lymphoid  inter- 
stitial pneumonitis,  and  parotitis.  Special  attention 
must  be  given  to  neurodevelopmental  problems  as  they 
can  be  the  presenting  symptoms.  Examples  include 
mental  and  motor  delays,  attention  deficit  disorder, 
and  loss  of  acquired  milestones. 

CASE  REPORTS 

Case  Report  1 

A case  report  consistent  with  probable  intrauter- 
ine transmission  follows: 

A Caucasian  female  infant,  CF,  was  born  in  June 
1990  to  an  HIV-positive  mother  with  a history  of  intra- 
venous drug  use.  The  father  died  of  AIDS  in  early 
1990.  At  two  weeks  of  age,  CF  was  hospitalized  for 
mastitis.  Her  hematologic  parameters  were  normal  as 
follows:  white  blood  cell  (WBC)  count,  15,000/mm3  with 
60%  neutrophils  and  40%  lymphocytes;  platelet  count 
299,000/mm3  and  hematocrit,  50%.  She  had  an  abso- 
lute Th  lymphocyte  count  of  2900/mm3,  with  54%  Th 
cells.  Wound  and  blood  cultures  grew  Enterobacter  cloa- 
cae. CF  was  discharged  to  home  after  a course  of 
parenteral  antibiotics. 

At  eight  weeks  of  age,  CF  was  placed  in  the  hospi- 
tal after  an  apneic  episode  associated  with  cyanosis. 
Bacterial  cultures  were  negative,  but  a severe  candidal 
rash  would  not  improve  on  topical  Nystatin.  A poly- 
merase chain  reaction  assay  for  HIV  DNA  was  posi- 
tive. Some  of  her  hematologic  parameters  were  now 
abnormal:  hematocrit  of  30%;  platelet  count  of  52,000/ 
mm3  and  an  absolute  Th  count  of  943/mm3,  to  give 
only  19%  Th  cells. 

At  twelve  weeks  of  age  CF  was  admitted  for  vom- 
iting, and  candidal  esophagitis  was  diagnosed.  She 
also  had  severe  anemia,  thrombocytopenia  and 
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leukopenia.  Blood  cultures  were  positive  for  Histoplasma 
capsulation  on  the  same  day  that  a bone  marrow  bi- 
opsy revealed  this  fungus.  Amphotericin  B was  given 
to  a total  dose  of  40  mg/kg  over  six  weeks.  Antiretroviral 
therapy  was  started  and  Pneumocystis  carinii  prophy- 
laxis was  initiated.  At  the  completion  of  Amphotericin 
B,  maintenance  ketoconazole  was  begun.  CF  had  mul- 
tiple admissions  in  1992  and  1993.  Presenting  symp- 
toms included  dehydration,  fever,  respiratory  distress, 
and  progressive  hypertonia,  along  with  episodes  of 
extreme  irritability,  failure  to  thrive  and  progressive 
encephalopathy  with  seizures.  In  1993,  CF  was  diag- 
nosed with  HIV  cardiomyopathy.  In  February  1994, 
CF  expired  secondary  to  cardiac  failure.  CF  was  three 
and  one-half  years  old.  The  total  cost  of  her  hospital 
care  was  $230,000. 

Case  Report  2 

The  following  is  a case  report  consistent  with 
perinatal  HIV  transmission  at  delivery: 

BF  was  born  in  February  1987.  BF's  father  had  he- 
mophilia and  died  of  AIDS  shortly  after  the  baby's 
birth.  At  two  years  and  six  months  of  age,  BF  had  had 
no  significant  medical  problems.  Her  height  and  weight 
were  in  the  5th  percentile  and  her  physical  examina- 
tion was  remarkable  only  for  mild  hepatosplenomegaly 
and  diffuse  shotty  lymphadenopathy.  Hematologic 
parameters  were  as  follows:  WBC  count,  6,600/mm3 
with  50%  monocytes,  27%  neutrophils  and  23%  lym- 
phocytes; hematocrit  33%;  platelet  count,  332,000/mm3. 
An  immunoglobulin  gamma  (IgG)  level  was  elevated 
at  2775  mg/dl  (normal  IgG  levels  for  a 2-year-old  are 
750  + 200  mg/dl.  BF's  absolute  Th  cell  count  was  de- 
creased at  462/mm3.  Her  Th  percent  was  17.  Zidovudine 
therapy  was  started  at  this  time.  When  BF  was  three 
years  old,  she  was  diagnosed  with  parotitis  and  oral 
candidiasis.  Follow-up  hematologic  parameters  had 
improved  while  on  zidovudine.  Absolute  Th  count  was 
now  1300/mm3,  Th  % was  27.  By  age  4,  her  height  and 
weight  had  unproved  to  the  25th  percentile  and  her 
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Th  count  was  stable  at  1036/mm3,  24%  Th.  BF  was  con- 
tinued on  ZDV.  Pneumocystis  carinii  prophylaxis  in  the 
form  of  trimethoprim-sulfamethoxazole  was  given  three 
times  weekly.  As  the  literature  at  that  time  supported, 
BF  received  monthly  intravenous  infusions  of  immu- 
noglobulin. In  1993,  BF,  now  six  years  old,  was 
switched  to  didanosine  (ddl),  when  her  growth  pa- 
rameters and  Th  count  revealed  a slow,  steady  de- 
cline. BF  is  now  seven  years  old  and  in  the  second 
grade.  Her  height  and  weight  have  remained  between 
the  10th  and  25th  percentile  and  she  has  remained 
essentially  asymptomatic  except  for  intermittent  mild 
parotitis  and  diffuse,  shotty  lymphadenopathy.  She 
has  been  hospitalized  only  once  in  her  life  for  pneu- 
mococcal pneumonia  that  resolved  with  routine  care. 

PREVENTION 

Physicians  can  have  a tremendous  impact  on  this 
disease  through  our  efforts  in  prevention.  We  should 
strive  to  educate  our  communities  in  abstinence,  safe 
sex  (latex  condoms  along  with  spermicide  containing 
nonoxynol-9),  avoidance  of  IV  drug  use,  and  the  use 
of  universal  precautions  in  all  walks  of  life.  A recent 
development  in  the  prevention  of  perinatal  HIV  is  very 
exciting.  It  constitutes  one  of  the  few  steps  forward  in 
some  time.  A recent  clinical  trial,  the  AIDS  Clinical 
Trial  Group  Protocol  076  (ACTG  076),  has  provided 
encouraging  data  for  possibly  decreasing  the  incidence 
of  HIV  transmission  in  pregnancy  through  the  admin- 
istration of  ZDV  to  infected  pregnant  women  and  their 
newborns.  The  study  regimen  compared  ZDV  prophy- 
laxis to  placebo.  The  criteria  for  entry  into  this  study 
included:  1)  HIV-infected  pregnant  women  at  14-34 
weeks  of  gestation  with;  2)  Th  counts  greater  than  200/ 
mm3;  and  3)  no  prior  antiretroviral  therapy  during  the 
current  pregnancy;  and  4)  no  clinical  indication  for 
antepartum  antiretroviral  therapy. 

The  patients  were  randomized  to  receive  ZDV  or 
placebo.  The  patients  who  received  ZDV  were  given 
100  mg  by  mouth  five  times  per  day.  This  was  started 
at  14-34  weeks  of  gestation  and  continued  throughout 
the  pregnancy.  When  labor  began,  ZDV  was  changed 
to  an  intravenous  form  with  a loading  dose  of  2 mg/kg 
over  one  hour,  followed  by  a 1 mg/kg/hour  continu- 
ous infusion  until  delivery.  The  newborns  received 
oral  ZDV  within  eight  to  twelve  hours  of  birth  at  2 mg/ 
kg/dose  four  times  per  day  for  six  weeks.  A diagnosis 
of  HIV  in  the  infant  was  established  by  a positive  viral 
culture  for  HIV. 

In  the  interim  analysis,  356  infants  had  been  born 
to  mothers  entered  into  the  protocol.  There  was  an 
estimated  transmission  rate  of  25.5%  in  the  placebo 
group  (40/185  infants).  This  compared  with  a trans- 
mission rate  of  8.3%,  or  13/180  infants,  in  the  ZDV 
group.  This  corresponds  to  a 67.5%  relative  reduction 
in  the  risk  of  HIV  transmission.  The  difference  in  the 
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estimated  transmission  rate  between  the  ZDV  group 
and  the  placebo  group  was  statistically  significant  with 
p = 0.0006.  The  only  side  effect  seen  was  a mild  de- 
crease in  hemoglobin  concentration  in  the  ZDV-treated 
infants  that  was  clinically  insignificant. 

There  are  several  limitations  to  this  study.  Most 
importantly,  perinatal  HIV  transmission  was  still  ob- 
served despite  drug  therapy.  In  addition,  the  study 
did  not  determine:  1)  efficacy  in  women  with  Th  counts 
less  than  200  with  advanced  disease,  who  had  received 
prior  antiretrovial  therapy,  or  who  had  ZDV-resistant 
strains;  2)  efficacy  prior  to  14  weeks  or  after  34  weeks 
gestation;  3)  the  relative  contributions  of  gestational, 
prepartum,  intrapartum,  and  neonatal  administration 
of  ZDV;  4)  long-term  side  effects  of  ZDV  on  mothers 
and  infants.  The  first  trimester  of  pregnancy  was 
avoided  in  this  study  secondary  to  the  unknown  ter- 
atogenicity of  ZDV.  Even  with  these  limitations,  this 
clinical  protocol  demonstrated  that  the  risk  of  perinatal 
HIV  transmission  can  be  substantially  reduced  by  the 
administration  of  ZDV  prophylaxis  and  has  prompted 
the  Centers  for  Disease  Control  and  Prevention  (CDC) 
to  issue  recommendations  on  its  use. 

CDC  RECOMMENDATIONS 

All  HIV-infected  women  should  be  informed  of 
the  potential  for  reduction  of  HIV  transmission  to  their 
infants.  They  should  be  told  of  short-term  safety,  but 
also  of  the  unknown  long-term  risks  to  themselves 
and  their  infants.  The  mother  will  basically  be  making 
a decision  on  risks  versus  benefits.  Because  of  the  limi- 
tation of  the  ACTG  076  protocol  to  delineate  efficacy 
of  the  individual  components  of  the  study,  gestational 
versus  intrapartum  versus  neonatal,  current  recom- 
mendations include  consideration  of  using  portions 
of  the  protocol.  Dependent  on  a case-by-case  situa- 
tion, when  the  clinical  parameters  do  not  precisely  fit 
the  ACTG  076  criteria,  portions  of  the  protocol  that 
are  applicable  may  be  entertained.  For  example,  an 
HIV-infected  mother  with  no  prenatal  care  delivers  an 
infant  precipitously  so  that  parenteral  ZDV  use  during 
labor  is  not  possible.  This  mother  should  be  offered 
the  option  of  her  infant  receiving  ZDV  prophylaxis  for 
six  weeks  if  the  drug  can  be  started  within  24  hours  of 
the  infant's  birth. 

The  University  of  Arkansas  for  Medical  Sciences 
(UAMS)  and  Arkansas  Children's  Hospital  (ACH)  have 
become  proponents  of  universal  voluntary  HIV  test- 
ing of  all  pregnant  patients  coupled  with  education. 
Key  issues  covered  during  risk  versus  benefit  discus- 
sions center  on  the  limitations  of  the  ACTG  076  study. 

Basically,  all  patients  are  potential  candidates.  No 
stigmata  should  be  attached  to  pregnant  women  who 
decide  against  participation. 

The  current  policy  followed  at  UAMS  includes  pre- 
test counseling,  and  then,  informed  consent  for  the 
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HIV  test  in  all  pregnant  patients.  If  the  initial  test  is 
positive,  it  is  repeated  and  a second  positive  test  is 
confirmed  by  Western  blot.  Consenting  mothers  have 
baseline  lab  obtained  and  oral  ZDV  is  started  after  14 
weeks  estimated  gestation.  Labs  are  followed  monthly. 
When  labor  begins,  intrapartum  administration  of  ZDV 
is  started  and  continued  through  delivery.  Infants  are 
started  on  oral  ZDV  and  follow-up  is  arranged  in  the 
Pediatric  Infectious  Diseases  Clinic  at  Arkansas 
Children's  Hospital,  as  well  as  with  the  baby's  pri- 
mary care  physician.  Follow-up  of  the  mother  is  ar- 
ranged through  the  High-Risk  Obstetrics  Clinic  and 
then  through  the  Internal  Medicine  Clinic  at  (JAMS. 
Since  the  institution  of  this  protocol  at  UAMS  in  De- 
cember 1994,  an  average  of  seven  infants  per  month 
have  been  referred  to  the  Pediatric  Infectious  Diseases 
Clinic  at  ACH.  In  contrast,  in  the  two  years  previous, 
an  average  of  one  infant  per  month  (an  average  from 
over  two  years)  had  been  referred  to  the  same  clinic. 

CONCLUSIONS 

The  ACTG  076  study  has  demonstrated  a means 
to  substantially  reduce  the  risk  to  the  newborn  of  acquiring 
HIV  from  an  infected  mother.  There  are  limitations  to 


the  study  and  prospective  patients  need  education 
concerning  the  disease,  its  transmission,  and  risks  in- 
herent in  ZDV  prophylaxis.  Informed  consent  should 
be  obtained.  For  further  information  concerning  the 
ACTG  076  protocol,  suggested  follow-up  schedules  for 
the  mother  and  infant,  or  updates  and  new  informa- 
tion, please  call  either  the  Obstetrics  and  Gynecology 
Office  at  the  University  of  Arkansas  for  Medical  Sci- 
ences at  (501)  686-7164  or  the  Infectious  Diseases  Divi- 
sion at  Arkansas  Children's  Hospital  at  (501)  320-1416. 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


(501)  664-4411 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE.’ 
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Managed  Care: 

Global  or  Local? 


Arkansas  Managed  Care  Organization  Serves 
Local  Partnerships  Providing  Community  Care. 


The  world  of  managed  care  is  expanding,  often 
ignoring  the  benefits  of  local  partnerships  among 
employers,  employees,  doctors  and  hospitals. 
The  global  outlook  suggests  restricted  health  care 
delivered  only  by  those  providers  who  agree  to 
lower  rates  in  return  for  guaranteed  patients. 
Arkansas  Managed  Care  Organization  (AMCO) 
believes  there  is  a better  way  to  reduce  cost  and 
ensure  quality  care. 


Physician's  Practice 
Where  Patients  Live 

AMCO’s  local  partnerships  mean  physicians  can 
still  practice  where  patients  live,  while 
experiencing  practice  growth  through  local 
employer  contracts.  The  link  between  managed 
care  and  community  care  combines  the  benefits 
of  a statewide  network  with  the  security  and 
convenience  of  hometown  medical  attention. 


Health  Care's  Better  Way 

Formed  as  a PPO  in  1994,  AMCO  has  assembled 
a strong  network  of  1,700  local  doctors  and  38 
local  hospitals  covering  75%  of  Arkansas.  Our 
philosophy  for  quality  care  relies  on  these  stable 
local  partnerships  - run  by  local  boards  made  up 
of  doctors,  hospitals  and  employers  --  to  ensure 
access  and  affordability.  And  AMCO  can  provide 
coverage  to  Arkansas’  multi-state  employers 
through  our  national  network. 


For  information  on  local  partnerships  for 
community  care,  call  AMCO  at  1-800-278-8470. 


#10  Corporate  Hill  Drive  • Suite  200  • Little  Rock,  Arkansas  72205  • (501)  225-8470/FAX  (501)  225-7954  • 1-800-278-8470 


AMCO  is  affiliated  with  Arkansas  Medical  Society  Management  Company. 


MAEII\  YOUR  CALENDARS! 

AMS  Fall  Workshops 
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October  12,  1995 

Capitation  Strategies  for  Practice  Survival 

Little  Rock  Hilton 
5:30  p.m.  - 8:30  pm. 


NOVEMBER 
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Wednesdai  Thursday 
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Saturday 
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Medical  Office 
Management  - 

Back  Office 


September  28,  1995 

CPT  & ICD-9  Coding  for  OB-GYN 

September  29,  1995 

CPT  & ICD-9  Coding  for  Psychiatry 

St.  Vincent  Infirmary  Health  Education  Center 
Little  Rock,  Arkansas 
8:30  a.m.  - 4:00  p.m. 


OCTOBER 

Sinday 

1 
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for  Practice 
Survival 
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31 

November  9,  1995 

Medical  Office  Management  for  Front  Office 

November  10,  1995 

Medical  Office  Management  for  Back  Office 

Little  Rock  Hilton 
8:30  p.m.  - 4:00  p.m. 


Watch  your  mail  for  further  details  or  call  the  AMS  office  at  501-224-8967  or  800-542-1058 


Loss  Prevention 


Frozen  Section  Error?  - Rare  But 
Disastrous 

J.  Kelley  Avery,  M.D.* 


Case  Report 

A 50-year-old  obese  woman  reported  to  her  pri- 
mary care  physician  complaining  of  soreness  and  some 
pain  in  her  right  breast.  Examination  showed  a small 
tender  area  of  question  in  the  upper  outer  quadrant  of 
the  right  breast  and  the  examiner  thought  that  there 
was  indeed  a small  mass  present.  She  was  referred  for 
a mammogram,  and  the  radiologist  reported  an  area 
of  microcalcifications  deep  in  the  central  portion  of 
the  breast. 

The  physician  of  record  referred  the  patient  to  a 
surgeon,  who,  on  the  basis  of  the  mammogram  re- 
port, recommended  a biopsy.  In  explaining  the  situa- 
tion to  his  patient,  the  surgeon  told  her  that  the  suspi- 
cious area  in  the  breast  was  not  in  the  location  where 
the  tender  lump  was  found  and  should  be  further  ex- 
amined with  a biopsy.  He  further  explained  to  his  pa- 
tient that  the  suspicious  area  found  by  the  mammogram 
was  in  a location  that  would  require  general  anesthe- 
sia. She  wished  to  think  about  this  recommendation 
and  discuss  it  with  her  husband,  but  felt  sure  enough 
that  she  wanted  the  biopsy  to  allow  the  surgeon  to 
schedule  her  for  three  days  later.  She  reported  at  the 
scheduled  time. 

The  biopsy  was  done  under  general  anesthesia. 
The  frozen  section  was  very  suspicious  of  cancer  but 
not  diagnostic.  Mastectomy,  which  had  been  planned 
pending  a malignant  lesion,  was  not  done.  Permanent 
sections  did  not  show  the  radiologically  identified  cal- 
cifications, and  the  pathologist  recommended  that  a 
repeat  mammogram  be  done  after  healing  of  the  op- 
erative site  had  occurred. 

The  surgeon  followed  his  patient  after  biopsy  and 
did  schedule  a repeat  mammogram  in  three  months. 
The  report  of  this  examination  showed  that  the  lesion 
described  on  the  initial  study  had  not  changed.  A re- 

*  Dr.  Avery  is  chariman  of  the  Loss  Prevention  Committee, 
State  Volunteer  Mutual  Insurance  Company,  Brentwood, 
Tennessee.  This  article  apperaed  in  the  Journal  of  the 
Tennessee  Medical  Association  in  October  1993.  It  is  reprinted 
here  with  the  author's  permission 


peat  study  was  recommended  in  three  months.  This 
examination  was  done  as  recommended,  and  the  re- 
port again  showed  no  change.  On  recommendation  of 
the  radiologist,  her  surgeon  planned  another 
mammogram  for  six  months  later. 

At  the  six-month  checkup,  the  surgeon  believed 
that  there  had  been  no  change  in  his  patient's  physi- 
cal examination.  She  had  been  on  a diet  and  had  lost 
weight,  and  the  breasts  were  smaller  and  easier  to 
examine.  Report  of  the  mammogram  done  at  this  time 
indicated  that  the  findings  represented  "an  increase 
in  a mass  density  associated  with  microcalcifications. 
An  excisional  biopsy  is  recommended  to  determine 
the  true  nature  of  this  condition." 

At  this  point,  the  surgeon  again  explained  the  situ- 
ation to  his  patient.  He  again  went  over  the  possibility 
of  a radical  procedure  if  the  mass  proved  to  be  malig- 
nant. The  excisional  biopsy  was  scheduled  for  a few 
days  later.  Needle  localization  was  used  to  precisely 
identify  the  area  and  a wide  excisional  biopsy  was 
done.  Frozen  section  was  done  on  the  specimen,  and 
the  report  was  "infiltrating  ductal  carcinoma."  While 
the  patient  was  under  anesthesia,  a modified  radical 
mastectomy  was  done.  There  were  no  problems  asso- 
ciated with  the  operation.  In  the  early  postoperative 
period  the  surgeon  learned  that  there  was  some  con- 
fusion and  disagreement  in  the  pathology  group  about 
the  exact  nature  of  the  lesion,  but  the  prevailing  opin- 
ion was  that  it  was  benign.  The  specimen  was  sent  to 
a consulting  pathologist  in  Tennessee,  as  well  as  to 
one  at  Sloan-Kettering  Institute,  for  their  opinions. 

Within  three  or  four  days  of  the  surgery,  while 
the  patient  was  still  in  the  hospital,  all  the  patholo- 
gists agreed  that  the  lesion  was,  indeed,  benign.  How- 
ever, one  consulting  pathologist  stated  that  this  was  a 
lesion  about  which  experienced  pathologists  might  dis- 
agree. 

The  attending  surgeon  stayed  very  close  to  his  pa- 
tient, repeatedly  assuring  her  that  regardless  of  the 
true  diagnosis,  she  was  indeed  cured  of  her  disease. 
He  made  available  to  his  patient  all  the  many  pathoi- 
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ogy  reports.  He  continued  to  stress  to  his  patient  that 
the  lesion  was  a hard  one  to  be  specific  about;  there- 
fore, he  could  not  criticize  the  pathologist  who  read 
the  frozen  section. 

Some  months  went  by  before  the  pathologist  and 
his  group  were  sued,  charging  negligence  in  issuing  a 
definitive  opinion  on  a lesion  about  which  there  was 
some  doubt.  The  surgeon  was  initially  charged  with 
negligence  in  failing  to  reassure  his  patient  that  the 
lesion  was  not  malignant,  thus  contributing  to  her 
mental  anguish.  This  charge  was  dismissed  during  the 
course  of  discovery  and  further  investigation. 

This  woman  had  lost  her  breast  and  suffered 
through  weeks  of  confusion  about  whether  or  not  she 
had  cancer.  The  plaintiff  was  very  aggressive  and  the 
expert  testimony  was  all  on  the  side  of  the  plaintiff. 
No  expert  could  be  found  who  would  say  that  a diag- 
nosis of  "infiltrating  ductal  carcinoma"  was  within  an 
acceptable  standard  of  care,  largely  because  in  the  pres- 
ence of  such  an  equivocal  situation,  permanent  sec- 
tions should  have  been  done  before  committing  this 
patient  to  such  a disfiguring  and  emotionally  shatter- 


ing experience.  It  was  argued  that  had  the  patient  been 
aware  of  the  differences  of  opinion  regarding  the  de- 
finitive diagnosis,  she  and  her  surgeon  would  have 
waited  and  given  even  more  time  for  further  evalua- 
tion. A large  settlement  was  necessary  in  this  case. 

Loss  Prevention  Comments 

In  medicine,  when  things  go  well  in  a given  pro- 
cedure or  situation  so  consistently,  it  is  easy  to  forget 
that  in  the  same  situation  one  can  and  does  encounter 
unexpected  complications.  This  is  certainly  the  case 
with  frozen  sections.  Almost  always  the  surgeon  can 
rely  on  the  report  of  the  pathologist  to  be  correct.  Al- 
most always  the  surgeon  can  plan  his  approach  at  the 
table  with  confidence  that  the  pathology  report  is  ac- 
curate. " Almost  Always!"  Then  there  comes  a situation 
like  this  when  surgeons  and  pathologists  realize  that 
occasionally  (even  if  very  rarely)  there  comes  a time 
when  the  definitive  procedure  should  be  deferred  until 
the  permanent  sections  have  been  processed  and  a 
final  report  is  issued.  ■ 


PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 


Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 

(901)  725-5851 
(901)  725-5852 
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Cardiology  Commentary  and  Update 


Derrick  L.  Richardson,  M.D.* 
Stephanie  L.  Lawhorn,  M.D.** 
J.  David  Talley,  M.D.** 


HEPARIN  ASSOCIATED  THROMBOCYTOPENIA 


INTRODUCTION 

Heparin  in  used  in  many  conditions  where  a 
thromboembolic  event  is  likely  to  develop  or  has  al- 
ready occurred.  It  was  discovered  in  1915  and  is  iso- 
lated from  bovine  lung  and  porcine  intestine  prepara- 
tions.1 It  activates  antithrombin  III,  and  this  complex 
bind  and  inactivates  thrombin,  activated  factors  IX, 
XI,  XII,  and  prekallikrein.1  While  hemorrhage  is  a com- 
mon complication,  other  adverse  events  are  infrequent. 
It  was  not  until  50  years  after  the  initial  description  of 
heparin  that  heparin-induced  thrombocytopenia  (HIT) 
was  reported.1  We  report  a patient  with  HIT  and  dis- 
cuss the  pathophysiology,  diagnosis,  and  treatment 
options  of  this  unusual  but  potentially  fatal  condition. 

PATIENT  REPORT 

A 32-year-old  male  with  an  extensive  history  of 
marijuana  and  "crack"  cocaine  use  was  admitted  to  an 
outlying  hospital  with  a 6-8  week  history  of  progres- 
sive exertional  breathlessness,  paroxysmal  nocturnal 
dyspnea,  and  lower  extremity  edema.  A transthoracic 
echocardiogram  showed  enlargement  of  all  cardiac 
chambers,  a left  ventricular  thrombus,  and  an  ejection 
fraction  of  < 15%.  At  this  time,  he  was  transferred  for 
further  evaluation  and  treatment. 

The  patient  appeared  much  older  than  his  stated 
age.  He  was  frail  and  had  anasarca.  Crackles  were 
heard  in  all  lung  fields.  The  apical  impulse  was  later- 
ally displaced  and  a summation  gallop  was  auscultated. 
There  was  3+  lower  extremity  edema.  Massive 
cardiomegaly  and  diffuse  interstitial  infiltrates  were 
seen  on  the  chest  x-ray.  The  initial  platelet  count  was 


* Dr  Richardson  is  a Resident  in  Internal  Medicine  at  UAMS 

**  Drs.  Lawhorn  and  Talley  are  members  of  the  Division  of 
Cardiology  at  (JAMS 
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179,000/mm1.  Heparin  was  started  because  of  the  left 
ventricular  thrombus. 

Cardiac  catheterization  was  done  to  find  the  etiol- 
ogy of  the  dilated  cardiomyopathy.  The  right  heart 
pressures  were  dramatically  elevated  and  there  was 
total  occlusion  of  the  proximal  left  anterior  descend- 
ing and  proximal  right  and  mid-circumflex  coronary 
arteries.  Only  the  first  marginal  branch  of  the  circum- 
flex coronary  artery  was  patent.  An  intra-aortic  bal- 
loon pump  was  placed  because  of  hemodynamic  in- 
stability. 

Due  to  the  long  history  of  substance  use,  the  pa- 
tient was  not  felt  to  be  a cardiac  transplantation  candi- 
date. Medical  management  with  pre-  and  afterload  re- 
duction and  inotropic  support  was  prescribed.  On  the 
sixth  hospital  day,  the  platelet  count  precipitously 
dropped  to  64,000/mm1  and  heparin  was  stopped  (Fig- 
ure 1).  The  following  day,  the  platelet  count  reached  a 
nadir  of  24,000/mm1.  A low  molecular  weight 
heparinoid,  orgaran  (Org  10172,  Organon  International 
BV,  The  Netherlands)  was  then  given.  Orgaran  was 
prescribed  with  a named-patient  exemption  provision 
under  a "compassionate"  use  protocol.  The  platelet 
count  rebounded  and  reached  a peak  of  598,000/mm1. 
The  patient  developed  further  hemodynamic  instabil- 
ity refractory  to  inotropic  support  and  he  died  on  the 
21st  hospital  day. 

DISCUSSION 

Pathophysiology  and  Clinical  Overview 

HIT  occurs  in  approximately  25%  of  patients  who 
receive  heparin,  but  only  5%  have  a platelet  count  < 
100,000/mm1.  Untreated  HIT  is  associated  with  approxi- 
mately a 25%  mortality.4  HIT  occurs  more  frequently 
with  the  use  of  hepann  isolated  from  bovme  lung  tissue. 

There  are  three  types  of  heparin-associated 
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The  dramatic  drop  and  rebound  in  platelet  count  is  consistent  ivith  heparin-induced  thrombocytopenia. 


thrombocytopenia.  The  first  type  is  an  immediate,  tran- 
sient, decrease  in  the  platelet  count  after  an  intrave- 
nous bolus  injection  of  heparin.5  A second  form  of 
HIT  is  characterized  by  a mild  decrease  in  the  platelet 
count  between  100,000  - 150,000/mm5  that  develops  2- 
4 days  after  heparin  administration.  Interestingly,  the 
platelet  count  may  return  to  pre-treatment  levels  de- 
spite ongoing  heparin  use.  Arterial  thrombosis  has  not 
been  reported  in  these  forms  of  HITT 

The  patient  discussed  above  had  the  most  com- 
mon and  severe  form  of  HIT.  In  this  syndrome,  the 
platelet  count  is  severely  depressed,  there  is  a high 
degree  of  heparin  resistance,  disseminated  intravas- 
cular coagulation,  and  thromboembolism.  It  develops 
between  6 and  14  days  after  heparin  use  and  platelet 
counts  recovery  to  pre-treatment  levels  after  heparin 
is  stopped.  The  mechanism  is  thought  to  be  the  pro- 
duction of  antibodies  directed  against  the  platelet  mem- 
brane in  the  presence  of  heparin.  The  antibodies  in- 
duce platelet  aggregation  and  the  development  of  a 
diffuse  intravascular  clotting  (DIC-like)  syndrome.7 

DIAGNOSIS 

The  diagnosis  of  HIT  depends  on  an  appropriate 
clinical  situation  and  laboratory  evaluation.  First,  HIT 


is  suspected  if  the  heparin  treated  patient  develops  a 
platelet  count  < 100,000/mm’  without  evidence  of  other 
etiologies  including  disseminated  intravascular  coagu- 
lation, thrombocytopenia  purpura,  lupus  anticoagu- 
lant syndrome,  systemic  lupus  erythematous,  sepsis, 
or  other  potential  mediation  sensitivity.  A positive  di- 
agnostic test,  such  as  a positive  ex-vivo  platelet  aggre- 
gation test,  is  confirmatory. 

TREATMENT  OPTIONS 

There  is  no  ideal  treatment  for  patients  with  HIT. 
All  therapeutic  alternatives  are  limited  by  decreased 
efficacy,  short  half-life,  secondary  sensitization,  delay 
in  reaching  therapeutic  activity,  or  lack  of  commercial 
availability. 

Decreased  efficacy.  Patients  with  HIT  are  at  a high 
risk  for  the  development  of  a thromboembolic  compli- 
cation and  therefore  medications  with  limited  potency, 
such  as  antiplatelet  agents,  are  of  modest  benefit. 
Nonetheless,  there  have  been  reports  of  success  with 
aspirin  used  alone  and  in  combination  with 
dipyridamole.*  Dextrans  are  semisynthetic  polysaccha- 
rides that  interfere  with  platelet  aggregation  and  fi- 
brin monomer  polymerization.  In  patients  with  HIT, 
dextrans  may  competitively  inhibit  the  binding  of  heparin 
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to  the  platelet  antibody.  This  agent  has  been  used  suc- 
cessfully in  a few  patients.9  Newer  agents,  such  as 
glycoprotein  Ilb/IIIa  receptor  blocking  medications, 
have  not  been  reported  to  have  been  used  in  this  con- 
dition.10 

Short  half-life.  Prostacyclin  analogues,  such  as 
iloprost,  inhibit  platelet  aggregation,  and  have  been 
successful  in  several  patients  with  HIT,  including  those 
undergoing  cardiopulmonary  bypass.11 

Delay  in  reaching  therapeutic  activity.  Oral 
anticoagulation  with  warfarin  (Coumadin,  DuPont 
Pharma,  Wilmington,  De)  may  be  begun  when  HIT  is 
suspected.  The  usefulness  of  this  medication  is  lim- 
ited by  the  delay  in  effectiveness,  meanwhile,  arterial 
thrombosis  may  ensure. 

Lack  of  commercial  availability.  Several  intravenous 
agents  may  soon  be  available  and  potentially  repre- 
sent a breakthrough  in  the  treatment  of  HIT.  Orgaran 
is  a heparinoid  consisting  of  two  subfractions:  a 
heparan  sulphate  component  with  a high  affinity  for 
anti-thrombin  III,  and  a mixture  of  heparan  sulphate, 
dermatan  sulphate,  and  chondroitin  sulphates  that 
have  a low  binding  capacity  for  anti-thrombin  III.  There 
is  only  a 5-10%  cross  reactivity  of  orgaran  with  the 
platelets  of  patients  with  HIT.  Hirudin  (Ciba  Giagi,)  is 
a direct  antithrombinthath  does  not  function  through 
the  antithrombin  III  mechanism.12  Pilot  trials  of  this 
agent  compared  with  heparin  have  shown  benefit  in 
patients  with  acute  ischemic  coronary  syndromes,  in- 
cluding acute  myocardial  infarction,  and  coronary 
angioplasty.  Efegatan  (Eli  Lilly  and  Company,  India- 
napolis, In)  is  an  intravenous  agent  that  is  a direct 
antithrombin  and  Ilb/IIIa  platelet  receptor  blocker  that 
is  currently  being  evaluated  in  patients  with  unstable 
angina  pectoris  and  acute  myocardial  infarction. 
Argatroban  (Novastan  ©,  Texas  Biotechnology  Corpo- 
ration, Houston,  Tx)  is  also  an  intravenous  thrombin 
inhibitor. 

CONCLUSION 

Severe  thrombocytopenia  is  an  unusual,  but  occa- 
sionally a fatal  complication  of  heparin  use.  The  diag- 
nosis depends  on  the  appropriate  clinical  scenario  and 
a confirmatory  laboratory  test.  Right  now,  treatment 
options  are  limited  but  may  soon  be  expanded  with 
the  commercial  availability  of  direct  antithrombin  medi- 
cations. 
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m W # ayne  Kellar  knows  a good  thing  when  he  sees  it.  In  1973  he  saw  two  of  Searcy’s  clinics 

M A / merging,  and  agreed  to  come  on  board  as  Administrator.  “From  the  beginning,  our  goal 

was  the  highest-quality  medical  care  possible  for  the  people  and  families  of  central 
W W Arkansas, “ he  says.  “We  treat  our  patients  like  family." 

Years  later  Bill  Starkey  of  The  Medical  Protective  Company  recommended  a different  professional 
liability  plan  for  the  center,  and  it  looked  good  to  Wayne  for  a number  of  reasons.  “First, 
professional  liability  insurance  is  The  Medical  Protective  Company’s  only  business.  It’s  their 
focus,  not  a sideline.  They  are  the  experts. 

Second,  they  are  the  oldest  professional  liability  carrier  in  the  country — and  stability  is  critical 
to  my  comfort  and  that  of  our  physicians.  Third,  the  economics  is  competitive.  Fourth,  the  level 
of  service  we  get  from  both  Bill  Starkey  of  The  Medical  Protective  Company  and  MGIS  really 
makes  a difference.  “ 

This  year  the  guard  changes  at  Searcy  Medical  Center,  as  Wayne  retires  to  work  on  his  golf  game 
and  spend  more  time  with  his  grandchildren.  Wayne’s  successor,  Al  Fowler,  doesn’t  foresee  any 
insurance  changes.  I’m  looking  forward  to  working  with  The  Medical  Protective  Company  and 
MGIS,“  he  says.  “They’ve  done  a good  job  helping  our  clinic  and  our  physicians  deal  with  the 
realities  of  our  business.  We  are  all  very  comfortable  with  them." 

The  MGMA  Group  Professional  Liability  Program  is  underwritten  by  The  Medical  Protective 
Company,  the  nation’s  oldest  professional  liability  underwriter.  Founded  in  1899,  The  Medical 
Protective  Company  has  over  one  billon  dollars  in  assets  and  a continuous  A+  (Superior)  rating 
from  A.M.  Best  as  well  as  a AA  rating  from  Standard  & Poor’s. 

Would  you  like  to  feel  more  comfortable  with  your  group  insurance? 

For  information  on  our  Professional  Liability  Program  contact  Bill  Starkey  of  the  Medical 
Protective  Company,  (501)  221-1056  or  toll-free  (800)  344-1899  • 

Or  for  complete  plan  provisions  or  a proposal  for  your  group,  call  toll-free  (800)  969-  MGIS. 

The  Medical  Protective  Company 

10  Corporate  Hill  Drive 
Little  Rock,  AR  72205 
Phone:  (510)  221-1056 
Toll-Free  (800)  344-1899 


Medical  Group  Insurance  Services,  Inc. 

85  Great  Oaks  Boulevard,  San  Jose,  CA  95119 
Post  Office  Box  530951,  San  Jose,  CA  95153-5351 
Phone:  (408)  224-5400 
Toll-Free:  (800)  969-MG1S 


Regarding  the  MGMA-sponsored  professional  liability  plan,  administered  by 
MGIS  and  underwritten  by  The  Medical  Protective  Company: 

“ We  feel  we  have  an  insurance 

* * product  made  and  supported  by 

. tilt/  t^*  Wayne  Kellar,  Clinic  Administrator 


In  1973 four  internal  medicine  physicians  joined four  family  practice  physicians  to  form  the 
Searcy  Medical  Center.  In  twenty  years  the  group  practice  has  grown  to  include  19  physicia?is 
and  66  employees,  offering  a wide  range  of  medical  services  to  the  people  of  central  Arkansas. 


MGIS 

SERVING  MG  M A 
FOR  25  YEARS 


Pictured  from  left  to  right: 

At  Fowler,  of  Searcy  Medical  Center;  Wayne  Kellar,  of  Searcy  Medical  Center;  and  Bill  Starke y,  of  The  Medical 
Protective  Company . 
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The  Role  of  International  Normalized 
Ratio  (INR)  in  Clinical  Practice 
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Longterm  anticoagulation  therapy  is  widely  used 
in  the  United  States  for  diseases  of  the  cardiovascular 
system  ranging  from  deep  vein  thrombosis,  with  or 
without  pulmonary  embolism,  to  abnormalities  of  car- 
diac structure  and  function.  It  is  estimated  that  half  a 
million  Americans  are  undergoing  anticoagulant 
therapy.  The  benefits  and  risks  associated  with 
anticoagulation  are  often  determined  by  the  patient's 
response  to  varying  doses  of  medication.  For  this  rea- 
son, careful  monitoring  of  the  extent  of  anticoagulation 
is  necessary. 

Chronic  oral  anticoagulation  therapy  has  been  man- 
aged traditionally  by  adjusting  the  dosage  of  warfarin 
until  the  measured  prothrombin  time  (PT)  is  prolonged 
to  an  arbitrary  end  point.  The  PT  is  measured  by  add- 
ing a thromboplastin  reagent  and  calcium  to  citrated 
plasma  while  observing  the  clotting  time.  Warfarin 
decreases  the  activity  of  the  four  vitamin  K dependent 
procoagulant  factors  (II,  VII,  IX,  and  X),  and  the  PT  is 
sensitive  to  factors  II,  VII,  and  X.  During  the  early 
administration  of  warfarin,  the  PT  measurement  pri- 
marily reflects  the  rapid  depletion  of  Factor  VII  since 
it  has  the  shortest  half-life.  Since  several  of  the 
procoagulant  factors  have  lengthy  half  lives,  the  pro- 
thrombin time  does  not  reflect  full  anticoagulation  until 
several  days  after  the  initiation  of  warfarin.  Early  pro- 
longation of  the  PT  occurs  because  of  Factor  VII  deple- 
tion but  is  not  reflective  of  adequate  anticoagulation. 
Therefore,  heparin  is  recommended  to  overlap  war- 
farin initiation  for  the  first  several  days  of  therapy. 

PT  measurement  can  lead  to  problems  in  monitor- 
ing warfarin  as  the  number  of  reported  seconds  can 

* Dr.  Chen  is  Assistant  Clinical  Coordinator  of  the  Arkansas  Founda- 
tion for  Medical  Care.  Inc.,  and  Instructor  of  Medicine  at  UAMS 

**  Dr.  Golden  is  Principal  Clinical  Coordinator  of  the  Arkansas  Founda- 
tion for  Medical  Care,  Inc.,  and  Assoc.  Professor  of  Medicine  at  UAMS. 
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be  different  for  the  same  degree  of  anticoagulation  de- 
pending upon  which  thromboplastin  reagent  is  used 
in  the  testing  setting.  Because  of  this  variation  in  throm- 
boplastin sensitivity,  patients  with  the  same  degree  of 
anticoagulation  can  have  widely  different  results  when 
monitored  by  different  labs.  This  variation,  hidden  from 
the  physician,  can  result  in  under  and  over 
anticoagulation  and,  therefore,  increase  the  risk  of 
iatrogenic  hemorrhage  or  recurrent  thromboembolism. 
The  Third  American  College  of  Chest  Physicians  Con- 
sensus Conference  of  Antithrombotic  therapy  under 
the  joint  sponsorship  of  the  National  Heart,  Lung,  and 
Blood  Institute,  determined  that  the  PT  ratio  (patient's 
PT  divided  by  the  control  PT)  is  no  longer  a safe  or 
adequate  measurement  for  monitoring  warfarin 
anticoagulation  therapy. 

In  conjunction  with  the  World  Health  Organiza- 
tion, the  American  College  of  Chest  Physicians  rec- 
ommends the  worldwide  use  of  an  internation  nor- 
malized ration  (INR).  The  INR  represents  a standard- 
ized value  that  allows  the  clinician  to  compare  values 
from  different  laboratories,  regardless  of  which  PT 
system  or  thromboplastic  source  the  laboratory  uses 
in  testing  the  sample,  enables  investigators  to  stan- 
dardize anticoagulant  therapy  in  clinical  trials  and  sci- 
entific publications,  and  may  decrease  the  risk  of  bleed- 
ing or  thrombotic  complications  associated  with  orally 
administered  anticoagulant  therapy. 

The  INR  corrects  the  PT  ratios  obtained  with  throm- 
boplastin reagents  of  different  degrees  of  responsive- 
ness by  standardizing  the  result  against  a common 
international  reference  preparation.  This  is  done  by 
the  following  equation. 

INR  = (Patient's  PT/Mean  Normal  PT)ISI 
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Table  1 

Recommended  INR  Therapeutic  Ranges  for  Orally  Administered  Anticoagulant  Therapy* 

BSH 

ACCP- 

Clinical  indication 

(1990) 

NHLBI 

(1989) 

Prophylaxis  of  postoperative  deep  vein  thrombosis  (general  surgery) 

2. 0-2. 5 

2. 0-3.0 

Prophylaxis  of  postoperative  deep  vein  thrombosis  during  hip  surgical 
procedures  and  fractures 

2. 0-3.0 

2. 0-3.0 

Myocardial  infarction,  prevention  of  venous  thromboembolism 

2. 0-3.0 

2. 0-3.0 

Treatment  of  venous  thrombosis 

2. 0-3.0 

2. 0-3.0 

Treatment  of  pulmonary  embolism 

2. 0-3.0 

2. 0-3.0 

Transient  ischemic  attacks,  prophylaxis 

2. 0-3.0 

Tissue  heart  valves,  prophylaxis 

2. 0-3.0 

2. 0-3.0 

Atrial  fibrillation,  prophylaxis 

2. 0-3.0 

2. 0-3.0 

Valvular  heart  disease,  prophylaxis 

2. 0-3.0 

2. 0-3.0 

Recurrent  deep  vein  thrombosis  and  pulmonary  embolism,  prophylaxis 

3. 0-4.5 

2. 0-3.0 

Arterial  disease  including  myocardial  infarction,  prophylaxis 

3. 0-4. 5 

2. 0-3.0 

Mechanical  prosthetic  valves,  prophylaxis 

3. 0-4.5 

3. 0-4.5 

Recurrent  systemic  embolism,  prophylaxis 

3. 0-4. 5 

3.0-4. 5 

*ACCP-NHLBI  = American  College  of  Chest  Physicians  and  National  Heart,  Lung,  and  Blood  Institute; 
BSH  = British  Society  for  Haematology;  INR  = international  normalized  ratio. 

ISI  is  the  International  Sensitivity  Index  which  is 
obtained  from  the  thromboplastin  specifically  being 
used.  The  ISI  relates  the  PT  ratio  of  the  local  reagent 
to  the  reference  preparation  and  is  a measure  of  the 
responsiveness  of  a given  thromboplastin  to  reduc- 
tion in  vitamin  K dependent  coagulation  factors.  The 
lower  the  ISI,  the  closer  the  derived  INK  will  be  to  the 
observed  PT  ratio.  Manufacturers  are  responsible  for 
providing  information  to  labs  regarding  ISI  values  for 
each  new  lot  of  thromboplastin.  Inaccuracies  in  the 
INR  system  have  been  found  when  thromboplastins 
with  high  ISI  values  are  used.  The  use  of  reagents 
with  low  ISI  values  is  recommended. 

Although  it  has  been  known  for  over  30  years  that 
thromboplastins  vary  markedly  in  their  responsiveness 
and  that  the  INR  is  a logical  approach  to  monitoring 
anticoagulation,  it  is  only  used  in  a small  percentage 
of  laboratories  in  the  United  States.  In  one  study,  more 
than  70%  of  the  laboratory  supervisors  had  little  or  no 
understanding  of  the  meaning  of  the  terms  ISI  and 
INR  and  that  only  5%  reported  the  PT  result  of  INR. 
In  a 1993  AFMC  study,  only  20  hospitals  in  Arkansas 
were  using  INR;  eight  of  those  by  special  request  only. 
Over  50  hospitals  did  not  report  INR  at  all.  AFMC 
highly  encourages  those  hospitals  that  have  not  been 
using  INR  in  reporting  PT  results  to  adopt  the  INR 
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system  and  to  educate  medical  staff  on  the  importance 
of  standardization.  Lack  of  standardized  reporting  ex- 
poses patients  to  unnecessary  risks  for  bleeding  or 
thromboembolic  events. 

Optimal  therapeutic  ranges  for  oral  anticoagulation 
have  been  set  forth  by  the  American  College  of  Chest 
Physicians,  the  consensus  panel  of  the  National  Heart, 
Lung,  and  Blood  Institute,  and  the  British  Society  for 
Haematology  for  various  thrombosing  conditions  (Table 
1).  Guidelines  have  also  been  developed  for  respond- 
ing to  patients  who  are  over  anticoagulated  depend- 
ing on  the  measured  INR  (Table  2). 

Conclusions 

1.  Traditional  prothrombin  time  measurement  varies 
from  lab  to  lab  depending  on  the  thromboplastin 
reagent. 

2.  The  International  Normalized  Ratio  (INR)  is  now 
the  recommended  standard  for  measuring 
anticoagulation  therapy. 

3.  INR  is  based  on  the  ISI  (International  Sensitivity 
Index)  of  the  thromboplastic  reagent  used  in  the 
lab  setting.  Use  of  low  sensitivity  thromboplastins 
with  high  ISPs  should  be  discouraged. 

4.  Less  than  half  of  Arkansas  hospitals  were  using  INR 
in  1993.  In  view  of  the  increasing  use  of  warfarin  to 
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Table  2 


Recommendations  for  Reversal  of  Anticoagulation 

1.  If  the  INR  is  above  the  therapeutic  range  but  below  6.0,  the  patient  is  not  bleeding,  and  rapid  reversal 
is  not  indicated  for  reasons  of  surgical  intervention,  then  the  next  few  doses  can  be  omitted  and  war- 
farin commenced  at  a lower  dose  when  the  patient  is  in  the  therapeutic  range. 

2.  If  the  INR  is  above  6.0  but  below  10.0  and  the  patient  is  not  bleeding,  or  more  rapid  reversal  is  required 
because  the  patient  requires  elective  surgery,  then  vitamin  K intravenously  in  a dose  of  0.5  to  1 mg.  can 
be  given  with  the  expectation  that  a demonstrable  reduction  of  the  INR  will  occur  at  8 hours,  and  many 
patients  will  be  in  the  therapeutic  range  of  2.0  to  3.0  in  2 hours.  If  the  INR  is  still  too  high  at  24  hours, 
the  dose  of  0.5  mg.  can  be  repeated.  Warfarin  treatment  can  then  be  resumed  at  a lower  dose. 

3.  If  the  INR  is  above  10.0  but  below  20.0  and  the  patient  is  not  bleeding,  a higher  dose  of  vitamin  K of  3 
to  5 mg.  intravenously  should  be  given  with  the  expectation  that  INR  will  be  reduced  substantially  at  6 
hours.  The  INR  should  be  checked  every  6 to  12  hours,  and  vitamin  K can  then  be  repeated  if  necessary. 

4.  If  a rapid  reversal  of  an  anticoagulant  effect  is  required  because  of  serious  bleeding  or  major  warfarin 
overdose  (e.g.  INR>20.0),  vitamin  K in  a dose  of  10  mg.  should  be  given  by  intravenous  injection  and 
the  INR  checked  every  6 hours.  Vitamin  K may  have  to  be  repeated  every  12  hours  and  supplemented 
with  plasma  transfusion  or  factor  concentrate  depending  on  the  urgency  of  the  situation. 

5.  In  the  case  of  life  threatening  bleeding  or  serious  warfarin  overdose,  replacement  with  factor  concen- 
trates is  indicated  supplemented  with  intravenously  given  vitamin  K lOmg.  to  be  repeated  as  necessary 
depending  on  the  INR. 

6.  If  continued  warfarin  therapy  is  indicated  after  high  doses  of  vitamin  K administration,  then  heparin 
can  be  given  until  the  effects  of  vitamin  K have  been  reversed,  and  the  patient  becomes  responsive  to 
warfarin. 


care  for  patients  with  thromboembolic  and  cardiac 
conditions,  patient  care  in  Arkansas  would  prob- 
ably improve  from  a more  standardized  method 
of  measuring  longterm  anticoagulant  therapy. 

The  analyses  upon  which  this  publication  is  based  were  performed 
under  contract  number  500-93-0505.  "Operation  of  Utilization 
and  Quality  Control  Peer  Review  Organization  (PRO)  for  the  State 
of  Arkansas,"  awarded  under  title  XI  of  the  Social  Security  Act  by 
Health  Care  Financing  Administration,  DHHS. 
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NEW  VACCINE  INFORMATION 


Varicella  Vaccine 

For  the  first  time  in  the  United  States,  a vaccine  to 
protect  persons  from  illness  related  to  varicella  zoster 
has  been  licensed  for  general  use,  raising  to  10  the 
number  of  diseases  among  children  that  can  be  pre- 
vented through  immunization. 

Varicella  (chickenpox)  is  highly  contagious  and  the 
Centers  for  Disease  Control  (CDC)  estimates  that  4 
million  cases  of  varicella  occur  in  children  less  than  15 
years  of  age  each  year.  They  estimate  that  with  more 
than  9,000  hospitalizations  a year,  the  annual  cost  of 
caring  for  U.S.  children  of  normal  health  who  contract 
chickenpox  was  estimated  as  $918  million  in  1993. 

At  the  June  28-29  CDC's  Advisory  Committee  on 
Immunization  Practices  (ACIP)  meeting,  the  following 
recommendations  were  approved: 

Childhood  Immunization  Recommendations 

Ages  12-18  months 

All  children  should  be  routinely  vaccinated  be- 
tween 12-18  months  of  age.  Varicella  virus  vaccine 
may  be  given  to  all  children  at  this  age  regardless  of 
prior  history  of  chickenpox;  however,  immunization 
is  not  necessary  in  children  with  reliable  histories  of 
chickenpox. 

Ages  19  months  through  12  years 

Varicella  vaccine  is  recommended  for  immuniza- 
tion of  all  susceptible  children  by  the  13th  birthday. 
Children  who  have  not  been  previously  immunized 
and  who  lack  a reliable  history  of  varicella  infection 
are  considered  susceptible  and  should  receive  a single 
dose  of  varicella  vaccine.  After  age  13,  natural  varicella 
is  more  severe,  complications  are  more  frequent,  and 
two  doses  of  vaccine  are  needed.  Recently,  the  ACIP 
recommended  establishing  a routine  adolescent  im- 
munization visit  at  age  11-12  years  to  review  immuni- 
zation status  and  deliver  necessary  immunizations. 
Varicella  virus  vaccine  should  be  administered  to  sus- 
ceptible children  during  this  visit,  but  vaccination  may 
be  given  any  time  during  childhood. 
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Adolescent  13  years  of  age  and  older  and  Adults 

Prioritization  of  groups  for  varicella  immunity  or 
vaccination: 

Assessment  of  varicella  immunity  status,  and  vac- 
cination of  those  who  are  susceptible  is  desirable  for 
all  adolescents  and  adults.  Specific  assessment  efforts 
should  be  focused  on  those  at  higher  risk  of  exposure 
and  transmitting  disease  to  others. 

A.  Vaccination  is  recommended  for  susceptible 
persons  who  will  have  close  contact  with  persons  at 
high  risk  for  serious  complications. 

1.  Health  care  workers 

2.  Susceptible  family  contacts  of 
immunocompromised  individuals 

B.  Vaccination  should  be  considered  for  suscep- 
tible persons  in  the  following  groups  who  are  at  high 
risk  of  exposure: 

1.  Persons  who  live  or  work  in  environments  in 
which  there  is  a high  likelihood  of  transmission  of  VZV 
(e.g.,  teachers  of  young  children,  day  care  workers 
and  residents  and  staff  in  institutional  settings). 

2.  Persons  who  live  or  work  in  environments 
where  varicella  transmission  may  occur  (e.g.,  college 
students,  inmates  and  staff  of  correctional  institutions, 
and  military  personnel). 

3.  Nonpregnant  women  of  childbearing  age. 
Women  should  be  asked  if  they  are  pregnant  and  ad- 
vised to  avoid  pregnancy  for  1 month  following  each 
dose  of  vaccine. 

4.  International  travelers.  Immunization  should 
be  considered  for  international  travelers  without  evi- 
dence of  immunity  to  VZV,  especially  if  the  traveler 
expects  to  have  close  personal  contact  with  local  popu- 
lations, because  varicella  is  endemic  in  most  countries 
throughout  the  world. 

C.  Vaccination  of  other  susceptible  adolescents 
and  adults: 

Vaccination  of  other  susceptible  adolescents  and 
adults  is  desirable  and  may  be  offered  at  the  time  of 
routine  health  care  visits. 

Persons  aged  13  years  and  older  should  receive 
two  doses  of  vaccine  4 to  8 weeks  apart. 
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Hepatitis  A Vaccine 

Each  year  in  the  United  States,  an  estimated  138,000 
persons  become  infected  with,  and  100  persons  die 
from  hepatitis  A.  In  the  United  States,  hepatitis  A 
costs  an  estimated  $200  million  in  medical  and  work 
loss  annually.  Arkansas  has  averaged  264  (ranging 
from  74  in  1993  to  608  in  1990)  reported  hepatitis  A 
cases  per  year  from  1983  through  1994. 

A hepatitis  A vaccine  was  recently  licensed  by  the 
Food  and  Drug  Administration  (FDA)  for  use  in  the 
United  States  to  provide  long-term  protection  from 
hepatitis  A and  hepatitis  A virus  infection.  An  esti- 
mated 1.3  million  persons  have  been  vaccinated  with 
hepatitis  A vaccine  in  Europe  and  Asia.  In  almost  all 
people,  the  vaccine  produces  immunity  four  weeks 
after  the  first  dose,  and  persons  can  be  considered 
protected  at  that  time. 

During  their  February  1995  meeting,  ACIP  recom- 
mended that  the  following  groups  be  vaccinated,  how- 
ever, the  final  recommendations  have  not  been  pub- 
lished. 

- Persons  at  risk  of  infection,  as  well  as  any  person 
wishing  to  obtain  immunity. 

- Persons  traveling  to,  or  working  in  developing 


countries.  (Travelers  should  continue  to  avoid  drink- 
ing water  or  ice  of  unknown  purity  and  avoid  eating 
uncooked  shellfish,  fruits  and  vegetables.) 

- Persons  living  in  communities  with  high  levels 
of  hepatitis  A virus  infection  and  periodic  community- 
wide epidemics  of  hepatitis  A. 

- Injected  drug  users. 

- Men  who  have  sex  with  men. 

- Persons  with  chronic  liver  disease. 

The  long-term  objective  of  hepatitis  A immuniza- 
tion is  to  lower  the  incidence  of  hepatitis  A and  even- 
tually eradicate  this  infection.  The  committee's  formal 
recommendations  will  be  published  in  CDC's  Morbid- 
ity and  Mortality  Weekly  Report  recommendations  and 
reports  series. 

Hepatitis  A vaccine  should  be  administered  by 
intramuscular  injection.  Primary  immunization  of 
adults  consists  of  a single  dose  of  1440  EL.U.  in  1 mL. 
Primary  immunization  for  children  (2  to  18  years  of 
age)  consists  of  2 doses,  each  containing  360  EL.U.  in 
0.5  mL  given  1 month  apart.  A booster  dose  is  recom- 
mended anytime  between  6 and  12  months  after  the 
initiation  of  the  primary  course  in  order  to  ensure  the 
highest  antibody  titers. 


CHLAMYDIA  ADDED  TO  THE  LIST  OF  REPORTABLE  DISEASES  IN  ARKANSAS  - 
LIMITED  SCREENING  FOR  CHLAMYDIA  TO  BE  PERFORMED  IN  SELECTED  LOCAL 

HEALTH  UNITS 


Chlamydia  trachomatis  infections  often  occur  with- 
out symptoms,  and  detection  depends  on  screening 
tests  conducted  during  routine  medical  examinations. 
Up  to  75%  of  women  and  25%  of  men  with  uncompli- 
cated chlamydial  infection  experience  no  symptoms.1 
Women  who  are  symptomatic  describe  an  abnormal 
discharge;  they  may  also  experience  a burning  sensa- 
tion during  urination.  The  most  common  symptom 
in  men  is  dysuria,  which  occurs  7 to  10  days  after 
infection.  Men  may  also  experience  a discharge  from 
the  penis.  Symptomatic  rectal  infections  are  character- 
ized by  proctitis. 

It  is  estimated  that  chlamydial  infections  are  four 
times  greater  than  gonorrhea,  with  an  annual  U.S. 
incidence  rate  estimated  at  4 million.2  In  the  United 
States,  an  estimated  40%  of  cases  of  pelvic  inflamma- 
tory disease  (PID)  are  caused  by  chlamydia.  Chlamy- 
dia infections  often  result  in  serious  complications,  such 
as  pelvic  inflammatory  disease,  infertility,  and  ectopic 
pregnancy.  In  addition,  infected  pregnant  women 
can  infect  their  babies  during  delivery.  Chlamydial 
PID  is  more  likely  to  be  milder  than  PID  caused  by 
gonorrhea;  as  a result,  women  may  not  seek  medical 
care  or  may  not  be  diagnosed  with  PID.  Often,  the 
first  indication  of  chlamydial  infection  occurs  when  a 
women  has  infertility  problems  or  has  an  ectopic  preg- 
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nancy.  Some  studies  suggest  that  chlamydia  infec- 
tion, like  gonorrhea  and  syphilis,  increases  the  risk  of 
HIV  transmission.1 

Perinatal  chlamydial  infections  are  the  most  com- 
mon cause  of  neonatal  conjunctivitis  and  are  a fre- 
quent cause  of  infant  pneumonia,  which  may  predis- 
pose a child  to  respiratory  problems  later  in  life.1 

On  July  27,  1995,  the  Arkansas  Board  of  Health 
approved  a proposal  to  add  chlamydia  to  the  list  of 
reportable  diseases.  In  the  past,  chlamydia  reporting 
was  encouraged,  but  was  done  on  a voluntary  basis 
and  did  not  represent  the  true  rate  of  infection.  The 
current  rate  can  only  be  estimated  from  a 1986  pilot 
study  on  women  requesting  Arkansas  Department  of 
Health  Family  Planning  or  STD  services  in  selected 
counties  in  Arkansas.  The  study  concluded  that  18% 
of  women  tested  positive  for  chlamydia  in  Family  Plan- 
ning clinics  and  32%  tested  positive  for  chlamydia  in 
STD  clinics.  Overall,  an  approximate  25%  positivity 
rate  was  found  in  women  requesting  services  through 
the  Arkansas  Department  of  Health  during  that  pe- 
riod in  those  counties.  Until  now,  no  other  study  has 
been  conducted  to  assess  the  amount  of  chlamydia  in 
patients  requesting  services  through  the  Arkansas  De- 
partment of  Health  clinics  or  in  the  private  sector. 

The  chlamydia  tests  offered  through  the  Arkansas 
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Dept,  of  Health,  will  be  performed  at  the  same  time 
the  gonorrhea  test,  during  the  clinic  visit,  utilizing  the 
gen  probe  DNA  method  of  detection.  The  test  will  be 
sent  to  the  State  Health  Department  Laboratory  to  be 
processed.  Due  to  extremely  limited  funding,  chlamy- 
dia testing  will  only  be  available  in  selected  County 
Health  Department  Clinics.  They  are  as  follows: 
Crittenden,  Garland,  Mississippi,  Pulaski  and  Ouachita 
counties.  Currently,  we  are  unable  to  offer  chlamydia 
testing  to  private  providers  wanting  to  utilize  the  Ar- 
kansas Department  of  Health  Laboratory  services. 
However,  contingent  on  adequate  funding,  it  is  hoped 
that  this  service  can  be  offered  in  all  Public  Health 


Clinics  and  to  private  providers. 

Medical  personnel  should  begin  reporting  cases 
to  the  Arkansas  Department  of  Health  by  calling  the 
toll  free  code-a-phone  reporting  system  at 
1-800-482-8888.  When  using  the  code-a-phone  please 
indicate  the  physicians  name,  patient's  name,  address, 
date  of  birth,  race,  sex,  date  of  test  results  and  treat- 
ment, if  any. 
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Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  June  1995 


The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due 
to  the  effects  of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the 
date  the  disease  was  reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases  June 
1995 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 
Reported 
Cases 
YTD  1993 

Total 

Reported 

Cases 

1994 

Total 

Reported 

Cases 

1993 

Campylobacteriosis 

22 

76 

67 

67 

187 

130 

Giardiasis 

4 

44 

42 

55 

126 

150  [ 

Shigellosis 

10 

60 

89 

61 

193 

201 

Salmonellosis 

22 

92 

113 

133 

534 

402 

Hepatitis  A 

47 

167 

47 

38 

253 

74 

Hepatitis  B 

5 

28 

27 

49 

60 

90 

HIB 

0 

3 

2 

8 

6 

8 1 

Meningococcal  Infections 

0 

21 

33 

20 

55 

27 

Viral  Meningitis 

1 

6 

39 

32 

62 

79 

Lyme  Disease 

3 

6 

11 

6 

15 

8 

Rocky  Mountain  Spotted  Fever 

3 

14 

7 

5 

18 

17  i 

Tularemia 

7 

16 

17 

24 

23 

3< 

Measles 

0 

2 

1 

0 

5 

0 | 

Mumps 

0 

3 

4 

7 

7 

10 

Rubella 

0 

0 

0 

0 

0 

0 I 

Gonorrhea 

490 

2532 

3749 

3188 

7078 

7590 

Syphilis 

107 

826 

725 

863 

1324 

1612 

Legionellosis 

0 

1 

10 

5 

16 

6 

Pertussis 

5 

14 

23 

8 

33 

17 

Tuberculosis 

15 

106 

119 

84 

264 

209 
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Arkansas  HIV/AIDS  Report 

1983-1995 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 


HIV 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

s 

p 

Male 

100 

215 

248 

413 

400 

392 

352 

367 

217 

2,704 

83 

X 

Female 

8 

26 

37 

68 

85 

81 

94 

90 

63 

552 

17 

<5 

1 

1 

2 

8 

13 

6 

3 

7 

1 

42 

1 

5-12 

0 

1 

1 

5 

1 

2 

1 

0 

0 

11 

0 

A 

13-19 

0 

7 

8 

14 

19 

25 

11 

22 

8 

114 

4 

G 

c 

20-29 

33 

110 

123 

183 

149 

156 

175 

145 

82 

1,156 

36 

t 

30-39 

44 

86 

104 

196 

208 

179 

168 

171 

114 

1,270 

39 

40-49 

22 

25 

35 

56 

70 

67 

65 

77 

50 

467 

14 

>49 

8 

6 

11 

17 

22 

38 

23 

35 

25 

185 

6 

R 

White 

87 

170 

174 

328 

298 

291 

277 

258 

175 

2,058 

63 

A 

c 

Black 

21 

69 

106 

151 

184 

173 

163 

183 

97 

1,147 

35 

E 

Other/Unknown 

0 

2 

5 

2 

3 

9 

6 

16 

8 

51 

2 

Male/Male  Sex 

64 

137 

140 

243 

245 

260 

241 

227 

85 

1,643 

51 

Injection  Drug  User  (IDU) 

13 

30 

48 

73 

96 

75 

64 

71 

29 

500 

16 

R 

Male/Male  Sex  & IDU 

19 

23 

24 

32 

30 

34 

26 

23 

11 

222 

7 

1 

Q 

Heterosexual 

5 

25 

26 

60 

65 

68 

100 

87 

27 

461 

14 

o 

K 

Transfusion 

5 

5 

4 

6 

8 

10 

0 

2 

1 

41 

1 

Perinatal 

1 

1 

2 

8 

13 

8 

4 

7 

0 

44 

1 

Hemophiliac 

0 

0 

6 

18 

5 

6 

2 

3 

2 

42 

1 

Undetermined 

1 

20 

35 

41 

23 

12 

9 

37 

125 

303 

9 

HIV  CASES  BY  YEAR 

108 

241 

285 

481 

485 

473 

446 

457 

280 

3,256 

100 
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I County  of  residence  at  the  time  of  test  for  the  3,256  Arkansans  reported  to  be  HIV+.  (7/12/95)1 
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I Of  the  3,256  Arkansans  reported  to  be  HIV*,  1,792  have  been  diagnosed  with  AIDS.  (7/12/95)1 


AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  conlrol 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 


forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)  661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HI  V statistics.  i 


AIDS 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

S 

C 

Male 

85 

77 

70 

170 

176 

250 

336 

253 

148 

1,565 

87 

£ 

X 

Female 

5 

6 

10 

20 

25 

35 

64 

42 

20 

227 

13 

<5 

0 

1 

1 

6 

6 

3 

2 

1 

1 

21 
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New  Members 


BENTON 

Cathcart,  Evelyn  Louise,  Family  Practice.  Medical 
Education,  UAMS,  1992.  Internship/Residency,  AHEC- 
NW,  1993/1995.  Board  eligible. 

BLYTHEVILLE 

Grissom,  David  B.,  Internal  Medicine.  Medical 
Education,  UAMS,  1992.  Internship,  USA  Medical 
Center,  Mobile,  Alabama,  1993.  Residency,  USA  Medi- 
cal Center. 

EL  DORADO 

Ekanem,  Felix  M.,  Family  Practice.  Medical  Edu- 
cation, UTESA,  Santo  Domingo,  Dominican  Republic, 
1988.  Residency,  AHEC-E1  Dorado,  1995. 

FOREST  CITY 

Merritt,  James  Milton,  Addiction  Medicine.  Medi- 
cal Education,  UAMS,  1971.  Internship,  Pensacola 
Educational  Program,  1972.  Residency,  Oakland  Na- 
val Regional  Medical  Center,  1976. 

FORT  SMITH 

Ibrahim,  Manar  S.A.,  Pediatrics.  Medical  Educa- 
tion, University  of  Cairo,  Egypt,  1985.  Internship/Resi- 
dency, Children's  Hospital  of  Oklahoma,  1993/1995. 
Board  pending. 

Meade,  Arturo,  Internal  Medicine.  Medical  Edu- 
cation, Autonomous  University  of  San  Luis  Petosi, 
Mexico,  1989.  Internship/Residency,  Medical  College 
of  Pennsylvania,  1995. 

Osborn,  Daniel  Roland,  Ophthalmology.  Medi- 
cal Education,  Indiana  University,  1991.  Internship, 
Methodist  Hospital  of  Indianapolis,  1992.  Residency, 
Indiana  University,  1995. 

Schkade,  Paul  A.,  Allergy/Immunology.  Medical 
Education,  University  of  Texas  Medical  Branch, 
Galveston,  1985.  Internship/Residency,  Brooke  Army 
Medical  Center,  1986/1988.  Board  certified. 

Woodson,  Mark  Robert,  Family  Practice.  Medical 
Education,  University  of  Oklahoma  College  of  Medi- 
cine, 1992.  Internship/Residency,  AHEC-Fort  Smith, 
1993/1995. 

HOT  SPRINGS 

Vallery,  Samuel  Wilson,  Otolaryngology.  Medi- 
cal Education,  University  of  Missouri  Columbia  School 
of  Medicine,  Columbia,  1990.  Internship,  University 
of  Missouri,  Columbia,  1991.  Residency,  University  of 
Missouri  Hospitals  and  Clinics,  1995. 


Warren,  Edward  Taliaferro,  Cardiothoracic  Sur- 
gery. Medical  Education,  University  of  Mississippi 
Medical  School,  Jackson,  1976.  Internship,  University 
of  Mississippi  Medical  School,  1978.  Residency,  Uni- 
versity of  Mississippi  Medical  School,  1982,  and  Medi- 
cal University  of  South  Carolina,  1984.  Board  certified. 

JONESBORO 

Perry,  Evelyn  S.,  Pathology  AP/CP.  Medical  Edu- 
cation, University  of  Mississippi  School  of  Medicine, 
Jackson,  1990.  Residency,  University  of  Mississippi 
Medical  Center,  1995. 

Williams,  Anthony  Wayne,  Internal  Medicine. 
Medical  Education,  UAMS,  1991.  Internship/Residency, 
Vanderbilt  University,  1992/1994.  Board  certified. 

LITTLE  ROCK 

Adametz,  Kimberly  Grimes,  Physical  Medicine 
and  Rehabilitation.  Medical  Education,  UAMS,  1989. 
Internship,  UAMS,  1990.  Residency,  UAMS,  1995. 
Board  eligible. 

Cherny,  W.  Bruce,  Pediatric  Neurosurgery.  Medi- 
cal Education,  University  of  Arizona  College  of  Medi- 
cine, Tucson,  1987.  Internship,  Phoenix  Integrated 
Surgical  Residency,  1988.  Residency,  Barrow  Neuro- 
logical Institute,  Phoenix,  Arizona,  1994.  Board  pending. 

Kennedy,  Robert  Bruce,  Family  Medicine.  Medi- 
cal Education,  UAMS,  1992.  Internship/Residency, 
UAMS,  1993/1995. 

Mazursky,  Jon  Eric,  Pediatrics/Neonatology.  Medi- 
cal Education,  Emory  University  School  of  Medicine, 
Atlanta,  Ga.,  1989.  Internship/Residency,  University 
of  Arizona,  Tucson,  1990/1992.  Fellowship,  University 
of  Iowa,  Iowa  City,  1995.  Board  certified.  Pediatrics; 
Board  eligible,  Neonatal/Perinatal  Medicine. 

Nguyen,  Duong  H.,  Psychiatry.  Medical  Educa- 
tion, UAMS,  1988.  Internship/Residency,  UAMS,  1989/ 
1992.  Board  certified. 

Wood,  W.  Rebecca,  Pediatric  Emergency  Medicine. 
Medical  Education,  University  of  Arizona  College  of 
Medicine,  Tucson,  1989.  Internship/Residency,  Phoe- 
nix Children's  Hospital,  1990/1992.  Board  certified. 

Yee,  Suzanne  W.,  Facial  Plastics/OTO/HNS.  Medi- 
cal Education,  UAMS,  1989.  Internship/Residency, 
UAMS,  1990/1994.  Board  certified. 

NORTH  LITTLE  ROCK 

McCoy  Julia  M.,  Neurology.  Medical  Education, 
UAMS,  1989.  Internship,  University  of  Tennessee,  1990. 
Residency,  Tulane  University,  1993.  Board  certified. 
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POCAHONTAS 

Corcoran,  Gavin  Richard,  Internal  Medicine/In- 
fectious Disease.  Medical  Education,  University  of 
Witwatersrand,  Johannesburg,  South  Africa,  1987.  In- 
ternship/Residency, University  of  Texas  HSC  at  San 
Antonio,  1990/1992.  Board  certified. 

SPRINGDALE 

Simpson,  Todd  Richard,  Family  Practice.  Medical 
Education,  University  of  Medical  and  Health  Sciences, 
Des  Moines,  Iowa.  Internship/Residency,  AHEC-NW, 
1993/1995. 

RESIDENTS 

Adametz,  John  H.  Medical  Education,  UAMS, 
1995.  Internship,  UAMS,  1996. 

Cash,  David  Lee.  Medical  Education,  UAMS,  1995. 

Cisneros,  Teresa  C.,  Psychiatry.  Medical  Educa- 
tion, UAMS,  1993.  Intemship/Residency,  UAMS,  1994/1998. 

Holleran,  John  Richard,  Family  Practice.  Medical 
Education,  Universidad  Technologia  De  Santiago,  Do- 
minican Republic,  1957.  Residency,  AHEC-E1  Dorado. 

Jackson,  Charles  Andrew,  Family  Practice.  Medi- 
cal Education,  UAMS,  1995.  Residency,  AHEC-NE,  1998. 

Phillips,  Rebecca  Plumlee,  Family  Medicine.  Medical 
Education,  UAMS,  1995.  Residency,  AHEC-Pine  Bluff,  1998. 


SPRINGFIELD,  MO.  Bass  Pro  Shop 
and  40  miles  to  Branson.  BE/BC  FP's. 
OB  Optional,  salaried  position  and  pro- 
duction bonus,  call  1 : 7,  teaching  hospi- 
tal, university  community.  Contact: 
Vivian  M.  Luce,  Cejka  & Co.,  1-800- 
765-3055,  or  fax  C.V.  for  immediate  at- 
tention: 314-726-3009  (IM's  welcome). 


TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatrics 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 


#M152MC 


Rouse,  Kevin  Glenn,  Medicine/Pediatrics.  Medi- 
cal Education,  UAMS,  1995.  Residency,  UAMS,  1999. 

Sarinoglu,  Cem,  Obstetrics/Gynecology.  Medical 
Education,  Ege  University  Medical  School,  Izmir,  Tur- 
key, 1986.  Internship/Residency,  University  of  Tennes- 
see, Memphis,  1993/1996. 

Stellpflug,  Bradley  Steven,  Family  Practice.  Medi- 
cal Education,  University  of  Osteopathic  Medicine  and 
Health  Sciences,  Des  Moines,  Iowa,  1994.  Internship, 
Des  Moines  General  Hospital,  1995.  Residency,  AHEC- 
Pine  Bluff. 

Thompson,  Rodney  Lee,  Family  Practice.  Medical 
Education,  Loma  Linda  University  School  of  Medicine, 
Loma  Linda,  Calif.,  1995.  Residency,  UAMS. 

Trevillyan,  M.  Jeanine,  Surgery.  Medical  Educa- 
tion, UTESA,  Dominican  Republic.  Internship, 
Marshall  University  Medical  School,  Huntington,  West 
Virginia.  Residency,  UT,  Knoxville,  Tennessee. 

Walker,  Brent  Lee,  Anesthesiology.  Medical  Edu- 
cation, UAMS,  1995.  Internship/Residency,  UAMS, 
1996/1999. 

Watson,  Robert  Allen.  Medical  Education,  UAMS,  1995. 

Williams,  Robert  S.,  Family  Practice.  Medical  Edu- 
cation, University  of  the  Caribbean,  Montserratt  Brit- 
ish West  Indies,  1991.  Residency,  AHEC-E1  Dorado. 


SAINT  MARY'S 

REGIONAL  MEDICAL  CENTER 

EMERGENCY  PHYSICIAN 

Discover  the  best  of  both  worlds... 

Living  and  working  in  Russellville,  AR  provides  an 
abundance  of  natural  beauty,  and  the  amenities  of  a 
large  city  without  the  hassles. 

Prefer  physician  with  ACLS,  ATLS  and  board 
certification  in  emergency  medicine  or  family 
practitioner  with  at  least  one  year  of  experience  in  the 
emergency  department. 

Saint  Mary's  is  a 170  bed  acute  care  regional 
referral  center  with... 

* An  average  of  18,000  emergency  department  visits 
annually. 

* Medical  staff  comprised  of  over  70  physician 
specialists. 

* Physicians  owned  group  with  opportunity  for 
partnership. 

* Competitive  compensation  and  benefit  options. 

Come  join  our  progressive  health  care  team.  Call  us 
for  a confidential  interview. 

Bill  Sparks,  COO 
501-964-9104 
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M Outdoor  MD 


Information  provided  by 
the  Arkansas  Game  & Fish  Commission 


Federal  and  State  Duck  Stamps  for  1995-96  are  on  Sale 

United  States  and  Arkansas  duck  stamps  for  1995-96,  officially  named  migra- 
tory waterfowl  hunting  stamps,  are  on  sale.  The  stamps  are  required  for  persons 
hunting  ducks  and  geese  anywhere  in  Arkansas,  and  the  funds  from  both  are 
earmarked  for  acquiring  and  maintaining  waterfowl  habitat.  The  federal  duck 
stamp  program  began  in  1934,  and  Arkansas  started  its  duck  stamp  program  in 
1981. 

Federal  stamps  cost  $15.  The  Arkansas  stamp  is  $7  for  residents,  $12  for  the 
non-resident  permit.  Both  federal  and  state  are  valid  through  June  30,1996. 

This  year’s  federal  duck  stamp  depicts  mallards,  with  the  artwork  painted  by 
Minnesota  artist  Jim  Hautman,  who  painted  the  art  for  the  1992-93  Arkansas 
stamp.  Michigan  wildlife  artist  Larry  Hayden  provided  the  artwork  for  Arkan- 
sas’ 1995-96  stamp.  The  Arkansas  scene  is  of  a pair  of  mallards  on  the  White 
River.  Hayden  also  was  Arkansas’  duck  stamp  artist  in  1984-85. 

Collectors  Prints  Also  on  Sale 

Along  with  being  required  of  hunters,  the  federal  and  state  stamps  are  popular 
collectors  items.  Special  albums,  along  with  stamps  from  previous  years,  are 
available  from  stamp  dealers.  Collectors  prints  of  the  new  stamps’  artwork,  signed 
by  the  artists  and  numbered, 
are  also  on  sale.  Prices  for 


r \ r > r~\  r~\  r\  r\  r a 


the  prints  begin  at  $142. 

For  information  on  Ar- 
kansas duck  stamp  prints, 
contact  Grisham’s  Art  in 
Jonesboro,  972-6050  or 
1-800-232-2409.  A por- 
tion of  the  print  sales  rev- 
enue goes  to  the  Arkan- 
sas Game  and  Fish  for 
wetlands  habitat  projects. 

Arkansas'  Program 
on  Top 

The  Arkansas  Duck 
Stamp  Program  has  been 
acclaimed  as  one  of  the 
top  state  stamp  programs 
in  the  United  States. 

From  our  selection  of  art- 
ists, to  the  amount  of 
money  raised  for  govern- 
ment use,  on  a per  capita 
basis,  Arkansas’  perfor- 
mance far  exceeds  the 
rest.  Since  the  program 
began  in  198 1 , $4.8  mil- 
lion  has  been  raised  and 

used  for  waterfowl  research  and  the  acquisition  of  land,  thus,  creating  safe  ref- 
uges for  Arkansas’  abundant  wildlife.  The  1995-96  stamp  of  a classic  pair  of 
Arkansas  Mallards  by  Larry  Hayden  marks  the  15th  anniversary  of  The  Arkan- 
sas Duck  Stamp  Program. 


AN  EMERGENCY  ROOM  SHORT  STORY 

by  Robert  A.  Floss,  M.D. 

Medical  Director  of  Cabun  Rural  Health  Services  in  Hampton 

There  were  seven  squirrels  in  Mr.  Johnson’s  pouch  when  we  removed  it  from  his  back 
in  the  ER  trauma  room.  The  big  red  fox  squirrel  whose  tail  hung  limply  out  of  the  top  of 
the  pouch  most  likely  was  the  culprit.  Mr.  Johnson  had  been  squirrel  hunting  most  of  the 
afternoon  with  his  son-in-law  in  a densely  forested  area  in  South  Arkansas.  Their  weap- 
ons of  choice  were  12  gauge  shotguns  with  #6  shot  shells.  Mr.  Johnson’s  son-in-law 
appeared  both  dejected  and  anxious  when  questioned  about  how  the  accident  happened. 

“The  brush  was  very  heavy  in  the  area  where  we  were  hunting.  My  father-in-law  and 
I became  separated  in  a dense  thicket.  The  sun  was  slowly  setting  and  the  shadows 
lengthening  as  I pushed  into  a clearing.  I heard  our  dog  start  to  bark  and  saw  the  tail  of  a 
large  fox  squirrel  flicking  through  a large  brush  overgrowth.  I was  not  able  to  see  the 
whole  squirrel  so  I aimed  just  in  front  of  the  tail.  I didn’t  mean  to  shoot  him,”  he  cried  as 
tears  rolled  up  in  his  eyes.  “Will  he  be  all  right?” 

Mr.  Johnson  was  stabilized  and  treated  in  the  emergency  room.  Most  of  his  wounds 
were  superficial  with  the  possible  exception  of  his  pride.  His  son-in-law  was  relieved 
when  we  informed  him  of  his  condition  and  vowed  to  be  more 
careful  when  hunting.  I guess  the  moral  of  this  story,  if  there  is 
one,  is  “ don’t  hunt  with  the  tail  of  a fox  squirrel  sticking  out  of 
your  game  bag  or  better  yet  don’t  hunt  with  someone  who  is 
willing  to  shoot  at  the  tail  of  a squirrel  (extrapolate  Deer)  with- 
out seeing  the  actual  body.” 
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Radiological  Case 
of  the  Month 


David  L.  Marshfield,  M.D. 
Kelly  G.  Grigg,  B.S. 


History: 

A 25  year  old  male  who  injured  elbow  in  a fall  from  a height  is  presenting  with  pain  laterally  with  limitation  of  pronation 
and  supination. 
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Radial  head  fracture 


Findings: 

Figures  1 and  2 demonstrate  an  AP  and  lateral  view  of  the  elbow.  No  visible  fracture  is  apparent,  however  there  is  a 
posterior  fat  pad  present  on  the  lateral  view.  Figures  3 and  4 are  follow-up  films  10  days  later  and  reveal  an  obvious 
radial  head  fracture. 

Discussion: 

Interpreting  radiographs  for  evaluation  of  elbow  trauma  is  difficult  because  of  the  combination  of  the  complex 
anatomy  and  the  obscure  nature  of  some  injuries.  It  is  an  excellent  practice  to  examine  the  patient  personally  and 
determine  where  the  patient  is  experiencing  pain  and  the  nature  and  degree  of  limitation  of  motion.  In  the  absence  of 
succinct  knowledge  regarding  clinical  history,  subtle  abnormalities  can  be  “under-called.”  The  initial  examination  of  an 
elbow  consists  of  an  AP  and  lateral  projection  The  AP  view  should  be  obtained  with  the  forearm  supinated  and  the 
elbow  in  as  full  extension  as  possible.  The  lateral  view  should  be  obtained  with  the  elbow  in  90  degree  flexion.  Internal 
and  external  oblique  projections  with  the  forearm  in  full  extension  are  helpful,  disclosing  otherwise  inapparent  injuries. 
A disciplined  approach  markedly  decreases  the  chance  of  oversight  of  subtle  injuries.  The  radiograph  should  not 
simply  be  viewed,  but  analyzed  to  search  for  specific  findings  or  clues  to  the  correct  diagnosis. 

The  only  indication  of  this  radial  head  fracture  on  initial  views  was  the  presence  of  a posterior  fat  pad.  The  fat  pad 
sign  was  first  described  by  Norell  in  1954.  A thin  layer  of  fat  overlies  both  the  anterior  and  posterior  aspects  of  the 
elbow  joint  capsule.  The  posterior  fat  pad  lies  in  the  shallow  intercondylar  depression  on  the  posterior  surface  of  the 
humerus  and  is  invisible  on  the  normal  lateral  radiograph.  The  anterior  fat  pad  is  seen  in  most  normal  elbow  series. 
Elbow  joint  distension  of  any  origin  (hemorrhagic,  inflammatory,  or  traumatic)  will  give  rise  to  a positive  fat  pad  sign  so 
that  the  fat  pad  sign  is  not  specific  for  trauma.  Over  90%,  of  children  and  adolescents  with  a posterior  fat  pad  sign 
prove  to  have  a demonstrable  fracture.  The  sign  is  less  frequently  seen  in  the  adult  and  therefore  its  absence  cannot 
be  used  to  exclude  a fracture.  If  a posterior  fat  pad  sign  is  demonstrated  in  the  injured  adult  elbow,  however,  the 
likelihood  of  fracture  is  high.  Fracture  involving  the  head  and  neck  of  the  radius  is  the  most  common  elbow  fracture  in 
adults.  It  occurs  as  a result  of  a fall  on  the  out-stretched  hand  which  creates  an  impaction  of  the  radial  head  against  the 
capitellum.  The  elbow  is  frequently  forced  into  valgus  and  the  lateral  margin  of  the  radial  head  is  therefore  most  likely 
fractured.  Frequently,  the  fracture  fragment  is  not  displaced  and  the  fracture  line  may  then  be  obscure  and  not  readily 
visualized  on  the  AP  or  lateral  projections.  The  clinical  clue  to  the  presence  of  a fracture  is  the  inability  of  the  patient  to 
supinate  or  pronate  the  forearm. 

Bibliography: 

Norell  HG:  Roentgenologic  visualization  of  the  extracapsularfat,  its  importance  in  the  diagnosis  of  traumatic  injuries  to 
the  elbow.  Acta  Radiol  42:205-210,  1954. 

Eppright  RH,  Wilkins  KE:  Fractures  and  dislocations  of  the  elbow,  in  Rockwood  CA  Jr.,  Green  DP  (eds):Fractures,  vol. 
1.  Philadelphia,  JB  Lippincott,  1975,  p 487. 


Editor:  David  Harshfield,  M D , is  Director  of  Radiology  at  Riverside  Radiology  Group  in  North  Little  Rock  & Clinical 
Associate  Professor  of  Radiology  at  UAMS. 

Contributor:  Kelly  Grigg  is  a premedical  student  research  assistant  at  UAMS. 
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Arkansas  Medical  Society 

presents 


Capitation  Strategies 
for  Practice  Survival 


A 3 -hour  workshop  for  physicians  and  managers 

Learn  what  you  need  to  know  to: 

0 Negotiate  capitation  contracts  that  are  right  for  you 
0 Analyze  risks  properly  to  maintain  control 
0 Avoid  pitfalls,  insure  success 


Thursday,  October  12,  1995 
5:30  p.m.  - 8:30  p.m. 

Little  Rock  Hilton 

To  register  call  the  AMS  office  at  501-224-8967  or  800-542-1058 . 
CONOMIKES,  ASSOCIATES,  INC. 


DO  THE 
“WRITE” 
THING! 


We  are  always  looking  for  interesting  and  informative  articles  for  The  Journal  of  the 
Arkansas  Medical  Society.  The  Journal  is  a good  way  to  pass  an  experience  you  have  had 
or  important  information  you  have  learned  on  to  your  fellow  medical  professionals.  If  you 
have  a topic  that  you  think  would  be  of  interest  to  your  peers,  please  submit  it  for 
consideration  to: 

Tina  G.  Wade 
Managing  Editor 

The  Journal  of  the  Arkansas  Medical  Society 
P.O.  Box  5776 
Little  Rock,  AR  72215 
(501)  224-8967  • (800)  542-1058 


MEDICAL  BUSINESS  OPPORTUNITY 


Sunbelt  is  the  nation’s  largest  business 
brokerage  network.  We  are  trained  to 
assist  business  buyers  and  sellers  on  a 
confidential,  professional  basis.  We 
currently  have  opportunities  to  purchase 
companies  in  the  medical  supply 
and  service  area  that  may  fit  your 
investment  or  expansion  plans. 

We  are  also  looking  for  medically  related 
businesses  that  are  for  sale.  If  you  plan  to 
buy  or  sell  a medically  related  business  call  the  best. 


PHYSICIAN’S  VACATION  HOME  EXCHANGE 

Great  Vacation  Savings 

Rent  Free  Vacation  Home  Exchanges 
Rental  Listings  for  Second  Homes 
USA  and  Other  Countries 

Free  Brochure 


548  Mary  Esther  Cutoff,  Suite  312 
Ft.  Walton  Beach,  FL  32548 
Phone  800-839-8956  / Fax  904-651-3786 


Sunbelt  Business  Brokers 
1 1015  C.  Arcade  Drive 
Little  Rock,  AR  72212 
501-225-6008 

CONFIDENTIAL  PROFESSIONAL 


AMS  Newsmakers 


Dr.  John  D.  Ashley,  of  Newport,  recently  com- 
pleted an  acrylic  mural  that  is  six  feet  high  and  ten  feet 
long  on  the  wall  in  the  breezeway  entrance  at  New- 
port Hospital.  The  mural  is  on  canvas  and  took  12  to 
14  hours  to  complete. 

Dr.  Leon  Blue,  a cardiologist  in  Searcy,  recently 
returned  from  a mission  in  Africa  where  he  set  up 
clinics  in  primitive,  rural  villages.  He  and  other  mem- 
bers of  a medical  missions  team  examined  and  treated 
more  than  1,300  patients  ranging  in  age  from  a few 
months  to  extremely  aged. 

Dr.  Rick  Casey  recently  received  the  American 
College  of  Obstetricians  and  Gynecologists  Recogni- 
tion Award  for  completing  requirements  for  this  present 
academic  term  in  the  program  for  Continuing  Profes- 
sional Development. 

Dr.  Scott  Dinehart,  of  UAMS,  recently  discussed 
"Updates  on  Skin  Cancer"  with  a group  of  other  medi- 
cal professionals  in  a special  program  at  Methodist 
Hospital  of  Jonesboro.  Dr.  Charles  D.  Rice,  of  UAMS, 
recently  discussed  "Red  Eye  and  Eye  Injuries"  at  the 
Little  Rock  Air  Force  Base  hospital.  The  lectures  are 
part  of  the  outreach  program  begun  in  1990  by  UAMS 
Medical  Center  and  UAMS  College  of  Medicine.  The 
program  offers  continuing  education  to  Arkansas  phy- 
sicians, particularly  those  in  rural  areas  who  may  not 
have  the  opportunity  to  attend  seminars  in  Little  Rock. 

Dr.  Jim  English,  a Little  Rock  Facial  Plastic  Sur- 
geon, recently  participated  in  the  administration  of  the 
oral  and  written  examinations  for  the  American  Board 
of  Facial  Plastic  and  Reconstructive  Surgery  in  Wash- 
ington, D.C.  for  the  sixth  year  in  a row.  Nationwide, 
only  24  facial  plastic  surgeons  were  appointed  to  ad- 
minister the  exams  this  year. 

Dr.  James  S.  Garrison,  Jr.,  was  recently  honored 
at  a retirement  reception  at  Conway  Regional  Medical 
Center  after  more  than  24  years  of  community  service. 
A scholarship  fund  was  set  up  in  his  name  by  his 
patients,  friends  and  the  hospital  to  benefit  students 
interested  in  health  careers  in  Faulkner  County. 

To  encourage  regular  scheduling  of  mammograms 
and  other  health  care  precautions  for  women,  Dr.  E.J. 
Jones,  of  Batesville,  was  one  of  two  health  care  spe- 
cialists who  recently  addressed  the  Independence 
County  Chapter  of  the  American  Association  of  Re- 
tired Persons. 


Physician's  Recognition  Award  

The  Physician's  Recognition  Award  is  awarded 
each  month  to  physicians  who  have  completed 
acceptable  programs  of  continuing  education. 
Recipients  for  the  month  of  July  are: 

Paul  Martin  Fiser  Little  Rock 

David  B.  Fraser  El  Dorado 

Bernard  Douglas  Stokes  Little  Rock 

Douglas  Eugene  Young  Little  Rock 


Dr.  Robert  Landry,  a Jonesboro  ophthalmologist, 
recently  returned  from  a 10-day  mission  in  Bulgaria 
where  while  helping  to  train  Bulgarian  doctors  he  op- 
erated on  at  least  50  Bulgarians,  including  the  Patri- 
arch of  the  Eastern  Orthodox  Church.  "The  Patriarch 
is  kind  of  like  the  Pope  to  them,"  he  said  of  the  Bul- 
garians, 90  percent  of  whom  belong  to  that  religion. 

Dr.  Peter  Thomas,  director  of  medical  affairs  at 
Southwest  Hospital  in  Little  Rock,  was  featured  in  the 
July  23,  1995,  High  Profile  section  of  the  Arkansas  Demo- 
crat-Gazette newspaper.  In  the  article.  Dr.  Thomas  - 
who  celebrated  his  eightieth  birthday  this  year  - com- 
mented, "I'm  working  with  people  half  my  age  and 
younger.  It  keeps  you  alive.  Working  with  them  is 
great  fun." 

Medicine  in  the  News_ 

Health  Care  Access  Foundation 

As  of  August  1,  1995,  the  Arkansas  Health  Care 
Access  Foundation  has  provided  free  medical  service 
to  9,594  medically  indigent  persons,  received  17,934 
applications  and  enrolled  35,848  persons.  This  program 
has  1,688  volunteer  health  care  providers  including 
medical  doctors,  dentists,  hospitals,  home  health  agen- 
cies and  pharmacists.  These  providers  have  rendered 
free  treatment  in  69  of  the  75  counties. 


In  Memoriam 

Caswell  Macon  Thompson  Kirkman,  M.D. 

Dr.  Caswell  Macon  Thompson  Kirkman,  of  Hel- 
ena, died  Thursday,  August  3,  1995.  He  was  73.  Sur- 
vivors include  two  sons;  two  daughters,  and  three 
grandchildren. 

Frank  Rhodes,  M.D. 

Dr.  Frank  Rhodes,  of  Osceola,  died  Wednesday, 
June  14,  1995.  He  was  71. 


Volume  92,  Number  4 - September  1995 


193 


C V \0  C’flCC'...  It  affects  us  all. 


as  a physician,  a spouse,  a parent,  a friend 
there's  something  you  should  know 


about  domestic  violence, 


it  can  happen  to  anyone. 


You  may  not 
want  to  miss 
the  special 
October  issue 
of  The  Journal. 
Here  are  some 
reasons  why. 


_ — — " : nce  0^  tm'ns  t0  rU0  *c°augW  me'  , 

1 made  a mistake  d away^  x*and  walked 

was  drunk- 1 ^ , cocked,  » I 

a double  battel  sho  6^  neveI  tooW  lb  ^ ,he  way  a 

me  back  borne.  Vo  plays  a major  ^ feut  for 

those  few  ^"fofortce.  about  half  a ^ 

sinas-sps^-r-; 

came  home.  Se  anonymous 

^ „„r  specinl  Octo^  issl,e  °" 

crticle  that  will  appear  m or  -P 

E«erpt  from  “ f'C  ^ 

domestic  violence-  ^ ^ ^ 


October  is  National  Domestic  Violence  Awareness  Month 


With  the  assistance  of  the  AMS  Alliance,  The  October  Issue  of  The  Journal  of  the  Arkansas  Medical 
Society  will  be  dedicated  to  Domestic  Violence. 

In  this  very  important  issue,  packed  full  of  valuable  information  as  well  as  heartfelt  stories, 
physicians  will  gain  insight  and  more  awareness  on  the  issue  of  domestic  violence  and  how  it 
affects  Arkansans.  In  addition,  physicians  will  learn  how  to  pinpoint  the  signs  of  abuse  in  a 
patient. 

According  to  Attorney  Donn  Mixon  of  Jonesboro,  "Physicians  are  frequently  the  first  professionals  with 
the  opportunity  to  encounter  the  victim  of  domestic  abuse."  Mixon  will  address  the  role  physicians  play 
and  guidelines  a physician  may  follow  in  the  unfortunate  case  of  treating  a patient  of  domestic 
violence. 


So  watch  for  the  October  issue,  it  will  feature  many  more  authors  and  topics  of  domestic 
violence  that  are  valuable  to  you  and  other  medical  professionals. 


Things  To  Come 


October  5-7 

Contemporary  Cardiothoracic  Surgery.  The  Ritz- 
Carlton  Hotel,  St.  Louis,  Missouri.  Sponsored  by  the 
Office  of  Continuing  Medical  Education,  Washington 
University  School  of  Medicine.  For  more  information, 
call  (800)  325-9862. 

October  8-12 

Medical  Oncology  Board  Review  Course.  The  Ritz- 
Carlton  Pentagon  City,  Arlington,  VA.  Sponsored  by 
the  Office  of  Continuing  Medical  Education,  The 
George  Washington  University  Medical  Center.  For 
more  information,  call  (202)  994-4285. 

October  13  - 14 

MESA-ACEP  Business  of  Emergency  Medicine 
Seminar.  Jackson  Hole,  Wyoming.  Sponsored  by  the 
Medical  Emergency  Service  Associates.  For  more  in- 
formation, call  (708)  925-8300. 

October  13  - 15 

"Advances  in  Sonography,"  - a fourth  annual  post- 
graduate educational  course.  Sheraton  Chicago  Hotel 
and  Towers,  Chicago,  Illinois.  Sponsored  by  the  Cen- 
ter for  Bio-Medical  Communication.  Designated  for 
17.75  credit  hours  of  Category  1 of  the  Physician's  Recogni- 
tion Award.  For  more  information,  call  (201)  385-8080. 

October  26  - 27 

FREE  - "Molecular  Medicine:  Cytokines  in  Health 
and  Disease"  Symposium.  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas.  Sponsored  by 
the  Southwestern  Medical  Foundation.  For  more  in- 
formation, call  (214)  648-3599. 

November  2-4 

American  Cancer  Society  National  Conference  on 
Colorectal  Cancer.  Chicago  Marriott  Downtown,  Chi- 
cago, Illinois.  Sponsored  in  part  by  the  Centers  for 
Disease  Control  and  Prevention.  For  more  information, 
call  (404)  329-5788. 

November  3-5 

7th  Annual  Infectious  Disease  Review  Course  for 
the  Practicing  Physician.  Hyatt  Regency  Bethesda  in 
Bethesda,  Maryland.  Sponsored  by  The  Society  of  Ra- 
diologists in  Ultrasound.  For  more  information,  call 
(201)  385-8080. 


November  9-10 

21st  Annual  Update  on  Obstetrics  & Gynecol- 
ogy. Washington  University  Medical  Center,  St.  Louis, 
Missouri.  Sponsored  by  the  Washington  University 
School  of  Medicine  and  the  Office  of  Continuing  Medi- 
cal Education.  For  more  information,  call  (800)  325-9862. 

November  11 

Issues  in  the  Management  of  the  Complicated 
Diabetic  Patient.  Chateau  Sonesta  Hotel,  New  Or- 
leans, Louisiana.  Sponsored  by  Tulane  University 
Medical  Center  and  the  Office  of  Continuing  Medical 
Education.  For  more  information,  call  (800)  588-5300. 

December  9 

Cardiology  Seminar.  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri.  Sponsored  by  the  Office  of  Continu- 
ing Medical  Education,  Washington  University  School 
of  Medicine.  For  more  information,  call  (800)  325-9862. 

December  15  - 18 

Ethical  Issues  in  the  Care  of  Terminally  111  and 
Dying  Patients.  The  Rolling  Hills  Hotel  & Golf  Re- 
sort, Ft.  Lauderdale,  FL.  Sponsored  by  the  CEREC 
Center  of  Southeast  Florida.  For  more  information, 
call  (305)  424-9304. 

January  12  - 13,  1996 

What's  New  In  General  Surgery  - 18th  Annual 
Postgraduate  Course.  Hyatt  Regency,  Sacramento,  CA. 
Sponsored  by  the  Office  of  Continuing  Education  and 
UC  Davis  School  of  Medicine  and  Medical  Center.  For 
more  information,  call  (916)  734-5390. 

February  7-10,  1996 

1996  International  Conference  on  Physician 
Health  "Uncertain  Times:  Preventing  Illness,  Pro- 
moting Wellness."  Sheraton  San  Marcos  Hotel  in 
Chandler,  Arizona.  Sponsored  by  the  American  Medi- 
cal Association,  Canadian  Medical  Association,  Fed- 
eration of  State  Licensing  Boards,  and  the  Federation 
of  Provincial  Licensing  Boards.  For  more  information, 
call  (312)  464-5066. 
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Keeping  Up 


October  5-7 

Annual  Meeting  of  the  Arkansas  Association 
of  Ophthalmology 

Sponsored  by  UAMS  College  of  Medicine, 
Department  of  Ophthalmology 
Location:  Inn  of  the  Ozarks,  Eureka  Springs 

For  more  information,  call  (501)  661-7962 

October  26  & 27,  1995 

University  of  Arkansas  for  Medical  Sciences 
Department  of  OB/GVN 
Arkansas  High  Risk  Pregnancy  Program's 
Twelfth  Annual  Conference  on  Perinatal  Care 

Excelsior  Hotel 

Special  Guests  & Informative  Topics  including  Early 
Discharge/Home  Care  • PROM  • Diabetes 

For  more  information,  call  (501)  661-7962 

October  14 

Pediatric  Orthopaedic  Overview  for  PCPs 

Sponsored  by  UAMS  College  of  Medicine, 
Department  of  Pediatrics  and  Arkansas 
Children's  Hospital 

Location:  Arkansas  Children’s  Hospital 

For  more  information,  call  (501)  661-7962 


Update  in  Primary  Care  Geriatrics 

Washington  Regional  Medical  Center 
CME  Activity  Dates: 

Saturday,  October  7-8  a.m.  - 10:30  a.m. 
Saturday,  November  11  - 8 a.m.  - 10:30  a.m. 
These  dates  coincide  with  the  Fayetteville 
Razorback  football  games.  Tickets  for  the  games  can 
be  obtained  by  calling  1-800-982-HOGS  (4647). 
For  more  information  about  the  conference, 
call  (501)  442-1823. 

October  27  - 28 

Re-engineering  Healthcare  in  Arkansas  - A 
Roadmap  to  the  21st  Century 

Sponsored  by  Baptist  Medical  Center 
Location:  Statehouse  Conference  Center 


October  28  - 29 

Computed  Topography  of  the  Body  Annual 
Fall  Meeting  of  the  Arkansas  Chapter  of  the 
American  College  of  Radiology 

Sponsored  by  UAMS  College  of  Medicine, 
Department  of  Radiology 
Location:  UAMS  Education  III  Building 

For  more  information,  call  (501)  661-7962 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  l of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAYETTEVILLE-VA  MEDICAL  CENTER 

Medical  Grand  Rounds/General  Medical  Topics,  Thursdays,  12:00  noon.  Auditorium,  Bldg.  3 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon,  Conference  Room 

LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Thursdays,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Chest  Conference,  4th  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  T hursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 
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Interdisciplinary  AIDS  Conference,  2nd  Friday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Joint  Tumor  Conference,  1st  Wednesday,  12:00  noon,  CARTI  Auditorium.  Lunch  provided. 

Journal  Club,  Tuesdays,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m..  Southwestern  Bell/Arkla  room.  Refreshments  provided 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m..  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
GI  Conference,  4th  Friday,  11:30  a.m..  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m.,  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon.  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 

MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m..  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon,  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon.  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  folloioing  continuing  medical  education  activities  meet  the  criteria  for  Category  I 
of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 
Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 

CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 
Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5014 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m..  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m.,  Gastroenterology  conference  room,  3D29 
GI/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology/Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m..  Room  2E-142  at  VAMC 
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Neurology-Neuradiology  Conference,  Wednesday's,  5:15  p.m..  Radiology  Conference  Room  at  UAMS 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 

Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  VA  Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

VA  Chest  Conference  (combined  Surgical/Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

VA  Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

VA  GREECI Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

VA  Hematology/Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

VA  Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

VA  Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

VA  Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  & Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary.  White  County  Memorial  Flospital, 
Searcy 

EL  DORADO-AHEC 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Chest  Conference,  3rd  Wednesday,  12:30  p.m.,  Warner  Brown  Hospital 
Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AF1EC  - South  Arkansas 
GYN  Conference,  2nd  Friday,  12:30  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:30  p.m.,  AHEC-South  Arkansas 
Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon,  AHEC  - South  Arkansas.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Conference,  3rd  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 
Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 
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Obstetrics-Gynecology  Conference,  4th  Thursday,  12:30  p.m.,  AHEC  - South  Arkansas 
Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:30  p.m.,  AHEC  - South  Arkansas 
Tumor  Clinic,  4th  Tuesday,  12:30  p.m.,  AHEC  - South  Arkansas 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Thursdays,  7:30  a. m.,  Washington  Regional  Medical  Center 
Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

Gastroenterology  Conference,  3rd  Tuesday  every  other  month,  7:00  a.m.,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  3rd  Wednesday,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  1st  Tuesday,  11:30  a.m..  Sparks  Regional  Medical  Center 
Sparks  Tumor  Conference,  Thursdays,  12:00  noon,  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 

JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m..  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Citywide  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  3th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon,  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m.,  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conference,  October  26  and  December  28,  7:30  a.m..  Board  Room,  Northeast  Arkansas  Rehabilitation 
Hospital. 

Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon,  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Senes,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Flospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Residency  Noon  Conference,  Mondays  through  Thursdays,  12:00  p.m.,  AHEC-Southwest  Family  Practice  Clinic 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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What’s  This  About? 


Editorial 


Samuel  E.  Landrum,  M.D.,  F.A.C.S.* 

"Why  don't  you  go  over  there  and  stop  that?" 
asked  a customer  of  the  mechanic  in  the  back  door  of 
an  implement  shop  as  they  watched  a man  beating 
his  wife  in  their  back  yard  across  an  alley. 

"Maybe  she  deserves  it,"  the  respected  mechanic 
replied. 

Fifty  years  ago  this  true  story  was  shared  in  polite 
parlor  conversations  more  in  pride  that  the  mechanic 
had  not  poked  his  nose  into  others'  affairs  than  by 
engendering  any  idea  that  domestic  abuse  was  not 
tolerable  in  a community  of  respectable  citizens. 

When  my  wife  of  a few  weeks  playfully  tossed 
cold  water  on  me  in  the  shower,  I reflexly  swatted  her 
with  my  hand.  She  promptly  informed  me  that,  that 
would  be  the  only  time  she  would  tolerate  being  struck 
and  remain  being  married  to  me.  The  information  stuck 
for  now  over  forty  years  to  our  mutual  benefit. 

Surgeons  usually  see  patients  who  are  victims  of 
more  striking  domestic  abuse.  Gunshot  wounds  and 
stabbings  have  been  the  preferred  methods  by  wives 
and  girlfriends  inflicting  wounds  on  men  in  my  expe- 
rience. It  seems  the  groin  area  is  their  most  frequent 
target  zone;  whereas,  wounds  perpetrated  by  jealous 
men  seem  to  be  directed  toward  the  vital  organs  of  the 
chest  and  upper  abdomen.  Women  whom  I have  seen 
were  mostly  injured  by  blunt  methods  such  as  brutal 
beatings  or  being  tossed  around.  These  injuries,  al- 
though not  immediately  as  life  threatening  as  gunshot 
wounds  and  stabbings,  are  undoubtedly  longer  last- 
ing in  the  context  of  a miserable  life. 

About  twenty-five  years  ago,  I treated  an  infant 
for  symmetrical  deep  second  degree  burns  of  the  feet 
and  ankles.  The  history  indicated  the  burn  occurred 
as  a bathing  accident.  However,  the  grandmother  later 
informed  me  that  the  child's  mother  was  working  at 
the  time  of  the  incident,  and  her  live-in  boyfriend  had 
been  taking  care  of  the  little  fellow  when  he  was 
burned. 

The  prosecuting  attorney  was  asked  to  investigate 
this  incident  of  apparent  child  abuse.  I heard  practi- 
cally nothing  about  the  case  until  I inquired  about  what 
had  happened.  The  prosecutor's  office  said  that  the 
trial  would  be  within  the  few  next  days.  My  deposi- 
tion or  a request  to  testify  had  not  been  sought.  How- 

*  Dr.  Landrum  is  affiliated  with  Holt-Krock  Clinic  in  Fort 

Smith  and  is  a member  of  the  editorial  board  for  The  Journal 

of  the  Arkansas  Medical  Society. 


ever,  when  I volunteered  to  appear  as  a witness  in 
court,  it  was  agreeable  with  the  prosecution  for  me  to 
do  so.  Apparently  very  little  evidence  about  the  inci- 
dent had  been  presented  to  the  judge. 

"What's  this  about?"  inquired  the  judge  speaking 
in  a manner  that  such  a novel  and  probably  trivial 
case  did  not  merit  the  court's  time  or  interest.  He 
seemed  genuinely  ignorant  of  the  perceived  horror  of 
the  burning  act.  My  testimony  emphasized  that  the 
symmetrical  locations  and  severity  of  the  burns  almost 
certainly  were  due  to  the  infant's  feet  having  been  held 
submerged  in  scalding  water.  The  infant  was  not  to 
the  walking  stage  of  his  development  when  he  had 
been  burned. 

The  trial  resulted  in  a verdict  of  guilty  for  the  de- 
fendant, and  his  sentence  was  served  on  probation. 
He  maintained  his  status  at  the  mother's  apartment 
and  continued  to  be  around  the  infant. 

In  thinking  about  the  more  dramatic,  violently  in- 
jured men  that  I have  treated,  all  that  I recall  returned 
to  the  home  or  relationship  that  existed  before  the  at- 
tacks. And  the  fewer  women  treated  by  me  have  nearly 
always  returned  to  their  previous  status. 

What's  a concerned  surgeon  or  physician  to  do? 
The  only  agreed  upon  answer  is  to  provide  whatever 
is  needed  to  repair  wounded  tissues,  be  supportive 
and  open,  and  provide  information  on  shelters  and 
services.  Beyond  that,  it  seems  there  is  not  much  else 
we  can  do  for  those  involved  in  these  tragic  twists. 

Societal  changes  are  obviously  needed.  However, 
cogent  arguments  are  made  that  the  reduction  of  inci- 
dence of  domestic  abuse  depends  on  many  actions; 
and  some  of  the  proposals  made  are  diametrical  to 
others  equally  well  proposed.  My  advice  to  a married 
woman  who  sometimes  appears  for  her  routine  breast 
examinations  with  bruises  was  to  seek  a divorce  to  get 
away  from  her  allegedly  abusive  husband.  She  has 
not  done  so  in  the  three  years  since  this  was  recom- 
mended. However,  recently  a good  friend  who  is  also 
a good  psychologist  told  me  that  there  is  a significant 
likelihood  that  the  abuser  will  stalk  and  kill  the  woman 
who  has  left  him.  Is  planning  an  escape  route  from 
each  room  in  one's  home  the  best  we  can  advise?  What 
an  awful  outlook  that  must  engender  for  the  victim! 

Changes  in  society's  attitudes  have  come  about  in 
fairly  recent  times  in  this  country.  A wife  or  a child  is 
no  longer  considered  as  possessions  of  a man.  Courts 
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in  a few  states  had  no  concerns  for  the  interests  of 
abused  children  as  late  as  about  forty  years  ago.  There 
were  no  laws  under  which  the  child's  tormentor  could 
be  tried;  children  were  considered  much  the  same  as 
objects  with  which  the  family  could  dispose  as  it 
pleased  in  the  home.  This  obviously  has  changed  now 
that  cases  can  be  evaluated,  and  the  child  can  be  trans- 
ferred to  safer  places  if  no  corrective  action  can  be  as- 
sured otherwise. 

Rarely  would  we  enjoy  or  tolerate  conversations 
about  someone  observing  violence  in  the  home  or 
public  as  occurred  in  the  account  of  the  implement 
mechanic.  The  recent  death  of  a woman  tormented 
and  thrown  from  a bridge  in  Detroit  was  reported  with 
outrage  because  there  were  several  spectators  who  did 
nothing  to  help.  It  is  understandable  that  it  is  quite 
risky  to  intercede  directly  in  those  events,  but  no  one 
even  bothered  to  call  for  help  from  the  police.  This  can 
probably  be  explained  by  our  pervasive  attitude  of  not 
getting  involved.  We  expect  someone  else  to  respond  or 
act. 

Continual  exposure  to  violence  in  the  media  sup- 
presses our  earlier  horror  at  such  actions,  and  it  makes 
us  perhaps  psychologically  immune  to  the  reality  of 
violence  even  when  nearby.  Surgeons  in  hospitals  with 
six  or  more  victims  of  shootings  or  stabbings  nightly 
admit  that  it  has  far  less  impact  on  their  personal  reac- 
tion for  the  victims  than  they  felt  during  their  days  in 
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Full-time  emergency  medicine  opportunities 
exist  in  the  following  locations: 

Helena,  AR  Falmouth,  MA 
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Annual  ED  volumes  range  from  8,000-22,000. 
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-^210-bed  facility 

For  more  information  contact:  RHONDA  FELTZ 
800-325-2716  or  FAX  your  CV  to  314-919-8920 


medical  school. 

The  availability  of  guns  is  another  issue  that  this 
society  must  deal  with  soon.  Recent  trends  indicate 
that  firearm  fatalities  will  exceed  those  from  vehicle 
crashes  in  the  next  ten  years  unless  something  changes. 
In  a recent  issue  of  Traumagram,  Dr.  Kimball  Maull, 
President  of  the  American  Trauma  Society,  writes  about 
a senior  surgical  resident  from  Germany  who  served  a 
trauma  fellowship  with  him  a few  years  back.  The  sea- 
soned trainee  from  a busy  trauma  center  in  Germany 
was  fascinated  when  he  soon  encountered  a patient 
with  an  abdominal  gunshot  wound.  His  fascination  in 
the  case  derived  from  the  fact  that  he  had  never  seen 
a gunshot  victim  before.  People  do  not  own  guns  in 
Germany.  They  deal  with  interpersonal  problems  with 
less  violence  and  lethality.  However,  there  are  prob- 
ably as  many  proposals  before  legislatures  in  this  coun- 
try to  enlarge  the  availability  of  dangerous  guns  as 
there  are  to  curtail  them. 

The  solutions  to  domestic  and  other  violence  seem 
so  complex  and  at  times  contradictory  that  it  can  lead 
to  despair  to  think  about  the  subject.  However,  by 
focusing  the  forces  of  industry,  popular  attitudes,  legis- 
lative bodies,  and  most  importantly,  physicians  will- 
ing to  become  activists,  there  is  a chance  domestic  vio- 
lence can  be  significantly  reduced.  Then,  perhaps  some 
of  those  involved  in  this  horrible  crime  can  live  in  peace. 


Emergency  Care  Specialists  is  one  of 
America's  fastest  growing  contract 
management  groups.  Our  physicians 
pride  themselves  on  providing  the 
highest  quality  care  while  working  in  a 
stable  and  rewarding  work  environment. 


Currently  we  are  recruiting  physicians  seeking  the 
advantages  of  small-town  living  in  beautiful  Eastern 
Arkansas,  only  a 45  minute  drive  from  Memphis. 

Qualified  candidates  should  be  Board  prepared  or 
Board  certified  in  emergency  medicine,  ora  primary 
care  specialty  with  experience  in  an  emergency 
department  of  1 2,000  annual  patient  visits  or  greater. 
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NORTH  MIAMI  BEACH,  FL  33025 
PHONE:  800-372-2600 
FAX:  305-947-9990 
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She’s  a knockout. 

Every  15  seconds  a woman  is  beaten.  In  the  U.S.,  a woman  is  more  likely  to  be  injured, 
raped  or  killed  by  a husband  or  boyfriend  than  any  other  type  of  assailant.  It’s  not  pretty — 
it’s  a crime.  And  you  can  get  protection.  Call  us.  We’re  in  your  corner. 


Northeast  Arkansas  Council  on  Family  Violence 
Phone:  933-9449 


This  issue  of  The  Journal  of  the  Arkansas  Medical  Society,  with  the  assistance 
of  the  AMS  Alliance,  is  devoted  to  the  topic  of  domestic  violence.  For  the  most 
part,  this  issue  is  written  assuming  the  patient  is  a woman.  However,  the  same 
advice  applies  regardless  of  the  sex  of  the  patient.  The  Arkansas  Medical 
Society  and  Alliance  are  proud  and  excited  about  this  special  issue  of  the 
Journal.  It  is  our  hope  that  our  readers  - the  physicians  of  Arkansas  - will  gain 
insight  on  the  topic  of  domestic  violence  and  will  use  that  insight  in  their  daily 
practice  to  help  a victim  of  abuse.  Any  and  every  contribution  of  help  is  signifi- 
cant. This  issue  is  filled  with  valuable  information  from  a wide  variety  of 
sources.  We  wish  to  thank  all  of  those  who  have  contributed. 


The  Arkansas  Medical  Society  Alliance,  in  an  effort  to  lessen  the  toll  of  domestic 

violence  in  Arkansas,  is  asking  the  members  of  the  Arkansas  Medical  Society  to: 

1 . Assume  that  at  least  a portion  of  your  patients  are  experiencing  partner  or  spouse 
abuse  and  act  accordingly. 

2.  Routinely  ask  your  female  patients,  either  as  part  of  medical  history  taking,  as  part 
of  the  physical  exam  or  when  an  injury  suggests  abuse,  if  they  are  experiencing 
abuse  from  a partner  or  spouse. 

3.  If  the  patient  indicates  she  is  being  abused,  take  the  time  to  talk  with  her  about  her 
options.  Give  her  the  name  and  telephone  number  of  the  local  shelter  and  tell  her 
about  the  services  it  offers. 

4.  Document  the  patient’s  injury  thoroughly.  Not  all  abusive  situations  end  up  in  court, 
but  accurate,  well-documented  medical  records  are  a big  advantage  if  they  do. 

5.  Don’t  get  angry  or  upset  with  a patient  if  she  denies  what  is  obviously  abuse  or  if 
she  fails  to  follow-up  on  your  advice.  Nationally,  75%  of  battered  women  first 
identified  in  a medical  setting  will  go  on  to  suffer  repeated  abuse.  Just  remember  to 
remain  supportive  and  hope  that  the  next  time  she  will  take  your  advice. 
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A Portrait  of  Domestic  Violence 


AN  ARKANSAS  WOMAN... 


was  found  shot  in  the  head  with  a .22  caliber  revolver.  She  was 
17.  The  accused  was  charged  with  manslaughter  instead  of 
murder  because  it  was  the  result  of  an  argument. 


was  found  shot  in  the  face  with  a large  cali- 
ber gun  after  an  argument  with  her  boyfriend. 
The  boyfriend  was  charged  with  first  degree 
murder. 


was  found  partially  clothed  in  a bedroom.  The  police  chief 
said  the  scene  was  "one  of  the  most  brutal"  he'd  seen  dur- 
ing his  18-year  law  enforcement  career.  The  state  medical 
examiner's  office  said  she  was  "stabbed  approximately  130 
times  in  the  breasts,  vagina,  buttocks,  both  eyes  and  fore- 
head." The  murder  occurred  two  days  after  the  couple  had 
celebrated  their  first  wedding  anniversary.  The  top  of  the 
wedding  cake  was  still  on  the  table  from  the  celebrating. 
She  was  24.  The  husband,  27,  was  convicted  of  first  degree 
murder  and  sentenced  to  life. 


I 

was  shot  in  the  head  with  a .22  caliber  pistol  fired  by 
her  boyfriend.  He  then  shot  himself  in  an  apparent 
murder/suicide.  They  had  lived  together  and  were 
planning  to  get  married.  She  was  27.  . 


was  shot  several  times  in  the  chest  with  a .38  caliber  Winchester  in  her  home. 
She  was  63.  The  accused,  64,  also  shot  the  victim's  son  in  the  stomach  and  shot 
at  a police  officer  before  surrendering.  He  pled  guilty  to  first  degree  murder  and 
received  20  years  each  for  the  other  two  charges.  Authorities  said  it  was  a family 
dispute.  The  accused  was  drunk  at  the  time. 


was  shot  five  times  in  the  chest  with  a 9mm  pistol. 
Her  roommate  found  her  in  the  hallway  of  their 
home.  Her  estranged  husband,  41,  was  arrested. 
During  the  trial,  several  witnesses  testified  that 
he  was  trying  to  get  her  to  come  back  to  him,  but 
that  she  had  refused.  He  testified  that  he  lost 
control  and  fatally  shot  her  after  she  bragged  of 
getting  sexual  gratification  from  other  men  and 
women.  He  was  convicted  of  first  degree  murder  and 
sentenced  to  life  in  prison.  She  was  50  years  old. 


Please  read  on  to  find  out  how  you  as  a physician  can 
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Guest  Editorial 


The  Physician’s  Responsibility  and 
Domestic  Violence 

Rosey  Seguin-Calderon,  M.D.* 


The  numbers  are  staggering.  Annually,  approxi- 
mately 2 million  women  in  the  United  States  are  re- 
ported to  be  victims  of  domestic  violence.1  Since  many 
instances  of  abuse  are  not  reported,  the  true  incidence 
may  be  closer  to  4 million  women.  Of  these,  many 
will  suffer  permanent  physical  as  well  as  psychologi- 
cal disabilities  and  may  even  lose  their  lives.  In  fact, 
52%  of  female  murder  victims  in  this  country  are  killed 
by  a current  or  former  partner.2  Studies  show  that  bat- 
tered women  account  for  22-35%  of  women  seeking 
care  in  emergency  departments,  14%  of  women  in 
ambulatory  care  internal  medicine  clinics,  and  25%  of 
women  using  psychiatric  services.1 

It  is  unfortunate  that  we  as  physicians  often  fail  to 
recognize  victims  of  abuse  when  signs  and  symptoms 
are  present.  We  are  in  the  unique  situation  of  being 
able  to  intervene  directly  when  patients  present  with 
injuries  that  are  related  to  their  abuse.  Why  is  it  that 
we  often  fail  to  diagnose  domestic  violence  and  what 
is  our  responsibility  toward  the  victim? 

There  are  patient  as  well  as  physician  barriers  that 
have  been  identified  and  may  prevent  the  diagnosis 
of  domestic  violence.  Physician  lack  of  knowledge  and 
training,  as  well  as  societal  misconceptions  regarding 
domestic  violence  have  been  cited  as  barriers.3  Some 
of  these  misconceptions  can  include  lack  of  awareness 
of  the  prevalence  of  domestic  violence,  a belief  that  it 
only  occurs  in  certain  racial  or  socioeconomic  classes, 
that  it  is  a private  matter  and  that  women  are  respon- 
sible for  the  battering  they  experience.  Patients,  on 
the  other  hand,  may  be  reluctant  to  expose  their  abus- 
ers due  to  fears  for  their  safety  as  well  as  that  of  their 
families,  and  they  are  usually  financially  dependent 
on  the  abuser.  They  may  feel  humiliated  or  shamed, 
or  even  feel  that  they  deserve  the  abuse  they  are  expe- 
riencing. 

* Dr  Seguin-Calderon  is  an  Assistant  Professor  in  the  Dept,  of 

Obstetrics  & Gynecology  at  the  University  of  Arkansas  for 

Medical  Sciences. 


It  is  important  that  physicians  be  able  to  identify 
victims  of  domestic  violence  as  they  are  at  high  risk 
for  physical  injury  and/or  death,  as  are  their  families. 
Some  possible  signs  of  battering  include  vague  symp- 
toms such  as  insomnia,  weakness,  chronic  pelvic  pain, 
nervousness,  depression  and  evasiveness.  There  may 
also  be  multiple  somatic  complaints,  fear  of  examina- 
tion and  constant  presence  of  the  male  partner.  Rou- 
tine assessment  for  domestic  violence  should  be  part 
of  every  routine  screening  of  female  patients,  particu- 
larly in  prenatal  clinics,  as  pregnancy  has  been  shown 
to  be  a risk  factor  for  abuse  with  15-25%  of  pregnant 
women  being  identified  as  victims.2  Some  examples 
of  questions  that  may  be  asked  include:1 

1)  Have  you  been  emotionally  or  physically  abused 
by  your  partner  or  someone  important  to  you? 

2)  Within  the  last  year,  have  you  been  hit,  slapped, 
kicked,  or  otherwise  physically  hurt  by  someone? 

3)  If  pregnant,  have  you  been  hit,  slapped,  kicked, 
or  otherwise  physically  hurt  by  someone? 

4)  Within  the  last  year,  has  anyone  forced  you  to  have 
sexual  activities? 

5)  Are  you  afraid  of  your  partner  or  anyone  else? 
Most  victims,  when  asked  a direct  question  re- 
garding abuse,  will  readily  admit  it  is  occurring. 

The  physician  should  remain  nonjudgmental  and 
provide  support  while  acknowledging  that  abuse  of 
any  kind  is  unacceptable.  All  examinations  and  proce- 
dures should  be  thoroughly  explained  and  well  docu- 
mented in  the  medical  record.  Consent  should  be  ob- 
tained for  any  photographs,  x-rays  or  body  injury  maps 
to  be  included  in  the  medical  record.  Acute  injuries 
need  to  be  treated,  emotional  status  evaluated  for  signs 
of  depression,  suicidal  ideation,  etc.,  and  an  assess- 
ment made  as  to  any  threats  to  the  victim's  immediate 
safety.  If  she  is  in  danger,  an  exit  plan  needs  to  be 
formulated  and  may  include:1 

1)  Leave  a packed  suitcase  with  a friend  or  neighbor 
that  includes  clothes,  toiletries,  medications,  and 
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an  extra  set  of  house  and  car  keys. 

2)  Cash,  checkbook  and  savings  account  book. 

3)  Identification  papers  (driver's  license,  social 
security  cards,  etc.)  and  financial  records  if 
possible. 

4)  A special  toy  for  each  child. 

5)  A plan  of  exactly  where  to  go;  a friend  or  relative's 
home  or  a shelter. 

The  woman  should  be  encouraged  to  leave  the 
violent  situation  but  the  physician  must  be  prepared 
to  accept  that  she  may  remain  in  the  current  situation 
until  emotionally  ready  to  leave. 

It  is  important  that  we  as  physicians  be  aware  of 
what  community  resources  are  available  for  battered 
women  and  be  able  to  assist  patients  in  contacting 
these  resources  whether  they  be  shelters,  social  ser- 
vices, legal  assistance  or  support  groups.  In  addition, 
we  must  become  more  effective  in  identifying  female 
victims  of  past  and  current  domestic  violence  through 
better  training  and  education  during  medical  school 
as  well  as  residency.  We  should  be  able  to  educate  our 
patients  about  domestic  violence  and  be  more  actively 
involved  in  its  prevention. 
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It  is  my  hope  in  writing  this,  that  it  will 
give  you  a sense  of  better  understanding  of 
the  different  types  of  domestic  violence. 

I was  married  at  a very  early  age.  I thought 
all  the  dominance  he  had  over  me  was  love. 

The  first  physical  attack  came  shortly  after  we  were 
married.  But  it  was  so  easy  for  him  to  convince  me 
that  it  was  my  fault.  I felt  very  ashamed.  I did  not 
want  anyone  to  know  what  had  happened.  I was  not 
allowed  to  go  grocery  shopping.  He  did  the  shopping. 
He  would  let  me  visit  my  family  only  when  he  said  it 
was  time.  I was  not  allowed  to  finish  high  school.  I 
tried  three  times,  but  he  made  my  quit  each  time. 

I decided  to  have  a child  for  several  reasons.  For 
one,  I was  treated  as  a child.  I felt  if  I could  be  a mother, 
he  might  treat  me  as  an  adult.  But  like  everything  else 
in  his  eyes,  I could  not  do  that  right  either.  My  child 
was  the  most  important  thing  in  my  life. 

He  would  go  into  rages  and  throw  furniture  or 
anything  he  could  get  a hold  of.  I would  lay  on  top  of 
our  daughter  to  protect  her. 

I made  a mistake  once  of  trying  to  run  from  him. 
He  was  drunk.  I thought  I could  get  away.  He  caught 
me,  put  a double  barrel  shot  gun,  cocked,  to  my  temple 
and  walked  me  back  home.  You  can  never  know  the 
fear  that  I felt  those  few  moments.  Fear  plays  a major 
role  in  the  way  a woman  reacts  to  violence.  Not  only 
for  herself,  but  for  other  family  members.  My  father 
lived  about  half  a mile  from  us.  My  ex-husband  would 
go  out  with  a gun  and  tell  me  if  I tried  to  leave  he 
would  shoot  my  father  when  he  came  home.  Several 
nights  he  would  sit  outside  with  a gun.  I now  know 
that  it  was  a mmd  game  he  played,  but  at  the  time,  I 
was  afraid  he  would  follow  through  with  his  threats.  I 
did  leave  him  several  times.  He  would  find  me  and 


promise  never  to  do  anything  else 
to  me.  He  played  on  my  love  for  my  daughter.  He 
made  me  feel  guilty  for  leaving  her  without  a father. 

As  my  daughter  grew  up,  the  physical  violence 
stopped.  But  the  mental  abuse  got  worse.  There  were 
certain  things  that  had  to  be  done,  like  washing  the 
bathroom  walls  daily.  If  he  came  home  and  thought  I 
had  not  done  something,  he  would  go  into  a rage  and 
tell  me  how  stupid  and  worthless  I was.  It  really  did 
not  matter  to  him  if  I had  done  it  or  not;  I could  not  do 
it  right.  He  always  told  me  if  I ever  left  he  would  take 
my  child.  He  would  see  that  I could  not  make  a living 
and  he  would  turn  everyone  against  me. 

After  my  daughter  married  and  left  the  state,  he 
got  worse.  If  he  talked  to  me  it  was  to  curse  me  or  to 
tell  me  what  I was  doing  wrong.  The  last  week  I was 
home  he  scalded  me  twice,  once  with  a cup  of  coffee 
and  again  with  food  he  did  not  want  for  dinner.  I felt 
like  he  was  breaking  my  spirit.  I knew  I had  to  do 
something.  He  went  into  a rage  on  Thursday.  He 
screamed  and  cursed  me  half  the  night.  I made  my 
mind  up  I was  going  to  leave.  I left  for  work  the  next 
morning  as  I always  did  with  him  standing  in  the  win- 
dow calling  me  his  favorite  name  (“Bitch")  and  his 
ever  familiar  obscene  jester.  When  I knew  he  had  left 
for  work,  I went  back  and  loaded  my  clothes.  The  only 
thing  that  gave  me  strength  was  knowing  that  my 
daughter  would  understand.  I was  never  allowed  to 
drive  anywhere  except  to  work,  and  I had  no  idea 
how  to  do  what  I was  attempting  to  do.  I knew  of  a 
school  I wanted  to  go  to,  so  that  is  where  I headed.  I 
knew  I could  not  tell  anyone,  not  even  my  daughter, 
or  he  would  find  me.  I enrolled  in  school  and  took  my 
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GED.  All  this  was  very  difficult  for  me.  I was  con- 
vinced that  I was  too  stupid  to  do  anything.  I called 
my  daughter  every  two  weeks.  But  he  was  doing  what 
he  said  he  would  do.  He  turned  her  against  me.  To 
this  day  she  hates  me.  Leaving  my  home  and  all  I 
worked  for  was  very  difficult,  but  losing  my  child  is 
the  most  agonizing  pain  I can  ever  endure.  I got  my 
license  in  a health  related  field.  I could  not  find  work, 
so  I came  close  to  home. 

I knew  he  would  find  me.  The  terror  started.  He 
has  tried  several  times  to  have  my  license  pulled  and 
tormented  anyone  who  had  anything  to  do  with  me. 
It  has  been  five  and  a half  years,  and  I still  watch  the 
back  as  much  as  I do  the  front  when  I leave  work  for 
fear  that  he  is  there.  He  follows  me  or  has  it  done.  I 
have  two  grandchildren  I have  never  seen.  I hope  one 
day  they  will  know  I love  them. 


One  year  ago,  I met  a wonderful  man  and  remar- 
ried. But  it  did  not  stop  my  ex-husband  and  daughter 
from  continuing.  I pray  for  them  in  hopes  they  can 
find  peace  within  themselves.  I know  they  have  to  be 
miserable  with  themselves.  I have  created  a successful 
practice  and  a small  business.  Despite  his  threats,  I 
will  be  able  to  make  it  on  my  own. 

Through  the  Northeast  Arkansas  Council  on  Fam- 
ily Violence  any  woman  can  have  this  opportunity.  I 
am  a volunteer  advocate  in  my  county.  When  these 
ladies  come  to  me,  the  first  thing  I do  is  hug  them  and 
let  them  cry.  Sometimes  these  tears  are  fifteen  to  twenty 
years  old.  Then  the  healing  process  can  begin.  Even  if 
you  just  listen  while  they  talk  about  the  abuse,  you 
have  done  something  maybe  no  one  else  could.  To  air 
your  fears  and  full  compassion  can  give  great  strength. 
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Special  Article 


A Physician's  Persona!  Experience 
with  Domestic  Violence 

Joe  Stallings,  M.D.* 


I was  impressed  by  the  look  of  concern  on  the 
young  man's  face.  His  girlfriend  had  taken  an  over- 
dose, and  she  was  responsive  but  was  avoiding  my 
questions.  He  held  her  hand  and  answered  all  my 
inquiries.  He  knew  all  of  her  medications,  her  past 
medical  history,  and  when  she  had  her  last  menstrual 
period.  What  a nice  guy  1 thought  to  myself!  The 
young  woman  was  admitted  to  my  associate  and  did 
recover  from  her  suicide  attempt. 

The  next  day  my  associate  asked  if  I had  exam- 
ined the  patient.  My  response  was  that  of  course  I 
did.  His  next  question  was  "Did  you  look  at  her  but- 
tocks?" I had  to  admit  that  I had  not  examined  that 
part  of  her  body. 

He  then  told  me  that  her  boyfriend  had  branded 
his  initials  on  each  side  of  her  buttocks.  Needless  to 
say,  I felt  that  I had  missed  several  things  - physical 
exam  findings,  the  reason  for  this  young  man  being  at 
the  ER  at  11  p.m.,  and  a reason  for  the  young  woman's 
suicide  attempt,  all  of  which  added  up  to  abuse. 

Domestic  abuse  is  a problem  for  me  as  well  as  for 
my  patients.  How  is  it  a problem  for  me?  First  of  all,  I 
don't  recognize  it  as  often  as  I should.  I don't  give  my 
patients  enough  time  to  tell  me  about  this  hidden 
agenda,  and  I have  difficulty  believing  that  a "con- 
cerned" man  could  beat  his  partner.  Furthermore,  I 
am  uncertain  about  what  to  do  if  I find  out  this  family 
secret. 

Why  is  it  a problem  for  the  patient?  She  may  be 
embarrassed  to  tell  me;  she  may  be  afraid  for  her  life 
or  her  children's  lives  and  she  may  have  no  choice  but 
to  return  to  the  same  environment. 


Dr.  Stallings  is  a family  physician  who  has  practiced  in 
Jonesboro  for  21  years.  He  is  also  the  director  of  the  AHEC 
Northeast  Family  Practice  Residency  Program 


The  Arkansas  Medical  Society  Alliance  has  been 
very  successful  during  the  past  year  in  making  physi- 
cians and  health  care  providers  more  aware  of  this 
problem  and  has  given  me  direction  in  how  I can  bet- 
ter serve  the  needs  of  these  patients.  What  can  I do? 
I can:  1 .)  Recognize  the  problem,  2.)  Allow  the  patient 
to  talk,  3.)  Be  supportive.  "You  deserve  better  than 
this,"  4.)  Be  aware  of  and  advise  patients  about  shel- 
ters for  abused  women  and  their  children,  5.)  Don't 
feel  like  1 own  the  problem.  Too  many  times  physi- 
cians feel  like  simple  advice  such  as  "Leave!"  goes  un- 
heeded and  are  frustrated  when  the  patient  doesn't 
take  our  sage  advice,  6.)  Be  available  and  approach- 
able, and  7.)  Work  to  help  the  abusers. 

Since  my  experience,  and  after  seeking  guidance 
from  available  sources,  I am  more  aware.  I know  do- 
mestic violence  exists,  and  it  can  happen  to  anyone.  1 
know  some  key  things  to  look  for,  and  I know  what  I 
can  do  and  what  1 can't  do.  I know  that  if  I do  all  I can 
to  help,  perhaps  one  day  there  will  be  a little  less  pain 
for  those  involved. 


For  information  on  how  you  can  help 
victims  of  domestic  violence,  see 

"Recognizing  and  Treating  Victims  of 
Domestic  Violence"  on  page  215. 

Also,  you  may  want  to  order  a copy  of  the 
Arkansas  Physicians'  Domestic 
Violence  Prevention  Project 
Handbook,  which  provides  an 
abundance  of  useful  information  for 
physicians  treating  victims  of  abuse.  See 
page  232  for  more  details. 
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Special  Article 


From  One  Physician  to  Another: 

The  indiscrimination  of  domestic  violence  and  what  one 
physician  is  doing  to  help  heal  the  scars 

Jim  English,  M.D.,  F.A.C.S.* 


Among  the  many  concerns  that  presently  beset 
our  profession  is  the  age  old  problem  of  domestic  vio- 
lence. This  tragic  state  of  affairs  produces  a pattern  of 
coercion  that  often  includes  battering  with  injury 
(physical  as  well  as  psychological),  sexual  assault,  pro- 
gressive social  isolation,  deprivation  and  intimidation. 
This  type  of  violence  spans  all  racial,  ethnic,  religious, 
educational  and  socioeconomic  lines. 

Over  five  million  women  a year  are  affected  by 
domestic  violence  in  the  United  States  and  20%  of  that 
number  require  medical  and/or  surgical  treatment. 
Thirty  one  percent  of  the  women  murdered  in  1990 
were  killed  by  their  husbands  and/or  boyfriends. 
Twenty  percent  of  all  female  trauma  are  victims  of  in- 
tentional injury  by  an  acquaintance  or  husband.  Sev- 
enty-five percent  of  women  who  are  in  an  abusive 
relationship  receive  battering  to  the  head  and  neck  area. 
Many  women  who  are  in  an  abusive  relationship  are 
not  able  to  leave  due  to  monetary  constraint  or  the 
psychological  feeling  of  helplessness.  What's  worse  is 
that  many  sustain  facial  disfigurement  as  a result  of 
this  abuse.  This  type  of  disfigurement  produces  a loss 
of  self  esteem  and  a sense  of  despair,  especially  when 
there  is  no  help  available  for  the  type  of  reconstructive 
surgery  necessary  to  return  them  to  some  sense  of 
normalcy. 

The  American  Academy  of  Facial  Plastic  and  Re- 
constructive Surgery  is  a national  organization  of  ap- 
proximately 3,000  men  and  women  who  perform  plas- 
tic and  reconstructive  surgery  of  the  face.  For  the  past 
four  years,  this  organization  has  performed  pro  bono 
surgery  outside  the  United  States  in  areas  such  as 
Russia  and  Croatia  through  a program  known  as  FACE 
to  FACE.  Two  years  ago,  board  members  from  the  or- 
ganization began  to  seek  ways  and/or  opportunities  to 

* Dr.  English  is  board  certified  with  the  Am.  Board  of  Facial  Plastic 
& Reconstructive  Surgery  and  Am.  Board  of  Otolaryngology. 
He  is  a Full  Fellow  of  the  Am  Academy  of  Facial  Plastic  & Re- 
constructive Surgery,  Am.  Academy  of  Otolaryngology  Head  & 
Neck  Surgery,  Am  Academy  of  Cosmetic  Surgery  and  Am.  Col- 
lege of  Surgeons.  He  is  Southern  Regional  V.P  of  the  Am.  Acad- 
emy of  Facial  Plastic  & Reconstructive  Surgery,  Board  Examiner 
of  the  Am.  Board  of  Facial  Plastic  & Reconstructive  Surgery  and 
Past  President  of  the  Arkansas  Academy  of  Otolaryngology  Head 
& Neck  Surgery 
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expand  the  scope  of  this  work  here  at  home.  Since 
many  were  already  involved  on  the  local  level,  the 
issue  of  domestic  violence  was  explored  as  an  avenue 
of  community  service.  With  the  aid  of  the  National 
Coalition  for  Domestic  Violence  in  Denver,  Colorado, 
a program  was  structured  with  the  American  Acad- 
emy of  Facial  Plastic  Surgery  in  Washington  D.C.  where 
participating  shelters  could  refer  battered  women  for  a 
consultation  and  possible  reconstructive  surgical  re- 
pair of  any  type  of  facial  disfigurements  that  they  may 
have  sustained  from  domestic  abuse.  In  the  first  month 
of  inception,  400  surgeons  across  the  country  became 
involved  in  conjunction  with  or  without  the  aid  of  their 
local  hospital. 

Earlier  this  spring,  the  English  Facial  Plastic  Sur- 
gery Clinic  asked  for  and  received  help  from  the  Bap- 
tist Medical  Center  of  Little  Rock  to  begin  this  type  of 
pro  bono  service  for  abused  Arkansans.  When  a per- 
son is  a victim  of  domestic  violence,  the  series  of  events 
for  possible  participation  in  this  program  are  these:  a 
participating  shelter  (there  are  approximately  22  of  them 
in  Arkansas)  can  call  1-800-842-4546  twenty-four  hours 
a day  and  a member  of  the  American  Academy  of  Fa- 
cial Plastic  and  Reconstructive  Surgery  will  receive  and 
triage  the  call.  If  qualified  for  treatment,  (they  must  be 
willing  to  leave  their  abusive  situation,  be  financial 
indigent,  etc.)  the  victim  is  then  given  the  telephone 
number  to  the  English  Facial  Plastic  Surgery  Clinic  and 
referred  for  consultation.  If  surgery  is  indicated  and 
the  patient  desires  corrective  surgery,  the  procedure 
(all  of  which  is  pro  bono)  is  scheduled  at  Baptist  EIos- 
pital  in  Little  Rock. 

Although  this  meets  a surgical  need  for  the  victim 
of  domestic  violence,  they  have  other  needs  that  need 
to  be  met  as  well.  More  physicians  and  clinics  are 
needed  in  this  effort.  If  you  are  interested,  please  call 
my  office  at  501-227-9556.  Victims  of  domestic  abuse 
have  been  and  always  will  be  present  in  our  profes- 
sion and  it  is  incumbent  on  all  of  us  to  do  our  share  to 
break  the  cycle  and  help  heal  the  scars  for  those  will- 
ing to  step  forward  for  help 

Note:  Statistical  information  provided  by  the  American  Academy 
of  Facial  Plastic  and  Reconstructive  Surgery. 
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Recognizing  and  Treating  Victims  of 
Domestic  Violence 

Based  on  the  American  Medical  Association's  Diagnostic  and  Treatment  Guidelines  on  Domestic  Violence 
Provided  by  the  New  York  State  Department  of  Health,  Office  for  Prevention  of  Domestic  Violence  and 

the  Medical  Society  of  the  State  of  New  York. 


If  you  treat  women,  whether  in  private  practice  or  a hospital  setting,  you  are  almost  certainly  treating 
some  patients  who  are  victims  of  domestic  violence.  The  following  decision  tree  is  designed  to  help  you 
assess  a patient's  risk  of  domestic  violence  and  offer  appropriate  help  to  those  in  need  of  it. 

Identifying  Victims  of  Domestic  Violence 

Although  many  women  who  are  victims  of  abuse  will  not  volunteer  any  information,  they  will  discuss  it 
if  asked  simple,  direct  questions  in  a nonjudgmental  way  and  in  a confidential  setting.  The  patient  should  be 
interviewed  alone,  without  her  partner  present. 

You  may  want  to  offer  a statement  such  as:  "Because  violence  is  so  common  in  many  women's  lives.  I've 
begun  to  ask  about  it  routinely."  Then  you  can  ask  a direct  question,  such  as:  "At  any  time,  has  your  partner 
hit,  kicked,  or  otherwise  hurt  or  frightened  you?" 

IF  PATIENT  ANSWERS  YES,  THE  FOLLOWING  STEPS  ARE  SUGGESTED: 

1.  Encourage  her  to  talk  about  it: 

"Would  you  like  to  talk  about  what  has  happened  to  you?" 

"How  do  you  feel  about  it?" 

"What  would  you  like  to  do  about  this?" 

2.  Listen  nonjudgmentally: 

This  serves  both  to  begin  the  healing  process  for  the  woman  and  to  give  you  an  idea  of  what  kind  of 
referrals  she  needs. 

3.  Validate: 

Victims  of  domestic  violence  are  frequently  not  believed,  and  the  fear  they  report  is  minimized.  The 
physician  can  express  support  through  simple  statements  such  as: 

• You  are  not  alone. 

• You  don't  deserve  to  be  treated  this  way. 

• You  are  not  to  blame. 

• You  are  not  crazy. 

• What  happened  to  you  is  a crime. 

• Help  is  available  for  you. 

4.  Document: 

• The  patient's  complaints  and  symptoms  as  well  as  the  results  of  the  observation  and  assessment. 
(Complaints  should  be  described  in  the  patient's  own  words  whenever  possible.) 

• The  patient's  complete  medical  and  trauma  history  and  relevant  social  history. 

• A detailed  description  of  the  injuries,  including  type,  number,  size,  location,  resolution,  possible 
causes,  and  explanations  given. 

• An  opinion  on  whether  the  injuries  were  inconsistent  with  the  patient's  explanation. 

• Results  of  all  pertinent  laboratory  and  other  diagnostic  procedures. 

• Color  photographs  and  imaging  studies,  if  applicable. 

• If  the  police  are  called,  the  name  of  the  investigating  officer  and  any  action  taken  (the  police  should  be 
called  only  if  patient  requests  this  or  exhibits  a reportable  injury). 

• Child  abuse  and  neglect  is  a reportable  offense.  If  you  suspect  that  children  in  the  patient's  home  are 
also  being  abused,  you  are  mandated  to  report  the  situation  to  the  Arkansas  Dept,  of  Human  Services, 
or  any  agency  appointed  to  the  function  of  investigating  reported  child  abuse  and  neglect. 

(continued  on  next  page) 
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5. 


Assess  the  danger  to  your  patient: 

Assess  your  patient's  safety  before  she  leaves  the  medical  setting.  The  most  important  determinants  of 
risk  are  the  woman's  level  of  fear  and  her  appraisal  of  her  immediate  and  future  safety.  Discussing  the 
following  indicators  with  the  patient  can  help  you  determine  if  she  is  in  escalating  danger: 

• an  increase  in  the  frequency  or  severity  of  the  assaults 

• increasing  or  new  threats  of  homicide  or  suicide  by  the  partner 

• threats  to  her  children 

• the  presence  or  availability  of  a firearm 

6.  Provide  appropriate  treatment  referral  and  support: 

• Treat  the  patient's  injuries  as  indicated.  In  prescribing  medication,  keep  in  mind  that  medications 
which  hinder  the  patient's  ability  to  protect  herself  or  to  flee  from  a violent  partner  may  endanger  her  life. 

• If  your  patient  is  in  imminent  danger,  determine  if  she  has  friends  or  family  with  whom  she  can  stay. 
If  this  is  not  an  option,  ask  if  she  wants  immediate  access  to  a shelter  for  battered  women.  If  none  is 
available,  can  she  be  admitted  to  the  hospital? 

• If  she  doesn't  need  immediate  access  to  a shelter,  offer  written  information  about  shelters  and  other 
community  resources.  Remember  that  it  may  be  dangerous  for  the  woman  to  have  these  in  her  posses- 
sion. Don't  insist  that  she  take  them  if  she  is  reluctant  to  do  so. 

• Give  your  patient  the  telephone  number  of  the  local  shelter  or  the  statewide  hotline  number,  which  is 
1-800-332-4443.  It  may  be  safest  for  your  patient  if  you  write  the  number  on  a prescription  blank  or  an 
appointment  card.  You  may  wish  to  give  her  the  opportunity  to  call  from  a private  phone  in  your 
office. 

IF  THE  PATIENT  ANSWERS  NO,  OR  WILL  NOT  DISCUSS  THE  TOPIC: 

1.  Be  aware  of  clinical  findings  that  may  indicate  abuse: 

• injury  to  the  head,  neck,  torso,  breasts,  abdomen,  or  genitals 

• bilateral  or  multiple  injuries 

• delay  between  onset  of  injury  and  seeking  treatment 

• explanation  by  the  patient  which  is  inconsistent  with  the  type  of  injury 

• any  injury  during  pregnancy,  especially  to  the  abdomen  or  breasts 

• prior  history  of  trauma 

• chronic  pain  symptoms  for  which  no  etiology  is  apparent 

• psychological  distress,  such  as  depression,  suicidal  ideation,  anxiety,  and/or  sleep  disorders 

• a partner  who  seems  overly  protective  or  who  will  not  leave  the  woman's  side 

2.  If  any  of  the  above  clinical  signs  are  present,  it  is  appropriate  to  ask  more  specific  questions.  Be  sure  that 
the  patient's  partner  is  not  present.  Some  examples  of  questions  that  may  elicit  more  information  about 
the  patient's  situation  are: 

• It  looks  as  though  someone  may  have  hurt  you.  Could  you  tell  me  how  it  happened? 

• Sometimes  when  people  come  for  health  care  with  physical  symptoms  like  yours,  we  find  that  there 
may  be  trouble  at  home.  We  are  concerned  that  someone  is  hurting  or  abusing  you.  Is  this  happening? 

• Sometimes  when  people  feel  the  way  you  do,  it's  because  they  may  have  been  hurt  or  abused  at  home. 
Is  this  happening  to  you? 

3.  If  patient  answers  YES: 

See  suggestions  listed  under  IF  THE  PATIENT  ANSWERS  YES...  on  the  previous  page. 

If  patient  answers  NO: 

If  the  patient  denies  abuse,  but  you  strongly  suspect  that  it  is  taking  place,  you  can  let  her  know  that 
your  office  can  provide  referrals  to  local  programs,  should  she  choose  to  pursue  such  options  in  the  future. 

Don't  judge  the  success  of  the  intervention  by  the  patient's  action.  A woman  is  most  at  risk  of  serious 
injury  or  even  homicide  when  she  attempts  to  leave  an  abusive  partner,  and  it  may  take  her  a long  time 
before  she  can  finally  do  so.  It  is  frustrating  for  the  physician  when  a patient  stays  in  an  abusive  situa- 
tion. Be  reassured  that  if  you  have  acknowledged  and  validated  her  situation  and  offered  appropriate 
referrals,  you  have  done  what  you  can  to  help  her. 
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Managed  Care: 

Global  or  Local? 


Arkansas  Managed  Care  Organization  Serves 
Local  Partnerships  Providing  Community  Care. 


The  world  of  managed  care  is  expanding,  often 
ignoring  the  benefits  of  local  partnerships  among 
employers,  employees,  doctors  and  hospitals. 
The  global  outlook  suggests  restricted  health  care 
delivered  only  by  those  providers  who  agree  to 
lower  rates  in  return  for  guaranteed  patients. 
Arkansas  Managed  Care  Organization  (AMCO) 
believes  there  is  a better  way  to  reduce  cost  and 
ensure  quality  care. 

Health  Care's  Better  Way 

Formed  as  a PPO  in  1994,  AMCO  has  assembled 
a strong  network  of  1,700  local  doctors  and  38 
local  hospitals  covering  75%  of  Arkansas.  Our 
philosophy  for  quality  care  relies  on  these  stable 
local  partnerships  - run  by  local  boards  made  up 
of  doctors,  hospitals  and  employers  --  to  ensure 
access  and  affordability.  And  AMCO  can  provide 
coverage  to  Arkansas’  multi-state  employers 
through  our  national  network. 


Physician's  Practice 
Where  Patients  Live 

AMCO’s  local  partnerships  mean  physicians  can 
still  practice  where  patients  live,  while 
experiencing  practice  growth  through  local 
employer  contracts.  The  link  between  managed 
care  and  community  care  combines  the  benefits 
of  a statewide  network  with  the  security  and 
convenience  of  hometown  medical  attention. 

For  information  on  local  partnerships  for 
community  care,  call  AMCO  at  1-800-278-8470. 


#10  Corporate  Hill  Drive  • Suite  200  • Little  Rock,  Arkansas  72205  • (501)  225-8470/FAX  (501)  225-7954  • 1-800-278-8470 

AMCO  is  affiliated  with  Arkansas  Medical  Society  Management  Company. 


Special  Article 


YOU  AND  THE  LAW 

The  Domestic  Abuse  Act:  The 

Physician's  Role 

Donn  Mixon* 


Domestic  abuse  is  a pervasive  societal  problem  rec- 
ognized as  such  by  all  the  states  of  the  United  States. 
It  demands  a cost  to  human  dignity  and  familial  or- 
der, and  to  community  standards  of  justice  which  is 
disastrous.  Lives  and  property  are  destroyed,  victims 
lose  all  respect  for  the  law,  and  the  keepers  of  the  law 
vacantly  abide  their  inability  or  lack  of  desire  to  effect 
change.  Arkansas,  through  Act  636  of  1989,  joined  the 
remainder  of  the  states  in  a victim-oriented  law  when 
it  passed  the  Arkansas  Domestic  Abuse  Act.  The  act 
set  forth  specific  remedies  for  "any  family  or  house- 
hold member"  to  file  a petition  alleging  domestic  abuse, 
to  receive  an  order  of  protection  without  notice  to  the 
perpetrator,  to  be  afforded  a permanent  hearing  within 
two  weeks  with  the  perpetrator  present,  and  to  pro- 
ceed without  payment  of  court  costs  while  using  stan- 
dardized, simplified  forms.  Domestic  abuse,  behavior 
recognized  as  unsolvable  and  unmanageable  by  law 
enforcement  communities  throughout  the  nation,  was 
to  be  fired  at  from  a new  and  comprehensive  arsenal. 

In  the  year  after  its  passage,  the  Arkansas  Domes- 
tic Abuse  Act  was  declared  unconstitutional.  The  Ar- 
kansas Supreme  Court,  in  Bates  v.  Bates,1  held  that 
the  legislature  " impermissibly  enlarged  chancery  court 
jurisdiction"  because  an  adequate  remedy  at  law  was 
available  to  a victim  of  domestic  violence  - criminal 
prosecution  of  the  perpetrator.  The  public  outcry 
against  the  court  was  impressive  and  effective.  The 
next  session  of  the  legislature  produced  Act  266  of  1991, 
The  Domestic  Abuse  Act  of  1991.  The  emergency 
clause  to  the  legislation  noted  "that  since  the  recent 
court  decision  in  Bates  v.  Bates,1  this  state  has  lacked 
adequate  remedies  for  dealing  with  domestic  violence 


* Donn  Mixon  is  an  attorney  who  has  been  practicing  in  Jonesboro, 
Arkansas,  for  the  last  19  years.  He  has  a general  practice  with 
concentration  on  trial  work,  a large  part  of  which  involves  fam- 
ily law  In  1976,  he  received  his  Juris  Doctorate  from  the  Uni- 
versity of  Arkansas  School  of  Law  where  he  also  served  as  edi- 
tor-in-chief  of  the  Arkansas  Law  Review. 
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and  abuse."  To  help  cure  the  prior  constitutional  flaw, 
a purpose  section  was  included  to  explain  the  need 
for  equity  jurisdiction  (family  law  court),  ostensibly 
because  the  existing  remedy  at  law  (criminal  court) 
was  in  fact  not  adequate.2  The  Arkansas  Supreme  Court 
has  not  had  a case  before  it  to  consider  the  constitu- 
tionality of  the  1991  Act.  It  appears  to  be  more  widely 
accepted  and  utilized  within  the  legal  community. 
However,  not  all  authorities  are  convinced  and  one 
self-proclaimed  "lengthy  but  humble"  article  by  a re- 
spected legal  authority  openly  criticizes  the  constitu- 
tionality of  the  new  act. 3 

Meanwhile,  the  current  act  remains  in  effect  and 
victims  throughout  Arkansas  invoke  its  protection 
every  week.  The  key  to  its  use  is  its  treatment  of  an 
otherwise  criminal  offense  as  a civil  violation  subject 
to  the  special  powers  of  the  equity,  or  chancery,  court. 
Domestic  abuse  is  defined  as  follows: 

(1)  Physical  harm,  bodily  injury,  assault,  or  the 
infliction  of  fear  of  imminent  physical  harm,  bodily 
injury,  or  assault  between  family  or  household  mem- 
bers; or 

(2)  Any  sexual  conduct  between  family  or  house- 
hold members,  whether  minors,  or  adults  which  con- 
stitutes a crime  under  the  laws  of  this  state.4 

Physicians  are  frequently  the  first  professionals 
with  the  opportunity  to  encounter  the  victim  of  do- 
mestic abuse.  One  who  suffers  abuse  as  defined  above 
often  needs  medical  attention.  It  would  seem  that  a 
physician  who  sees  such  a victim  would  simply  need 
to  instruct  the  victim  to  go  to  court,  file  a petition,  get 
a protective  order,  and  the  victim  will  never  suffer 
abuse  again  from  that  perpetrator.  In  practice,  this 
scenario  does  not  occur. 

Physicians,  unlike  attorneys,  may  not  be  able  to 
spend  much  time  with  the  abuse  victim  alone.  Fre- 
quently, the  perpetrator  will  accompany  the  victim  to 
the  physician's  office  or  to  the  emergency  facility.  The 
victim  may  not  be  truthful  with  the  physician.  A 
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victim  may  give  a false  explanation  for  injuries  or  may 
deny  the  abuse  even  if  confronted.  However,  the 
physician  must  not  back  away  from  looking  for  poten- 
tial abuse,  confronting  a victim,  giving  advice,  and 
maintaining  thorough  records.  One  state  medical  as- 
sociation has  adopted  the  following  guidelines  for  its 
members: 

1.  Assume  that  at  least  a portion  of  your  patients  are 
experiencing  partner  or  spouse  abuse  and  act 
accordingly. 

2.  Routinely  ask  your  women  patients,  either  as  part 
of  medical  history  taking,  as  part  of  the  physical 
exam  or  when  an  injury  suggests  abuse,  if  they  are 
experiencing  abuse  from  a partner  or  spouse. 

3.  If  the  patient  indicates  she  is  being  abused,  take 
the  time  to  talk  with  her  about  her  options.  Give 
her  the  name  and  telephone  number  of  the  local 
shelter  and  tell  her  about  the  services  it  offers. 

4.  Document  the  patient's  injury  thoroughly.  Not  all 
abuse  situations  end  up  in  court,  but  accurate,  well- 
documented  medical  records  are  a big  advantage  if 
they  do. 

5.  Don't  get  angry  or  upset  with  a patient  if  she  de- 
nies what  is  obviously  abuse  or  if  she  fails  to  fol- 
low-up on  your  advice.  Nationally,  75%  of  bat- 
tered women  first  identified  in  a medical  setting 
will  go  on  to  suffer  repeated  abuse,  just  remember 
to  remain  supportive  and  hope  that  the  next  time 
she  will  take  your  advice. s 

These  guidelines  can  serve  as  excellent  tools  and 
training  devices  for  the  physician  and  his  staff.  One 
should  be  aware  first  of  guideline  number  five.  Vic- 
tims hide  their  injuries  and  protect  and  return  to  their 
abuser.  These  are  facts  to  be  accepted  and  should  not 
be  allowed  to  drive  medical  personnel  away  from  as- 
sisting the  victim.  Many  victims  are  women  and  chil- 
dren who  may  have  fewer  resources  than  fears  when 
it  comes  to  leaving  an  abusive  family  member.  Sup- 
port is  always  needed  from  professionals  irrespective 
of  whether  victims  heed  advice. 

The  first  of  the  guidelines  is  a reminder  to  watch 
for  domestic  abuse,  and  the  second  is  a suggestion  to 
inquire  affirmatively  about  it.  It  should  be  obvious, 
but  it  is  frequently  overlooked,  that  a victim  of  abuse 
who  is  afraid  to  reveal  her  status  needs  precise,  un- 
derstandable and  direct  questions  when  a history  is 
taken.  Make  it  a practice  to  try  to  interview  a woman 
and  her  children  separately  whenever  there  is  any 
suggestion  of  potential  abuse.  Train  support  person- 
nel who  interact  with  potential  victims  to  be  empathetic 


with  and  interested  in  the  victims  in  order  to  report 
suspicions  of  abuse.6  The  abuse  must  be  identified 
and  the  victim  confronted  by  a concerned  profes- 
sional before  that  professional  can  provide  any  sub- 
stantial assistance  to  the  victim. 

The  third  guideline  is  a critical  step  for  the  profes- 
sional who  wishes  to  help  a victim  but  only  has  lim- 
ited time  with  the  victim.  Attorneys  and  physicians 
are  limited  by  the  requirements  of  their  practice  in  the 
amount  of  time  they  can  spend  with  a single  person. 
This  time  restriction  is  even  more  oppressive  to  physi- 
cians since  attorneys  frequently  are  seeing  the  victim 
for  legal  assistance  to  secure  protection  from  the  abuse. 
However,  very  little  time  needs  to  be  taken  to  give  the 
name  and  telephone  number  of  a shelter,  to  suggest 
that  the  victim  seek  a protective  order  or  other  legal 
assistance,  and  to  encourage  the  abused  individual  to 
seek  counseling  privately,  through  a shelter  or  a sup- 
port group.  The  nature  and  availability  of  such  ser- 
vices can  be  determined  by  contacting  a Council  on 
Family  Violence  or  similar  organization.  It  may  be  help- 
ful to  attend  a seminar  on  battering  given  by  a psy- 
chologist. It  is  also  useful  to  train  at  least  one  staff 
person  to  assist  in  disseminating  information  although 
the  victim  may  initially  need  to  be  offered  the  infor- 
mation by  the  physician.  Care  should  also  be  taken  in 
how  the  information  is  related  to  the  victim.  Since  the 
victim  usually  desires  secrecy  and  since  the  perpetra- 
tor may  have  come  to  the  physician's  office,  simple 
and  private  methods  of  dissemination  must  be  devel- 
oped. Along  with  having  personal  contact  with  the 
victim  in  an  examination  room,  place  brochures  with 
information  on  shelters  and  services  in  women's 
restrooms. 

The  fourth  guideline  may  be  the  one  with  the  most 
significance  to  the  victim  who  seeks  legal  assistance 
for  protection.  Physicians  understand  and  have  expe- 
rience in  maintaining  records  of  office  visits.  In  the 
area  of  domestic  abuse,  the  aspects  to  be  remembered 
are  that  some  social  history  needs  to  be  included,  the 
physician's  observations  need  to  be  accurately  and 
unambiguously  stated  and  the  records  must  be  un- 
derstandable and  legible  to  lay  persons.  In  some  cases, 
these  records  can  be  used  in  court  without  the 
physician's  testimony.  Initial  orders  in  abuse  cases  may 
be  made  based  upon  records  and  the  testimony  of  the 
victim.  In  cases  involving  the  abuse  of  children,  medi- 
cal records  are  frequently  admitted  without  a 
physician's  testimony.  These  records  are  of  no  benefit 
if  they  are  not  clear  and  complete.  Stated  another  way, 
the  physician  is  more  likely  to  be  subpoenaed  to  tes- 
tify in  court  if  his  or  her  medical  records  are  deficient 
in  some  manner.  In  many  of  these  cases,  the  physi- 
cian will  be  called  to  testify  and  receive  nothing  or 
only  $30  as  compensation.  Clear  and  complete  medical 
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records  can  save  the  physician  time  and  expense.  The 
patient  who  is  a victim  of  domestic  abuse  needs  help 
in  documenting  that  abuse.  Physicians'  records  are  the 
most  readily  accepted  source  of  such  documentation. 

Domestic  abuse  is  a societal  problem,  but  its  first 
line  of  attack  in  on  a personal  level.  The  long  respected 
and  trusted  physician-patient  relationship  can  provide 
an  abuse  victim  with  a sense  of  support,  a desire  to 
break  free  from  the  abuse,  information  about  how  to 
do  so,  and  assistance  to  secure  needed  protection. 
Physicians  are  unique  in  their  roles  as  early  iden- 
tifiers and  documenters  of  abuse.  It  is  hoped  that  this 
article  might  offer  some  recognition  of  and  encourage- 
ment to  strengthen  this  role. 

Notes: 

1.  Bates  v.  Bates,  303  Ark.  89,  793  S.W.2d  788  (1990). 

2.  Ark.  Code  Ann.  § 9-15-101  (Repl.  1993): 

The  purpose  of  this  chapter  is  to  provide  an  adequate 
mechanism  whereby  the  State  of  Arkansas  can  protect  the 
general  health,  welfare,  and  safety  of  its  citizens  by  inter- 
vening when  abuse  of  a member  of  a household  by  another 
member  of  a household  occurs  or  is  threatened  to  occur, 


thus  preventing  further  violence.  The  General  Assembly  has 
assessed  domestic  abuse  in  Arkansas  and  believes  that  the 
relief  contemplated  under  this  chapter  is  injunctive,  and 
therefore,  equitable  in  nature.  The  General  Assembly  of  the 
State  of  Arkansas  hereby  finds  that  this  chapter  is  necessary 
to  secure  important  governmental  interests  in  the  protection 
of  victims  of  abuse  and  the  prevention  of  further  abuse 
through  the  removal  of  offenders  from  the  household  and 
other  injunctive  relief  for  which  there  is  no  adequate  rem- 
edy in  current  law.  The  General  Assembly  hereby  finds 
that  this  chapter  shall  meet  a compelling  societal  need  and 
is  necessary  to  correct  the  acute  and  pervasive  problem  of 
violence  and  abuse  within  households  in  this  state.  The 
equitable  nature  of  this  remedy  requires  the  legislature  to 
place  proceedings  contemplated  by  this  chapter  under  the 
jurisdiction  of  the  chancery  courts. 

3.  Killenbeck,  And  Then  They  Did.  . .?  Abusing  Equity  in 
the  name  of  Justice,  44  Ark.  L.  Rev.  235  (1991). 

4.  Ark.  Code  Ann.  § 9-15-103(a)(Repl.  1993). 

5.  Ohio  Physicians'  Domestic  Violence  Prevention  Project, 
Ohio  State  Medical  Association. 

6.  Of  course,  professionals  must  also  be  alert  to  a suspected 
perpetrator.  This  could  trigger  a duty  to  report  suspected 
child  abuse.  See  Ark.  Code  Ann.  § 12-12-507(b)(Supp.  1993). 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


(501)  664-4411 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 
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Familial  Variables  and  Domestic 
Violence 


Tracy  Matlock* 

John  R.  Slate** 

David  A.  Saarnio*** 

A version  of  this  manuscript  was  presented  at  the  an- 
nual meeting  of  the  Mid-South  Educational  Research  Asso- 
ciation, November  9-11,  1994. 

Abstract 

We  investigated  variables  predictive  of  domestic 
violence  from  64  intake  forms  at  a battered  women's 
shelter.  The  batterer,  usually  the  financial  provider, 
used  drugs/alcohol.  Clients'  physical  abuse  as  chil- 
dren was  correlated  with  whether  their  siblings  were 
abused,  and  to  emotional  and  sexual  abuse.  Clients' 
parents  being  alcoholic  was  correlated  with  spouse 
abuse  between  clients'  parents  and  with  clients'  sexual 
abuse  as  a child.  Findings  support  theories  viewing 
domestic  violence  as  a familial  pattern. 

Domestic  violence  is,  unfortunately,  a common 
place  occurrence.  Statistics  compiled  by  the  Arkansas 
Coalition  Against  Violence  to  Women  and  Children 
indicate  that  domestic  violence  is  the  major  cause  of 
injuries  to  women,  exceeding  automobile  accidents, 
muggings,  and  rapes  combined.  National  statistics 
(Healthy  People  2000,  1990)  reveal  that  "between  2 and 
4 million  women  are  physically  battered  each  year  by 
partners"  (p.  61),  with-some  21  to  30%  of  women  hav- 
ing been  beaten  by  a partner  at  least  once  (Healthy 
People  2000,  1990).  Moreover,  domestic  violence  oc- 
curs at  least  once  in  up  to  half  of  all  marriages.  In  fact, 
domestic  violence  is  the  most  frequently  experienced 
type  of  violent  crime  (Northeast  Arkansas  Council..., 
1994).  This  violence  also  extends  to  children.  For  ex- 
ample, Healthy  People  2000  indicated  that  "In  1986  an 
estimated  1.6  million  children  nationwide  experienced 
some  form  of  abuse  or  neglect"  (p.  61),  with  physical 
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abuse  being  the  most  common  type  of  abuse. 

From  battered  women  seeking  assistance,  data 
have  been  gathered  on  both  victims  and  abusers.  Al- 
though battered  women  can  come  from  different  back- 
grounds, commonalities  exist.  Some  studies  have  re- 
vealed that  70%  of  battered  women  go  back  to  their 
batterer  and  that  more  than  half  of  those  women  leave 
again.  It  is  often  the  loss  of  the  relationship,  the  fam- 
ily role,  and  security  that  make  it  very  difficult  for 
battered  women  to  leave  their  spouses  (Shapiro  & 
Turner,  1986).  In  addition,  many  community  resources, 
such  as  educational  programs,  ]obs,  financial  help, 
housing,  legal  assistance,  and  childcare,  are  not  avail- 
able to  help  battered  women  (Basta,  Davidson, 
Sullivan,  & Tan,  1992).  This  shortage  of  supportive 
programs  enhances  the  likelihood  that  battered  women 
will  return  to  the  abusive  situation. 

Understanding  and  curbing  violence  between 
adults  is  necessary  also  to  stop  generational  effects  of 
violence.  For  example,  parents  who  resolve  marital 
disputes  by  aggressive  methods  tend  to  be  more  physi- 
cal in  the  disciplining  of  their  children  (Parke  & Collmer, 
1975;  Steinmetz,  1974)  than  parents  who  resolve  their 
marital  disputes  more  positively.  It  has  long  been 
known  (e.g.,  Spinetta  & Rigler,  1972)  that  parents  who 
abuse  their  children  are  themselves  likely  to  have  been 
abused  and  neglected  as  children.  Thus,  it  appears 
that  a cycle  of  violence  is  perpetuated  within  families. 

It  is  clear  that  domestic  violence  is  a major  prob- 
lem in  society.  Because  this  violence  affects  the  lives 
of  both  adults  and  children,  professionals  must  be- 
come knowledgeable  about  this  issue  and  about  meth- 
ods by  which  they  can  address  this  issue.  In  this  study, 
we  attempted  to  examine  the  familial  factors  that  were 
related  to  domestic  violence  in  a sample  of  battered 
women  from  the  Mississippi  Delta  region  of  Arkan- 
sas. The  primary  research  question  in  this  study  was 
'what  familial  variables  are  predictive  of  domestic  vio- 
lence?' 
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- Table  1 

Demographic  Characteristics  of  Sample 


Demographic  Variable 

Percentages 
Yes  No 

Weapon  Involved 

36.1 

63.9 

Drugs  Involved 

61.3 

38.7 

Race  of  client:  Caucasian 

85.9 

14.1 

High  school  graduate/GED  (client) 

50.0 

25.8 

College/Vocational  (client) 

25.8 

74.2 

Client  employed 

28.6 

71.4 

Client  has  children 

88.7 

11.3 

Client  previously  at  a shelter 

22.6 

77.4 

Race  of  abuser:  Caucasian 

81.3 

18.8 

High  school  graduate/GED  (abuser) 

66.0 

22.6 

College/Vocational  (abuser) 

9.4 

88.7 

Abuser  employed 

61.3 

38.7 

Past  arrest  of  abuser  or  client 

72.6 

27.4 

Abuser  owns  a gun 

49.2 

50.8 

Children's  awareness  of  abuse 

92.3 

7.7 

Children  emotionally  abused 

63.5 

36.5 

Children  physically  abused 

38.5 

61.5 

Victim's  parents  abused  one  another 

52.6 

47.4 

Was  victim  abused  previously  by  a partner 

48.2 

51.8 

Method 

Data  were  collected  from  client  intake  forms  at  a 
shelter  for  battered  women  in  Arkansas.  Information 
was  gathered  from  current  client  intake  forms 
completed  when  battered  women  made  their  first 
contact  with  the  agency.  Of  the  100  current  client 
intake  forms  at  this  agency,  only  64  forms  were 
completed  sufficiently  to  be  used  for  this  study.  The 
intake  form  from  which  data  were  recorded  included 
areas  such  as  the  victim's  (i.e.,  client)  and  abuser's 
race,  age,  educational  level,  employment  status,  and 
drug/alcohol  abuse,  in  addition  to  involvement  of  a 
weapon  in  the  abuse,  types  of  battering,  types  of 
injuries,  whether  the  abuse  was  witnessed  by  the 
client's  child,  whether  the  client's  child  was  abused, 
and  the  client's  history  of  abuse  by  former  partners 
and/or  her  nuclear  family. 

Results  and  Discussion 

Demographic  characteristics  of  the  sample  are  pre- 
sented in  Table  1.  Predictors  of  violence  will  be  presented 
in  two  ways,  using  the  percentages  from  demographic 
information  and  using  correlations. 


Who  were  the  victims?  They  were,  on  average,  30 
years  of  age  (29.6),  just  3 years  younger  than  the 
batterers  (32.5).  The  most  prevalent  ethnic  group  of 
reported  cases  of  domestic  violence  within  this  Ar- 
kansas agency  was  Caucasian  (85.9%).  The  majority 
of  the  sample  (71.4%)  was  not  employed,  with  the 
batterer  tending  to  be  the  financial  provider  of  the  fam- 
ily (61.3%  of  cases).  In  addition,  approximately  9 out 
of  10  (88.7%)  had  children. 

Are  there  any  contextual  variables  predictive  of 
abuse?  As  might  be  expected,  drugs  and/or  alcohol 
were  involved  in  most  cases  (61.3%).  Interestingly, 
half  of  the  abusers  owned  a gun  (49.2%),  which  turned 
out  to  be  a predictor  of  the  type  of  abuse  (in  correla- 
tion with  [r  =]  +.27)  and  type  of  battery  (r=  + .31)  that 
occurred.  That  is,  ownership  of  a gun  was  related  to 
more  types  of  abuse  (physical,  sexual,  and  emotional), 
and  presence  of  a gun  was  predictive  of  more  severe 
forms  of  battery. 

These  variables  were  the  same  ones  that  were  re- 
lated to  extent  of  injury.  To  determine  the  variables 
that  would  be  predictive  of  whether  or  not  the  client 
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sustained  injuries,  a discriminant  analysis  was  con- 
ducted. The  resulting  discriminant  function  was  sta- 
tistically significant,  x2(9)  = 19.41,  p < .05,  and  ac- 
counted for  41.0%  of  the  variance  (i.e.,  canonical  cor- 
relation = .649).  Drugs  and  alcohol  were  again  inte- 
gral factors,  as  was  the  type  of  battery  that  occurred. 
As  expected,  as  the  type  of  battery  became  more  se- 
vere (i.e.,  pushing  and/or  slapping  to  use  of  a weapon), 
the  person  was  more  likely  to  sustain  an  injury. 

Was  there  any  previous  history  of  abuse?  Yes, 
48.2%  of  the  clients  had  been  abused  before,  and  72.6% 
of  the  abusers  or  clients  had  been  previously  arrested. 
But  the  history  goes  even  further.  Slightly  more  than 
half  (52.6%)  of  the  victims  reported  that  their  parents 
had  committed  spousal  abuse.  Thus,  a familial  pat- 
tern appears  to  be  present.  Further,  if  the  clients  were 
victims  of  physical  abuse  as  children,  they  were  likely 
to  experience  emotional  abuse,  r = +.35,  and  sexual 
abuse,  r = +.31.  Moreover,  abuse  of  the  clients  as 
children  was  related  to  abuse  of  their  siblings  (r  = +.74). 
And,  in  line  with  the  current  sample,  alcohol  use  by 
parents  also  was  a factor.  Being  an  alcoholic  was  cor- 
related with  spousal  abuse  by  the  fathers  of  clients  (r 
= +.41)  and  with  sexual  abuse  of  the  clients  when  their 
mothers  were  alcoholics  (r  = +.27).  In  other  words,  in 
both  the  present  and  the  past,  alcohol  is  an  important 
component  of  abuse.  This  finding  is  also  supported 
by  a second  discriminant  analysis. 

A second  discriminant  analysis  was  conducted  to 
determine  which  variables  would  differentiate  persons 
whose  parents  had  engaged  in  spousal  abuse  from 
those  persons  whose  parents  had  not.  The  resulting 
discriminant  function  was  statistically  significant,  x2(2) 
= 12.75,  p < .001,  and  accounted  for  22.5%  of  the  vari- 
ance (i.e.,  canonical  correlation  = .474).  Among  those 
people  whose  parents  had  committed  spousal  abuse, 
it  was  more  likely  that  their  fathers  had  been  alcohol- 
ics and  that  they  had  been  sexually  abused  as  children 
than  it  was  among  persons  who  did  not  report  spou- 
sal abuse  among  their  parents. 

As  a final  question,  we  examined  how  the  abuse 
has  affected  the  children  of  the  abusers  and  victims? 
Well,  it  turns  out  that  the  children  know  about  the 
abuse  - 92.3%  of  clients  reported  that  their  children 
were  aware  of  it.  More  importantly,  spousal  abuse 
seems  to  be  tied  in  with  child  abuse  - 63.5%  of  the 
clients  reported  that  their  children  had  been  emotion- 
ally abused,  and  that  38.5%  had  been  physically  abused. 

Implications 

Our  findings  agree  with  previous  research  (e.g., 
Parke  & Collmer,  1975)  that  drug  and  alcohol  abuse, 
as  well  as  unemployment,  are  involved  in  a substan- 
tial number  of  domestic  violence  cases.  Related  to 
unemployment  may  be  an  increase  in  family  stress 
caused  not  only  by  the  loss  of  income  but,  perhaps 
more  importantly,  by  the  increased  presence  of  the 
father  at  home.  Being  home  more  often  may  simply 
enhance  the  opportunities  for  conflict  with  the  spouse 
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and/or  children.  Research  (e.g.,  Berk,  1993)  supports 
the  effectiveness  of  making  social  supports  available 
to  families  in  reducing  familial  stress. 

We  also  found  a generational  pattern  of  abuse.  Not 
only  is  spousal  abuse  present,  there  is  often  a previ- 
ous family  history  of  spousal  and  child  abuse,  as  well 
as  concurrent,  ongoing  child  abuse.  Thus,  because 
abusive  parents  tend  to  imitate  the  parenting  tech- 
niques of  their  own  parents,  abusive  parents  need  to 
be  provided  more  appropriate  parenting  methods,  but 
the  concurrent  spousal  and  child  abuse  points  to  a 
need  for  teaching  appropriate  ways  of  dealing  with 
other  people  more  generally.  In  addition,  because  of 
the  relation  between  spousal  and  child  abuse,  profes- 
sionals should  be  especially  sensitive  to  children  who 
exhibit  characteristics  of  being  maltreated,  such  as  high 
rates  of  misbehavior,  difficulties  with  peers,  and  de- 
linquency (Berk,  1993),  as  well  as  to  those  who  have 
been  abused  previously.  These  characteristics  may 
reflect  a larger  family  problem,  a problem  that  may 
begin  to  sustain  itself.  For  example,  research  studies 
indicate  that  "once  child  abuse  gets  started,  it  quickly 
becomes  part  of  a self-sustaining  family  relationship" 
(Berk,  1993;  p.  382). 

Conclusion 

Our  findings  support  theories  viewing  domestic 
violence  as  a familial  pattern.  Because  of  the  laws 
requiring  professionals  to  report  suspected  child  abuse, 
professionals  not  only  must  be  knowledgeable  about 
familial  variables  that  predict  domestic  violence,  but, 
more  importantly,  be  prepared  to  engage  in  behaviors 
to  minimize  this  public  health  problem.  We  offer  the 
suggestion  that  professionals  become  as  knowledge- 
able as  possible  about  community  agencies  which  can 
provide  assistance  to  families  with  abusive  problems. 
Specifically,  pamphlets  that  provide  specific  informa- 
tion should  be  readily  available  in  the  professional's 
office. 
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I oday’s  space  program  has  taken  us  places  once  thought  too  distant  to  ever  reach.  For  someone  who  has  lost  the 
use  of  a limb,  or  who  has  had  an  amputation,  returning  to  their  previous  life  can  seem  just  as  - 
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AMS  Alliance 
Health  Project  Report 
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The  1995-96  Health  Project  is  working  in  coordi- 
nation with  the  AMAA  SAVE  theme.  The  Health 
Project  for  October  is  actually  a two-part  project.  We 
have  worked  with  the  Medical  Society  in  the  produc- 
tion of  this,  the  October,  issue  of  The  Journal  of  the 
Arkansas  Medical  Society,  by  assisting  in  acquiring  ar- 
ticles, ads  and  other  information  which  appears  in  this 
issue.  The  reason  for  this  particular  issue  is  that  Octo- 
ber is  National  Domestic  Violence  Awareness  Month, 
in  addition  to  October  11,  1995,  being  the  kick-off  date 
for  the  SAVE  (Stop  America's  Violence  Everywhere) 
National  Campaign. 

A presentation  on  domestic  violence  was  given  to 
the  Jonesboro  AHEC  (family  practice  residents),  and 
contact  has  been  made  with  the  six  other  AHEC's  to 
present  similar  programs.  VISTA  Volunteer,  Nancy 
Hickin,  who  works  with  NEA  Council  on  Family  Vio- 
lence, attended  the  statewide  family  practice  meeting 
in  Little  Rock  in  July  and  set  up  a booth  where  the 
domestic  violence  protocol  handbooks,  buttons  and 
cards  were  distributed.  We  have  been  distributing  the 
handbooks  throughout  the  summer.  Additional  hand- 
books, buttons  and  cards  are  available  if  anyone  should 
need  them.  (See  page  232  for  details  on  ordering  do- 
mestic violence  handbooks,  buttons  and  cards.) 

The  Clothesline  Project  is  the  statewide  health 
project  we  have  selected  for  this  fall.  The  Clothesline 
Project  is  a visual  display  that  bears  witness  to  vio- 
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lence  against  women.  Each  county  alliance  received 
the  name  of  a woman  (with  a brief  description)  who 
died  due  to  domestic  violence.  We  asked  each  chap- 
ter to  decorate  a shirt  to  represent  that  woman's  par- 
ticular experience.  The  shirts  were  hung  on  the  clothes- 
line that  was  "strung"  on  the  steps  of  the  Capitol  ear- 
lier this  month.  A representative  from  participating 
alliance  chapters  was  present  when  their  particular 
shirt  was  placed  on  the  clothesline. 

The  purpose  of  the  Clothesline  Project  is  four-fold: 

1.  To  bear  witness  to  the  survivors  as  well  as  the 
victims  of  the  war  against  women. 

2.  To  help  with  the  healing  process  for  people  who 
have  lost  a loved  one  or  are  survivors  of  this  vio- 
lence. 

3.  To  educate,  document  and  raise  society's  aware- 
ness of  the  extent  of  the  problem  of 

violence  against  women. 

4.  To  provide  a nationwide  network  of  support,  en- 
couragement and  information  for 
communities. 

Regarding  another  project.  Medical  Alliance 
Awareness  Month  is  March  1996.  We  plan  to  encour- 
age the  County  Alliances  to  distribute  the  "I  Can  Be 
Safe"  color  books  throughout  the  school  systems  in 
their  county.  Sample  books  will  be  sent  to  each  chap- 
ter m January  so  they  may  make  the  necessary  plans 
should  they  choose  to  participate  in  this  project. 
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He  beat  her  150  times. 
She  only  got  flowers 

once. 


Every  15  seconds,  a woman  is  beaten  in  this  country. 

For  as  many  as  four  million  women,  this  battering  is  so  severe,  they  require 

medical  or  police  attention. 

But  for  nearly  4,000  women  each  year,  the  abuse  ends.  They  die. 


National  Coalition  Against  Domestic  Violence 
P.O.  Box  18749,  Denver,  CO  80218-0749,  (303)  839-1852 


FACTS  ABOUT  DOMESTIC  VIOLENCE 


Facts  about  Domestic  Violence  at  the  National  Level 

“Experts  believe  that  the  true  incidence  of  partner  violence  is  close  to  four  million  cases  a year.”4 

U.  S.  Surgeon  General  C.  Everett  Koop  found  battering  to  be  the  single  largest  cause  of  injury  to  women  in  the  United  States 
between  the  ages  of  15  and  44 — over  muggings,  automobile  accidents  and  rapes  by  a stranger  combined.5 

“15%  to  25%  of  pregnant  women  are  battered.”5 

Half  of  all  married  women  will  experience  some  form  of  violence  from  their  partners  and  more  than  1/3  of  these  women  are 
repeatedly  battered  each  year.5 

1 out  of  every  4 women  is  beaten  by  her  partner.6 

According  to  the  F.B.I.,  a woman  is  beaten  every  12  seconds  in  the  United  States.7 

Every  5 years,  domestic  violence  kills  as  many  women  as  the  total  number  of  Americans  who  died  in  the  Vietnam  War.3 
30%  of  women  murdered  in  this  country  were  killed  by  the  men  they  had  loved.9 

“Battering  emerged  as  a major  factor  in  child  abuse,  female  suicide  attempts,  rape,  mental  illness  and  addiction  - connections 
which  also  linked  it  to  AIDS  and  homelessness.”8 

'Up  to  50%  of  all  homeless  women  and  children  in  this  country  are  fleeing  domestic  violence.”5 

According  to  the  American  Medical  Association’s  Diagnostic  and  Treatment  Guidelines  on  domestic  violence,  battered  women 
account  for: 

-22%  to  35%  of  women  seeking  emergency  services; 

-14%  of  women  seen  in  ambulatory-care  internal  medicine  clinics; 

-25%  of  all  women  who  attempt  suicide; 

-25%  of  all  women  seeking  psychiatric  emergency  service; 

-23%  of  pregnant  women  seeking  prenatal  care; 

-45%  to  59%  of  mothers  of  abused  children; 

-58%  of  women  over  30  years  old  who  have  been  raped. 

Official  estimates  of  domestic  violence  rely  upon  reports  from  emergency  rooms,  police  and  the  FBI;  however,  many  women 
report  abuse  to  physicians,  nurses,  religious  officials,  friends  and  family  members  and  these  reports  are  not  included  in  national 
crime  surveys.  Therefore,  statistics  underestimate  domestic  violence  cases  in  America.5 


Facts  about  Domestic  Violence  in  Arkansas 

Each  year,  6 million  American  women  are  beaten  by  their  husbands  or  boyfriends;  as  a result,  4,000  of  these  women  die.  In 
1992,  66  women  and  girls,  of  the  4,000,  were  killed  in  Arkansas.2 

Men  commit  85%  of  the  murders  in  Arkansas,  with  40%  of  their  victims  being  women.1 
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During  1993,  Arkansas  shelters  and  crisis  lines: 

-provided  refuge  for  4,567  battered  women  and  children. 

-took  almost  20,000  domestic  violence  related  crisis  calls. 

-provided  legal  or  support  advocacy  to  4,541  battered  women,  allowing  them  and  their  children  to  remain  home  in  safety, 
-provided  over  31,000  shelter  days  for  battered  women  and  children.2 

Arkansas  currently  has  27  projects  in  a 75  county  area  that  provide  safe  shelter,  crisis  lines,  transportation,  support  groups,  legal 
advocacy  and  many  other  services  to  battered  women  and  their  children.2 

Arkansas  domestic  violence  shelters  receive  a small  amount  of  federal  funding  and  no  state  funding.  Vital  donations  of  money, 
goods,  and  services  come  from  their  local  communities.2 
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Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


RUN  A SPECIAL 
PRACTICE. 
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Quality  Service  and 

Commitment.  Since  1923. 


Medical  Aits  Laboratory  (MAL)  is  an 
Oklahoma-based,  full-service  clinical  and 


Our  certified  pathologists  and  technical 
staff  are  available  around  die  clock  to  answer 


anatomic  padiology  reference  laboratory, 
dedicated  to  quality  medical  service. 

We  serve  over  3,000  physicians,  hospitals, 
nursing  homes,  home  health  agencies  and 
managed  care  groups  in  Oklahoma,  Texas, 
Kansas,  Missouri  and  Arkansas. 


questions  and  discuss  results.  For  more 
information,  contact: 

Main  Laboratory 

1111  N.  Lee  / Oklahoma  City,  OK  73103 
(405)239-7111  / 1- 800 -REF- LAB  1 

Tulsa  Laboratory 

3233  E.  31st,  Suite  102  / Tulsa,  OK  74105 
(918)747-7506  / (800)722-0721 


Medical  Arts  Laboratory® 

Physicians  Sewing  Physicians  Since  1923- 

Member  of  the  Independent  Pathology  Institute,  Inc. 


Cut  out  this  referral  list  and  hang  it  in  your  office  or  in  a place 
visible  to  your  patients,  such  as  the  restroom  or  examination  room 


Arkansas  Domestic  Violence  Referral  Numbers 


Arkadelphia 

Batesville 

Bentonville 

Berryville 

Camden 

El  Dorado 

Fayetteville 

Fayetteville 

Forrest  City 

Fort  Smith 

Harrison 

Heber  Springs  .. 

Jasper  

Jonesboro  

Little  Rock 

Monticello 

Mountain  View 

Newport 

Paris 

Pine  Bluff 

Russellville 

Texarkana  

West  Memphis . 
Yellville 


Abused  Women  & Children,  Inc 246-2587 

Family  Violence  Prevention,  Inc 1-800-894-8821 

Benton  County  Women’s  Shelter 273-0730 

Martha-Mary  House 423-2645 

Women's  Crisis  Center 836-0325 

Union  County  Family  Violence  Program 862-0929 

Project  for  Victims  of  Family  Violence 442-9811 

Project  Self  Determination 444-8378 

Helen  Newman  Opportunity  House 633-9737 

Crisis  Center  for  Battered  Women 782-4956 

Sanctuary,  Inc 741-2121 

Haven  House,  Inc 362-6757 

Harmony  House 446-5522 

NEA  Council  on  Family  Violence 933-9449 

Advocates  for  Battered  Women 1-800-332-4443 

Options,  Inc 367-3488 

Aunt  Jessie’s  House 269-2866 

White  River  Battered  Women’s  Shelter,  Inc 1-800-894-8821 

Bethany  House 1-800-963-3300 

CASA-Women’s  Shelter 535-0287 

River  Valley  Shelter  for  Battered  Women 968-31 10 

Domestic  Violence  Prevention,  Inc 1-800-876-4808 

The  Mayor’s  Victim  Advocacy  Program 732-7551 

SAFE 449-6278 


The  Arkansas  Physicians’  Domestic  Violence 
Prevention  Project  Handbook 

This  70-page  handbook  features  an  abundance  of  information,  specifically  for  physicians,  on  domestic  violence  including 
Barriers  to  Identification,  Interviewing  the  Patient,  Diagnosis  and  Clinical 
Findings,  Intervention,  Documentation,  Legal  Considerations  and  much  more. 

If  you  would  like  to  order  a copy  of  the  handbook  or  other  supplies,  please 
complete  the  form  below  and  return  to: 

Northeast  Arkansas  Council  on  Family  Violence 
PO  Box  721 
Jonesboro,  AR  72403 
(501)  933-9449 
Please  Type  or  Print  Clearly 

Name 

Street  Address 

City,  State ZIP  Code 

Phone Number  of  Copies 

Handbook  $ 1 5.00 

_ Buttons  5 for  $10.00 

Business  Cards  $25.00  per  1.000 


The  following  pages  are  in 
memory  of 
Arkansas  victims 
of  domestic  violence 


In  Memormm 


NORTHEAST  ARKANSAS 

BUTLER,  DENIECE  RENEE,  35,  Batesville,  October  9,  1989 
CHAPMAN,  LORI,  23,  Blytheville,  March  28,  1989 
LEWIS,  KATHRYN,  28,  West  Memphis,  September  6,  1990 
JUMPER,  CLARA  SUE  BYRD,  54,  Palestine,  October  25,  1990 
PRICE,  TERESA,  30,  Pocahontas,  August  15,  1990 
KILLIAN,  BERTHA,  39,  Luxora,  February  22,  1990 
EASON,  BARBARA  LOU,  32,  Jonesboro,  March  24,  1990 
HODGE,  KATHERINE  LYNN  WEEKS,  29,  Batesville,  December  17,  1990 
LARRIMORE,  JUNE,  24,  Blytheville,  January  12,  1990 
ROBINSON,  SHIRLEY,  36,  Des  Arc,  March  15,  1990 
COMSTOCK,  KATHERINE,  49,  Fairfield  Bay,  November  18,  1990 
JEFFERSON,  KATHY  ANN,  22,  West  Memphis,  December  27,  1991 
WILLING,  KEMBERLY,  16,  Osceola,  July  5,  1991 
COOK,  JUANITA,  63,  Jonesboro,  April  2,  1991 
DICKSON,  SHELIA  ANN,  24,  Bondsville,  January  15,  1991 
TAUNT,  PATRICIA  NELL,  45,  Heber  Springs,  September  11,  1991 
STACEY,  VICKI,  23,  Fulton  County,  May  30,  1991 
GILMER,  BENITA  CAROL,  31,  Jonesboro,  April  28,  1991 
COTTON,  TARSHA,  17,  Forrest  City,  March  16,  1992 
STARKEY,  VIOLET  HENSLEY,  30,  Hoxie,  October  20,  1992 
KELLEY,  MARCELLA,  50,  Jonesboro,  February  3,  1992 
SUMMERS,  SHERRY,  27,  Beebe,  May  12,  1992 
COLEMAN,  DELOIS,  32,  Marked  Tree,  September  5,  1992 
STRICKLAND,  TINA  LEE,  28,  Pleasant  Plains,  June  29,  1992 
TAYLOR,  SARA  GERBER,  17,  Searcy,  May  26,  1993 
JACKSON,  JANNIECE,  36,  Kensett,  April  14,  1993 
McSHAN,  EVELYN  DIANE,  27,  Heth,  January  18,  1993 
CARTER,  LINDA,  52,  Heber  Springs,  February  26,  1993 
CARTER,  SHIRLEY,  56,  Heber  Springs,  May  4,  1994 
MARTIN,  JANICE,  24,  West  Memphis,  June  9,  1994 
PASSMORE,  RITA,  29,  Batesville,  June  4,  1994 
CARNEY,  AURORA,  51,  Rector,  October  11,  1994 
STAHL,  ANGELA  FAYE,  35,  Ravenden,  October  27,  1994 
FORD,  SHINIKA,  13,  Augusta,  March  8,  1994 
HUMPHREY,  DALLAS,  36,  Forrest  City,  February  1,  1994 


NOSSER,  BRIDGETT  ANN,  23,  Jonesboro,  February  22,  1994 
ADAMS,  PAMELA  K.,  25,  Newport,  April  13,  1994 
COLLINS-JACKSON,  VICKI  LADONNA,  28,  Forrest  City,  June  20,  1994 
BALLARD,  BETTY  L.,  31,  Truman,  August  1,  1994 
BENEFIELD,  MARY,  68,  Campbell,  MO,  May  4,  1994 

NORTHWEST  ARKANSAS 

FOX,  LINDA  JEAN,  19,  Paris,  May  4,  1989 
WARD,  PEGGY,  Centerton,  November  18,  1990 
DEASON,  KATHERINE,  Fayetteville,  March  15,  1990 
DURKIN,  AMY,  29,  Fayetteville,  March  15,  1990 
BRENK,  LOU  ALICE,  50,  Mountain  Home,  September  14,  1990 
FURR,  RUTH,  49,  Huntsville,  November  24,  1990 
SIHARATH,  ROSCHELLE  JUANITA,  20,  Fort  Smith,  August  31,  1991 
ALVIS,  TWILIA  DAWN,  22,  Rogers,  September  19,  1991 
KIRKPATRICK,  JOETTA,  Knoxville,  March  7,  1991 
COCHRAN,  JEANNETTE,  35,  Denver  Community,  July  4,  1991 
ROBERTS,  RUTH  ANN,  30,  Springtown,  July  26,  1991 
HACELTON,  BEVERLY,  49,  Fayetteville,  July  30,  1991 
FRAZIER,  WYNONA,  44,  Bentonville,  October  19,  1992 
LITTLE,  KAREN  “KERBY”  BROWN,  35,  Huntsville,  November  25,  1993 
RAMSEY,  MARGARET,  43,  Sulphur  Springs,  October  26,  1993 
ELLINGBERG,  VERNA  KAYE,  40,  Fort  Smith,  May  25,  1993 
GEIGER,  CHARLOTTE,  50,  Fort  Smith,  February  1,  1993 
TENNISON,  HELEN,  23,  Green  Forest,  February  2,  1993 
RAINS,  VIRGINIA,  43,  Ozark,  February  17,  1994 
SIMS,  MARCIA,  21,  Fort  Smith,  May  4,  1994 
SLEAD,  ELSIE,  53,  Mountain  Home,  May  1,  1994 
BARNES,  DEBORAH  GAYLE,  38,  Fayetteville,  October  22,  1994 
SMITH,  FELICIA  CHRISTINE,  31,  Harrison,  October  7,  1994 
SMITH,  JOYCE  SUE,  26,  Fayetteville,  March  6,  1994 
WARD,  GLORIA,  51,  Fort  Smith,  May  4,  1994 
PETREE,  DIANA,  18,  Van  Buren,  November  1,  1994 
WHITE,  CHENELLE,  21,  Petit  Jean,  August  24,  1994 
PHILLIPS,  BILLIE,  35,  Alabam,  September  4,  1994 
RUSSELL,  CANDICE,  35,  Piggott,  September  9,  1994 


MACY,  LINDA,  35,  Yellvilie,  July  19,  1994 
EMERY,  LINDA,  38,  Huntington,  November  16,  1994 

CENTRAL  ARKANSAS 

LEAVY,  VIVVIAN  REENAE  “LUCY,”  30,  N.L.R.,  November  4,  1989 

JENKINS,  VICKIE,  28,  Little  Rock,  June  22,  1989 

RODGERS,  MARIE,  72,  Sheridan,  June,  17,  1990 

WATSON,  WANDA,  66,  North  Little  Rock,  December  19,  1990 

BAKER,  CHRISTINA,  15,  North  Little  Rock,  November  24,  1990 

SLATER,  VALLEE,  28,  Little  Rock,  August  21,  1990 

WILLIAMS,  MINNIE  LOU,  Conway,  September  27,  1990 

MITCHELL,  VALERIE,  30,  Little  Rock,  May  23,  1990 

PETTUS,  EVONE,  33,  Little  Rock,  May  4,  1990 

FLEITAS,  BONNIE,  37,  Sherwood,  April  4,  1990 

WILLIAMS,  ONESA,  82,  Little  Rock,  May  4,  1990 

RHODEN,  CHARLOTTE  IRENE  HARRISON,  42,  N.L.R.,  February  11,  1990 

CORWIN,  KIVA  M.,  Benton,  April  4,  1990 

GURLEY,  JERRY,  64,  DeValls  Bluff,  October  30,  1990 

SHELTON,  FEELICIA,  27,  Brinkley,  June  6,  1990 

COY,  AMY,  24,  Biscoe,  November  7,  1990 

REESE,  BERNICE,  74,  Dugginsville,  December  29,  1990 

ROSEBURROW,  V ANGER  PEARL,  37,  Conway,  December  12,  1991 

FICKLIN,  BRENDA,  39,  Little  Rock,  December  23,  1991 

GRAY,  CYNTHIA,  28,  North  Little  Rock,  April  1,  1991 

PLUMMER,  RACHAEL,  19,  Little  Rock  August  7,  1991 

JONES,  BILLIE  JEAN,  45,  Little  Rock,  August  4,  1991 

MARTIN,  FELICIA,  29,  Little  Rock,  October  13,  1991 

GARNER,  CHARLENE,  39,  North  Little  Rock,  November  23,  1991 

MALICK,  VIRGINIA,  31,  Russellville,  October  21,  1992 

BARNES,  SHIRLEY  JEAN,  46,  Little  Rock,  August  3,  1992 

CROOK,  MICHELLE,  25,  Little  Rock,  February  11,  1992 

ROBINSON,  BETTY  LOU,  38,  Little  Rock,  April  8,  1992 

WRIGHT,  LINDA,  33,  Conway,  June  30,  1992 

SANFORD,  ELLA,  44,  Little  Rock,  November  10,  1993 

JUNGKIND,  STEPHAANIE,  23,  Little  Rock,  October  2,  1993 

SOLOMON,  JANICE  42,  Russellville,  July  19,  1993 


DAVIS,  NANCY  JO,  38,  Little  Rock,  April  12,  1993 

BOYD,  SYLVIA,  33,  England,  July  14,  1993 

PAULETTE,  EDNA,  43,  College  Station,  April  26,  1993 

ALBEY,  MICHELLE  DAY,  21,  Little  Rock,  May  23,  1993 

MINOR,  KAREN  A.,  21,  Little  Rock,  November  8,  1993 

FRAZIER,  NINA,  25,  Little  Rock,  February  3,  1993 

RUSHER,  JACQUELYN  KAY  LANDRETH,  36,  Benton,  January  2,  1993 

KITCHENS,  LINDA,  28,  Little  Rock,  February  3,  1993 

BOYKINS,  TAATULLA,  17,  Little  Rock,  April  29,  1993 

HALE,  BELINDA,  41,  North  Little  Rock,  June  22,  1994 

SCOTT,  NINA,  14,  Lonoke,  October  19,  1994 

RUSSEY,  DIANE,  35,  Little  Rock,  June  21,  1994 

MACKINTRUSH,  OGRETTA,  39,  Little  Rock,  November  16,  1994 

MORRISON,  DANA,  22,  Little  Rock,  October  6,  1994 

WILBARGER,  TOMMIE,  32,  Little  Rock,  February  23,  1994 

MEREDITH,  KATHLEEN,  38,  Houston,  January  29,  1994 

BROADWAY,  LaSHAWN  KENDRIA,  17,  N.L.R.,  January  30,  1994 

SOUTH  ARKANSAS 

HENRY,  LUCIA  DAVIS,  Nashville,  July  21,  1989 
JACOBS,  IDA  MAE,  39,  Monticello,  November  11,  1989 
KELLEY,  SHIRLEY,  Hamburg,  August  22,  1989 
WATKINS,  ELLEN,  51,  Hamburg,  September  9,  1989 
THOMAS,  TERESA  MAE,  36,  Monticello,  April,  22,  1990 
PHILLIPS,  VICTORIA,  44,  Helena,  March  20,  1990 
SHIRLEY,  HATTIE  LINDSEY,  25,  Helena,  October  12,  1990 
SMITH,  ROMA  DENISE,  31,  Hot  Springs,  June  27,  1990 
FOOTE,  SONDRA,  24,  Hot  Springs,  October  9,  1990 
EASTER,  CANDACE,  18,  El  Dorado,  August  2,  1990 
BOZEMAN,  INA,  18,  Crossett,  July  31,  1990 
SHAW,  MARIE,  59,  Camden,  May  23,  1990 
JACKSON,  DEBORAH  KAY,  42,  Ashdown,  March  22,  1990 
SMITH,  TANYA  RENA,  28,  Smackover,  June  6,  1990 
DURDEN,  ANGELA,  23,  Warren,  October  14,  1991 
MOORE,  CAROLYN  WRIGHT,  26,  Pine  Bluff,  December  12: 
LETTERMAN,  BILLIE  JEAN,  21,  Texarkana,  August  14,  1991 


THOMAS,  MARY  ANN,  24,  Texarkana,  December  2,  1991 
LAING,  J.  CYNTHIA,  30,  McGehee,  November  24,  1991 
PICKETT,  PATRICIA,  28,  McGehee,  October  23,  1991 
HILL,  MARTHA  D.,  35,  Gurdon,  April,  8,  1991 
SMITH,  EDITH  LYNN,  50,  Fouke,  January  3,  1991 
GILL,  RENA  FAYE,  31,  Cotton  Belt,  April  2,  1991 
LOWE,  MARTHA  ROSE  ANNE,  Carthage,  October  9,  1991 
TOTH,  BRENDA,  41,  Sheridan,  July  10,  1991 
WALKER,  MARILYN,  31,  Camden,  November  9,  1992 
SHAW,VANSHANDA,  15,  Pine  Bluff,  December  11,  1992 
DAVIS,  LILA,  77,  Star  City,  January  5,  1992 
MOORE,  MARY  SUE,  53,  Star  City,  January  5,  1992 
SMITH,  CORA,  42,  Pine  Bluff,  September  10,  1992 
ANDERSON,  DEBORAH,  36,  Marianna,  December  17,1992 
SHACKELFORD,  SUE,  46,  Magnolia,  August,  31,  1992 
GREEN,  DORIS,  69,  Magnolia,  April  29,  1992 
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Loss  Prevention 


Loss  of  Chance 

J.  Kelley  Avery,  M.D.* 

Case  Report 

A 20-year-old  patient  with  a severe  industrial  in- 
jury to  his  dominant  hand  came  to  the  emergency  de- 
partment of  a small  hospital  after  having  caught  his 
hand  in  a roller  device.  The  hand  was  virtually  de- 
gloved  from  the  wrist  distally,  but  the  skin  remained 
attached  to  the  dorsum  of  the  hand  distally  from  the 
mid-metacarpal  level.  There  was  a compound  fracture 
of  the  third  finger,  extensive  soft  tissue  damage  to  the 
third,  fourth,  and  fifth  fingers,  and  dislocation  of  the 
fourth  finger  at  the  distal  interphalangeal  joint. 

Initial  evaluation  revealed  some  extension  of  the 
third,  fourth,  and  fifth  fingers  but  almost  no  ability  to 
flex  them.  Although  there  was  a suspected  wrist  drop, 
the  record  stated,  "No  sign  of  severe  nerve  damage." 
The  tips  of  all  fingers  were  very  dark  on  initial  exami- 
nation. The  surgeon  on  call  was  the  physician  who 
did  most  of  the  occupational  medicine  at  this  institu- 
tion. He  was  not  a Board  certified  surgeon. 

In  the  operating  room  the  fractures  were  stabi- 
lized and  the  flexor  tendons  identified  and  repaired. 
Vascular  injury  was  suspected.  The  deep  skin  lacera- 
tions were  repaired  by  approximating  the  de-gloved 
skin  in  such  a way  that  the  wound  was  covered.  The 
ends  of  the  fingers  remained  very  dark.  The  hand  was 
stabilized  in  a plaster  splint  with  the  wrist  in  the  func- 
tional position  and  was  elevated  by  suspending  the 
hand  from  an  I.V.  pole  with  the  elbow  flexed  at  90 
degrees.  The  nurse's  notes  refer  to  a "cast"  and  to  the 
fact  that  the  hand  remained  cool  to  touch.  Massive 
antibiotic  therapy  was  prescribed. 

On  the  first  day  after  injury,  about  18  hours  after 
the  surgery,  the  hand  was  "cool"  and  "all  fingers 
move."  There  were  few  progress  notes  indicating  the 
progress  of  this  difficult  case.  On  the  third  day  after 
injury  the  fingers  were  "black."  The  following  day  the 
patient  was  discharged  from  the  hospital.  He  was  seen 
in  the  physician's  office  three  days  after  discharge  with 
the  "fingers  still  black."  Additional  antibiotics  were 
given.  Eight  days  after  discharge  from  the  hospital, 
with  no  documented  change,  the  patient  was  referred 
to  a plastic  surgeon  for  "possible  skin  grafts."  This 
consultant  believed  the  condition  of  the  patient's  hand 
was  too  severe  for  him  to  treat,  so  he  transferred  him 
to  a teaching  center  on  the  same  day.  The  entire  hand 
was  "black,"  and  with  a diagnosis  of  gangrene  of  the 

* Dr.  Avery  is  chariman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Co.,  Brentwood,  TN.  This  article 
appeared  in  the  Journal  of  the  Tennessee  Medical  Association  in 
March  1994.  It  is  reprinted  here  with  the  author's  permission 


hand,  a disarticulation  at  this  young  man's  wrist  was 
necessary. 

A lawsuit  was  filed  charging  the  surgeon  with  neg- 
ligence on  three  specific  counts:  (1)  negligence  in  pro- 
viding adequate  care  while  the  patient  was  in  the  hos- 
pital; (2)  negligence  in  providing  adequate  care  after 
discharge  from  the  hospital;  and  (3)  negligence  in  fail- 
ing to  refer  the  patient  to  an  appropriate  specialist  in  a 
timely  manner.  Although  there  was  good  expert  testi- 
mony that  the  hand  was  not  salvageable  to  begin  with, 
and  that  the  treating  surgeon  was  not  responsible  for 
the  amputation,  other  factors  in  the  case  and  other 
expert  testimony  made  a large  settlement  necessary. 

Loss  Prevention  Comments 

What  were  the  "other"  factors  in  this  case?  The 
most  damaging  of  these  was  the  fact  that  the  medical 
record  did  not  support  the  physician's  close  attention 
to  this  patient.  Progress  notes  were  sparse  and  not 
substantive  in  general.  The  physician's  descriptions 
of  the  hand  were  cursory  and  incomplete.  There  was 
not  repeated  assessment  of  the  neurovascular  status 
of  the  extremity.  One  could  detect  that  the  hand  was 
getting  darker  day  by  day.  Following  hospitalization, 
this  patient  with  a very  threatening  injury  was  seen 
only  twice  in  an  eight-day  period,  after  which  he  was 
referred  to  a plastic  and  reconstructive  surgeon  for 
"possible  skin  grafting."  That  quote  in  and  of  itself 
could  be,  and  was,  interpreted  to  indicate  that  the  treat- 
ing surgeon  did  not  have  a good  grasp  of  the  severity 
of  the  injury  he  was  treating. 

The  point  was  made  that  this  surgeon  was  not 
Board  certified,  and  it  was  substantiated  that  he  had 
not  treated  a similar  injury  in  the  past.  The  adequacy 
of  the  hospital  and  its  personnel  to  care  for  an  injury 
of  this  type  was  questioned,  and  indeed  there  was  no 
proof  that  the  skill  level  of  the  nurses  included  the 
observation  of  and  care  for  such  an  injury.  Probably 
the  most  damaging  testimony  of  all  was  the  conten- 
tion that  if  there  had  been  a chance  to  preserve  this 
hand,  it  was  to  be  found  in  a center  where  major  trauma 
was  treated  and  the  services  of  a hand  surgeon  trained 
in  the  microtechniques  of  vascular  and  nerve  repair 
were  available.  It  was  pointed  out  that  such  a center 
with  the  necessary  staff  was  present  less  than  an  hour 
away  from  the  site  of  the  injury. 

It  is  probably  true  that  the  end  result  would  have 
been  the  same  no  matter  where,  how,  or  by  whom 
this  patient  was  treated.  However,  the  courts  place 
great  weight  on  "loss  of  chance,"  which  was  the  prin- 
cipal reason  this  case  had  to  be  settled. 
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Cardiology  Commentary  and  Update 


Tracy  Dietz,  M.D.* 

J.  David  Talley,  M.D.** 
Charles  Hiller,  M.D.*** 
Thomas  A.  Goiper,  M.D.**** 


EXPANDING  INDICATIONS  FOR  THROMBOLYTIC  THERAPY 


INTRODUCTION 

Thrombolytic  therapy  with  anistreplase,  streptoki- 
nase, urokinase,  or  tissue  plasminogen  activator  is  now 
considered  appropriate  therapy  to  interrupt  acute  myo- 
cardial infarction.  A prior  issue  of  CCU  highlighted 
the  use  of  tissue  plasminogen  activator  in  this  condi- 
tion.1 We  now  discuss  the  expanded  use  of 
thrombolytic  therapy  for  conditions  other  than  acute 
myocardial  infarction. 

PATIENT  REPORT 

A 21-year-old  obese  female  who  had  no  signifi- 
cant past  medical  history  presented  to  the  emergency 
department  after  the  sudden  onset  of  substernal  chest 
tightness,  shortness  of  air,  hemoptysis,  and  dizziness, 
followed  by  syncope.  She  regained  consciousness  in 
route  to  the  emergency  department,  but  was  severely 
dyspneic.  She  was  taking  birth  control  pills. 

On  examination,  the  patient  was  in  moderate  res- 
piratory distress.  There  was  a 4-cm  laceration  on  the 
left  forehead.  She  was  afebrile,  the  pulse  was  regular 
at  110  beats/minute,  respirations  were  regular  at  32/ 
minute,  and  the  blood  pressure  was  120/90  mmHg. 
Breath  sounds  were  heard  in  all  lung  fields. 

An  arterial  blood  gas  on  room  air  was  7.43,  pCO, 
36  mmHg,  pO,  54  mmHg.  The  initial  electrocardio- 
gram showed  sinus  tachycardia  at  rate  110  beats/minute 
but  was  otherwise  normal.  Left  lower  lobe  atelectasis 
was  seen  on  the  admission  chest  x-ray.  Right  ventricu- 
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lar  systolic  pressure  was  calculated  to  be  > 62  mmHg 
by  transthoracic  echocardiography. 

A pulmonary  embolism  was  suspected  and  hep- 
arin was  administered  by  initial  bolus  and  then  con- 
tinuous infusion.  A ventilation-  perfusion  scan  revealed 
three  large  unmatched  segmental  perfusion  defects. 
Lower  extremity  Doppler  examination  showed  a left 
popliteal  venous  thrombus. 

The  patient  required  100%  oxygen  by  Venti-mask 
and  had  systemic  desaturation  with  any  physical  ac- 
tivity. Intravenous  streptokinase  (250,000  IU  over  30 
minutes  followed  by  100,000  IU/hour  for  24  hours)  was 
given.  Within  hours  after  the  streptokinase  infusion, 
the  oxygen  saturation  was  100%  on  only  50%  oxygen 
concentration  by  Venti-mask.  A repeat  ventilation  - 
perfusion  scan  showed  near  complete  resolution  of 
the  defects.  Warfarin  was  given  for  three  months  and 
the  birth  control  pills  discontinued.  Follow-up  was 
uneventful. 

Deep  Venous  Thrombosis  and  Pulmonary 
Embolism 

Deep  venous  thrombosis  Deep  venous  thrombosis 
of  the  leg  accounts  for  more  than  500,000  hospitaliza- 
tions/year in  the  United  States  and  is  the  third  most 
common  cardiovascular  disease.2  While 
anticoagulation  with  heparin  followed  by  warfarin  is 
the  standard  of  care,  thrombolytic  therapy  offers  the 
promise  of  providing  acute  symptomatic  relief,  pres- 
ervation of  venous  valve  function,  and  prevention  of 
chronic  venous  insufficiency.  The  only  Food  and  Drug 
Administration-approved  thrombolytic  regimen  for 
treatment  of  extensive  thrombi  of  the  deep  veins  is  a 
72-hour  continuous  intravenous  infusion  of  intrave- 
nous streptokinase  (250,000  IU/30  minutes  then  100,000 
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Table  1 


Key  Results  from  the  European  Cooperative  Acute  Stroke  Study  (ECASS) 


Intention  to  Treat  .Analysis 

Target  Population 

rt-PA 

Placebo 

p Value 

rt-PA 

Placebo 

p Value 

Modified  Rankin  Scale  at 
90  days 

a 

a 

0.17 

") 

j 

0.04 

Barthel  Index  at  90  days 

85 

75 

0.06 

90 

80 

0.04 

Duration  of 
hospitalization  (days) 

17 

21 

0.02 

17 

21 

0.004 

Intracranial  hemorrhage 
by  repeat  CT  scan 

44.6% 

36.6% 

43.7% 

36.7% 

Mortality  at  30  days 

18.1% 

12.8% 

0.07 

14.6% 

11.7% 

0.36 

Abbreviations:  CT  = cranial  tomography,  rt-PA  = recombinant  tissue  plasminogen  activator 

Note:  Barthel  Index  (0  = dead  ->  100  = normal),  Modified  Rankin  Scale  (0  = no  symptoms  ->  6 = dead),  Target 

Population  = excluding  patients  with  a protocol  violation 

Data  courtesy  of  Jeurgen  Froehlich,  MD. 


U/hour  for  72  hours).  A recent  review  of  the  experi- 
ence with  this  treatment  strategy  noted  substantial 
venographic  improvement  in  45%  of  patients  treated 
with  streptokinase  compared  with  only  5%  in  patients 
who  received  standard  anticoagulation  therapy.1  Ef- 
fective treatment  was  observed  in  patients  with  subto- 
tal occlusion  of  the  venous  system,  and  a thrombus  in 
a proximal  location.  Additionally,  complete  resolution 
of  venous  thrombi  was  predictive  of  long  term  symp- 
tomatic relief.  Embolic  migration  was  noted  in  approxi- 
mately one-third  of  the  patients.4 

Pulmonary  Embolism  Pulmonary  embolism  ac- 
counts for  nearly  300,000  hospitalizations  and  50,000 
deaths/year  in  the  United  States.5,6  Despite  substantial 
research  interest  and  improved  clinical  awareness, 
there  has  been  no  improvement  in  survival  of  patients 
with  a pulmonary  embolism  in  the  past  15  years.7  This 
disappointing  change  in  survival  patterns  is  related  to 
a lack  of  refined  diagnostic  methods.  The  Prospective 
Investigation  of  Pulmonary  Embolism  Diagnosis  study 
noted  that  lung  scanning  is  surprisingly  insensitive 
for  the  diagnosis  of  pulmonary  embolism.  A "high- 
probability"  lung  scan  was  found  in  less  than  one-half 
of  the  cases  of  a pulmonary  embolism  confirmed  by 
pulmonary  angiography.8 

Current  treatment  of  a pulmonary  embolism  re- 
lies on  anticoagulation  with  the  hypothesis  that  hep- 
arin and  warfarin  would  prevent  additional  clots  from 
forming  while  the  body's  own  natural  fibrinolytic  system 


dissolves  the  thrombus.  This  approach  is  seldom  suc- 
cessful. In  the  Urokinase  Pulmonary  Embolism  Trial, 
only  25%  of  clots  were  resolved  by  one  month,  and 
only  50%  by  six  months. u- 1(1 

There  are  three  thrombolytic  agents  approved  for 
use  as  treatment  of  a pulmonary  embolism:  streptoki- 
nase (250,000  IU  over  30  minutes  followed  by  100,000 
IU/hour  for  24  hours),  urokinase  (4400  IU/kg  over  10 
minutes  followed  4400  IU/hour  for  12-24  hours),  and 
tpa  (100mg/2  hours).  Thrombolytic  therapy  potentially 
relieves  the  mechanical  obstruction  to  pulmonary  ar- 
tery flow  and  improves  hemodynamic  abnormalities 
and  pulmonary  function.  Theoretically,  these  acute  im- 
provements prevent  the  development  of  chronic  pul- 
monary hypertension  and  may  dissolve  the  source  of 
the  embolus  in  the  periphery,  thereby  preventing  re- 
current episodes  of  pulmonary  embolism.  Unfortu- 
nately, long-term  morbidity  and  mortality  benefit  with 
the  use  of  thrombolytic  therapy  is  not  evident.  At  seven 
days  after  treatment,  there  was  no  difference  in  lung 
scans  between  patients  treated  with  anticoagulation 
compared  with  those  treated  with  thrombolytic 
therapy.11  A recent  review  of  randomized  trials  of  treat- 
ment with  anticoaguiation  compared  with  thrombolytic 
therapy  noted  no  difference  in  mortality  or  resolution 
of  symptoms  between  the  two  groups.12  However,  this 
lack  of  benefit  is  felt  to  be  due  to  the  insufficient  sample 
size  to  detect  a mortality  difference.  Therefore,  use  of 
thrombolytic  therapy  as  primary  treatment  for  acute 
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severe  massive  pulmonary  embolism  causing  hemo- 
dynamic instability  is  recommended. 

Acute  Ischemic  Cerebral  Stroke 

Two  randomized  trials  were  recently  completed 
and  the  results  presented  at  the  American  Heart  As- 
sociation Stroke  Meeting  in  Charleston,  South  Caro- 
lina, and  at  the  European  Stroke  Conference  in 
Barcelona,  Spain. 

The  Europe  Cooperative  Acute  Stroke  Study 
(ECASS)  enrolled  620  patients  from  75  centers.  Patients 
were  eligible  for  inclusion  in  the  study  if  they  pre- 
sented within  six  hours  from  the  onset  of  the  acute 
neurological  symptoms  and  had  not  sustained  a prior 
neurological  event.  Patients  were  excluded  if  the  neu- 
rological deficit  involved  the  vertebrobasilar  circula- 
tion and  if  the  cranial  computerized  tomogram  scan 
showed  a hemorrhagic  lesion.  Importantly,  it  also  ex- 
cluded patients  with  cranial  computerized  tomogram 
scan  findings  of  a hypodense  area  that  involved  more 
than  one-third  of  the  distribution  of  the  middle  cere- 
bral artery.  The  patients  received  either  1.1  mg/kg  of 
recombinant  tissue  plasminogen  activator  (rt-pa),  (not 
to  exceed  100  mg)  or  a matched  placebo,  both  given 
intravenously.  Intravenous  heparin  was  not  used  in 
the  first  24  hours.  The  primary  endpoint  of  the  trial 
was  functional  capacity  of  the  patient  assessed  90  days 
from  the  time  of  randomization  using  the  Modified 
Rankin  Scale  (0  = no  symptoms  ->  6 = dead)  and  the 
Barthel  Index  (0  = dead  ->  100  = no  symptoms). 

Approximately  4,150  patients  were  screened  to 
reach  the  study  population  of  620  randomized  patients. 
Only  15%  of  the  patients  presented  and  were  random- 
ized in  less  than  three  hours  from  the  onset  of  symp- 
toms. The  average  age  of  the  patients  was  65  years, 
more  than  60%  were  male,  and  the  mean  time  to  treat- 
ment was  approximately  four  hours. 

With  the  use  of  intention  to  treat  analysis,  there 
was  no  difference  in  the  Modified  Rankin  Scale  (rt-PA 
3 vs.  placebo  3,  p = 0.17)  or  Barthel  Index  (rt-PA  85, 
placebo  75,  p=0.06)  determined  90  days  after  treatment. 
However,  when  patients  were  excluded  from  analysis 
who  had  a significant  protocol  violation,  the  results 
were  quite  different.  Here,  with  the  Modified  Rankin 
Scale,  patients  in  the  rt-PA  group  had  improved  func- 
tional capacity  compared  with  those  who  received  a 
placebo  (rt-PA  2,  vs.  placebo  3,  p = 0.04).  Similar  im- 
provement was  noted  with  the  use  of  the  Barthel  In- 
dex (rt-PA  90  vs.  placebo  80,  p = 0.04).  The  majority 
(60%)  of  protocol  violations  was  misinterpretation  of 
the  index  cranial  computerized  tomogram.  The  proto- 
col specified  that  patients  should  be  excluded  if  there 
were  major  early  infarct  signs  in  the  distribution  of 
the  middle  cerebral  artery  on  the  initial  cranial  com- 
puterized tomogram.  After  the  study  was  completed, 


all  tomograms  were  reviewed  by  experts  at  a central 
core  laboratory.  At  this  time,  the  designated  review- 
ers felt  that  the  early  ischemic  changes  were  inadvert- 
ently "missed"  in  66  tomograms  and  these  patients 
were  enrolled  who  should  have  been  excluded. 

The  results  are  summarized  in  Table  1.  Overall, 
with  intention  to  treat  analysis,  patients  who  received 
rt-PA  were  noted  to  have  no  functional  improvement, 
a trend  toward  an  increase  in  a hemorrhagic  conver- 
sion and  fatal  outcome.  When  the  patients  with  a pro- 
tocol exclusion  are  removed  from  analysis,  there  was 
both  short  and  long  term  functional  improvement,  de- 
creased length  of  hospital  stay,  and  no  statistical  dif- 
ference in  hemorrhagic  conversion  or  mortality  with 
the  use  of  rt-PA. 

A similar  patient  population  was  treated  with  strep- 
tokinase compared  with  a placebo.  The  Multicentered 
Acute  Stroke  Trail  - Europe  (Mast-E)  included  270  pa- 
tients. While  a small  functional  improvement  was 
noted,  there  was  a substantial  increase  in  morbidity 
and  mortality  with  the  use  of  streptokinase  (Table  2). 
Two  other  trials  in  similar  patients  populations  using 
streptokinase  in  Italy  and  Australia  have  been  halted 
because  of  the  unfavorable  results  with  streptokinase. 

Both  trials  show  substantial  risk  of  both  hemor- 
rhagic conversion  and  death  with  the  use  of  either  rt- 
PA  or  streptokinase.  The  delay  in  presentation  and 
prolonged  pre-treatment  evaluation  dramatically  limit 
the  applicability  of  this  treatment  strategy.  Proper  in- 
terpretation of  the  screening  cranial  computerized 
tomogram  is  important  to  exclude  patients  with  radio- 
logic  evidence  of  increased  risk  for  an  adverse  out- 
come. Additional  information  will  be  forthcoming  from 
the  National  Institute  of  Health  tpa  trial  of  approxi- 
mately 620  patients. 

Preserving  Catheter  Patency 

Vascular  access  devices  are  increasingly  used  as  a 
method  to  avoid  repeated  venipuncture  for  intrave- 
nous access  or  blood  sampling  in  patients  who  require 
long-term  therapy.  Thrombotic  complications  are  re- 
ported to  occur  in  approximately  20%  of  patients  with 
these  catheters.11  Thrombolytic  therapy  instilled  inside 
the  clotted  catheter  is  reported  to  restore  patency  in 
more  than  90%. 14 

Clotted  & Infected  Catheters  used  for  Dialysis 

Thrombolytic  therapy  is  first-line  intervention  in 
clotted  catheters  and  grafts  used  for  hemodialysis.  A 
thrombosed  catheter  is  frequently  preserved  with  the 
local  infusion  of  a thrombolytic  agent.15  Clotted  grafts 
are  treated  with  the  cross  catheter  pulse  spray  tech- 
nique.15 Thrombolytics  are  also  used  in  peritoneal  di- 
alysis catheters  where  fibrin  deposition  is  suspected 
to  harbor  bacteria,  causing  recurrent  peritonitis  17 
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Table  2 


Results  from  the  Multicentered  Acute  Stroke  Trial  - Europe  (Mast-E) 


Intentio 

n to  Treat  An 

alvsis 

SK 

Placebo 

p Value 

Short-term  mortality 

48 

24 

0.001 

Long-term  mortality 

61 

47 

0.005 

Symptomatic  improvement 

24(17.5%) 

4(3%) 

<0.001 

Intracranial  hemorrhage 

49(35.8%) 

17(12.8%) 

<0.001 

Abbreviation: 

SK  = Streptokinase 

Data  courtesy  of 
Jeurgen  Froehlich,  MD. 


Conclusions 

Thrombolytic  therapy  is  a mainstay  of  treatment 
in  acute  myocardial  infarction.  Use  of  these  medica- 
tions in  deep  venous  thrombosis,  pulmonary  embo- 
lism and  acute  cerebral  ischemic  stroke  remains  under 
investigation.  Local  therapy  for  clotted  catheters  and 
grafts  is  frequently  successful. 
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CONTROL  OF  TUBERCULOSIS  IN  ARKANSAS  NURSING  HOMES 

William  W Stead,  M.D.* 


The  incidence  and  prevalence  of  tuberculosis  (TB) 
has  changed  dramatically  in  the  last  30  years.  Whereas 
early  in  this  century  it  was  most  common  among  the 
young  with  women  dominating  by  a 3:2  ratio,  it  is 
most  common  today  in  the  elderly,  with  men  domi- 
nating in  a 3:2  ratio.  Most  of  the  cases  in  young 
people  in  former  years  were  due  to  recently 
acquired  infection.  Most  of  the  disease  in  the 
elderly  today  is  caused  by  recrudescence  of 
infection  caught  and  survived  in  their  youth 
40-60  years  ago.  TB  killed  Eleanor  Roosevelt 
in  1962,  nearly  sixty  years  after  she  been  in- 
fected. 

In  1978  we  encountered  an  outbreak  of  TB 
at  one  of  our  better  local  nursing  homes  in 
which  49/161  (30%)  tuberculin  negative  resi- 
dents showed  a significant  conversion  to  posi- 
tive with  8 (17%)  of  these  developing  progres- 
sive primary  TB  even  before  preventive  therapy 
could  be  given  (Annals  of  Internal  Medicine, 

1981).  It  was  traced  to  a mail  with  a clinical 
diagnosis  of  terminal  lung  cancer  who  made  a 
beautiful  recovery  on  Rifamate.  And  then  we 
learned  that  he,  too,  had  been  infected  after 
he  had  entered  the  home  three  years  earlier, 
suggesting  that  TB  in  that  home  was  not  a new 
problem. 

This  experience  set  in  motion  an  effort  to 
keep  track  of  TB  among  nursing  home  residents 
and  to  require  annual  testing  of  non-reactive 
employees.  The  purpose  of  this  paper  is  to 
report  what  we  have  learned  in  following  five 
2-year  cohorts  of  residents  of  the  230  Arkansas 
nursing  homes  for  2 to  12  years. 

Figure  1 shows  the  number  of  residents  in 
each  2-year  cohort,  increasing  gradually  with 
time.  About  5%,  or  19,000  of  Arkansans  over 
age  65,  are  in  nursing  homes  at  any  one  time. 

* Dr.  Stead  is  Director  of  the  Tuberculosis  Program  at 

the  Arkansas  Department  of  Health  and  Professor  of 

Medicine  at  UAMSC 


Figure  2 shows  the  number  of  residents  who  were 
known  to  be  PPD  positive  before  entry  or  whose  PPD 
was  positive  on  entry  either  to  the  first  or  the  booster 
test  applied  one  to  three  weeks  later.  It  can  be  seen 
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that  the  percentage  of  reactors  has  declined  about 
40%  in  the  decade.  I can  only  speculate  that  this 
drop  may  be  due  to  the  fact  that  80  year  old  resi- 
dents being  admitted  in  the  '90s  were  born  10 
years  later  than  those  admitted  in  the  '80s,  be- 
cause we  know  that  the  prevalence  of  TB  infec- 
tion dropped  rapidly  in  the  early  decades  of  this 
century. 

Figure  3 shows  the  percent  of  residents  who 
developed  active  TB  by  recrudescence  of  an  an- 
cient infection  after  entering  the  nursing  home 
with  a positive  PPD.  It  is  these  cases  who  serve 
as  sources  for  transmission  of  TB  among  PPD 
negative  residents,  shown  by  conversion  of  the 
skin  test  to  a definite  positive  ( = >15  mm).  It  is 
interesting  that  the  risk  of  TB  in  this  group  in- 
creases with  age  and  declining  immune  capabil- 
ity (Figure  4). 

Figure  5 shows  the  numbers  of  residents  un- 
dergoing definite  conversion  of  PPD  reaction 
= >15  mm.  The  number  of  conversions  has  de- 
creased with  time  as  control  of  the  disease  in 
nursing  homes  has  improved. 

Figure  6 shows  the  percentage  of  converters 
who  were  treated  with  chemotherapy  to  prevent 
the  development  of  TB.  This  number  has  de- 
clined with  time  as  there  was  less  transmission. 

Figure  7 depicts  the  much  greater  percent- 
age of  untreated  converters  who  developed  ac- 
tive TB,  compared  with  that  in  untreated  reac- 
tors. The  odds  ratio  is  almost  6 to  1,  showing 
clearly  that  the  chance  of  a new  infection  pro- 
ducing disease  is  much  greater  than  an  old  in- 
fection reactivating.  Some  of  the  converters  be- 
come source  cases  for  further  transmission,  if  they 
are  not  given  preventive  therapy. 

Figure  8 shows  again  that  the  risk  of  TB 
among  PPD  converters  remains  high  in  advanced 
age.  Presumably  this  is  due  to  weakening  of 
cellular  immunity  in  advanced  old  age. 

Figure  9 gives  the  annual  TB  case  rates  (cases/ 
100,000  residents  per  year)  for  the  10  years  stud- 
ied. The  decline  with  time  is  gratifying  and  re- 
flects the  value  of  having  good  tuberculin  skin 
test  records  by  which  to  judge  which  persons 
need  preventive  chemotherapy  after  an  inadvert- 
ent exposure  has  occurred  in  the  home.  This 
same  principal  applies  to  controlling  TB  among 
employees  of  nursing  homes,  hospitals,  dialysis 
units,  long-term  care  facilities,  homeless  shelters 
and  substance  abuse  rehabilitation  centers  and 
correctional  facilities  of  all  types. 

The  risk  of  becoming  infected  varies  with 
race,  blacks  being  more  susceptible  than  whites. 
Flowever,  the  risk  of  a new  infection  producing 
clinical  tuberculosis  varies  with  a number  of  other 
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factors,  i.e.,  nutrition,  health  of  the  immune  sys- 
tem, and  intensity  of  exposure  (infecting  dose). 
By  using  a cut-point  of  15  mm  to  define  a con- 
version, the  correlation  with  a significant  infect- 
ing dose  is  improved.  It  was  shown  in  a recent 
paper  that  contacts  of  highly  infectious  persons 
were  at  a much  greater  risk  of  TB  than  the  5%  in 
the  first  year  and  another  5%  over  a lifetime  that 
is  usually  quoted.  After  heavy  exposure,  about 
20%  developed  active  TB  even  before  preventive 
therapy  could  be  started.  If  left  to  run  its  full 
course,  such  outbreaks  would  result  in  even  more 
cases.  The  data  for  nursing  homes  is  compared 
to  those  from  a number  outbreaks  following  in- 
tense exposure  where  INH  was  given  as  soon  as 
the  problem  was  detected  (Table  1).  The  differ- 
ence is  not  significant.  If  not  treated,  PPD  con- 
version is  much  more  likely  to  produce  TB  than 
we  have  been  led  to  believe. 

From  these  observations  we  have  learned  that 
the  control  of  TB  in  nursing  homes  is  rather  easy, 
if  the  following  measures  are  carried  out  consci- 
entiously. 

1.  Skin  test  all  new  residents  unless  there  is 
a convincing  history  of  a prior  positive  test.  If 
the  reaction  at  48-72  hours  is  less  than  10  mm, 
apply  the  test  again  in  1-3  weeks.  This  will  pick 
up  persons  whose  reaction  had  been  positive  but 
had  waned  with  time  Post  all  positive  PPD  re- 
actions on  the  front  of  the  chart.  This  reduces 
the  time  lapse  between  development  of  symp- 
toms of  "bronchitis"  or  "pneumonia"  and 
someone's  thinking  to  submit  sputum  for  AFB 
smear  and  culture. 

2.  Obtain  an  admission  chest  x-ray  on  all  re- 
actors, unless  one  has  been  normal  quite  recently 
and  the  patient  is  free  of  symptoms.  If  the  film 
is  abnormal,  submit  sputum  for  AFB.  Residents 
who  have  a cough  should  have  an  x-ray  and  sub- 
mit a sputum  even  if  the  PPD  is  negative.  A 
negative  PPD  in  the  face  of  active  TB  is  not  un- 
common in  the  elderly. 

3.  PPD  reactors  need  not  be  x-rayed  routinely, 
but  they  should  be  checked  annually  for  signs 
and  symptoms  of  TB,  i.e.,  chronic  cough,  fever, 
night  sweats  requiring  a change  of  night  clothes, 
loss  of  weight  or  hemoptysis.  If  any  of  these  are 
found,  the  patient  should  be  examined  more  thor- 
oughly. 

4.  Any  time  there  is  a suspicion  of  active  TB 
in  any  resident  or  employee,  the  local  health 
department  should  be  notified,  so  that  they  can 
determine  whether  the  problem  warrants  retest- 
ing all  previously  non-reactive  residents  and  staff. 
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5.  The  local  Health  Department  also  should 
be  notified  of  all  converters  who  must  be  x-rayed 
to  rule  out  TB.  If  the  CXR  shows  no  evidence  of 
TB  yet,  they  should  be  treated  with  isoniazid 
(INH)  300  mg/day  and  pyridoxin  50  mg  for  6-9 
months.  All  medication  will  be  furnished  by  the 
Health  Department.  Sputum  for  AFB  should  be 
submitted  on  all  with  a cough  or  an  abnormal 
CXR.  If  the  CXR  is  suspicious  for  TB  or  the  pa- 
tient is  symptomatic,  two-drug  therapy  with 
rifampin  & isoniazid  is  advisable.  This  is  readily 
achieved  by  giving  2 capsules  of  Rifamate  (giv- 
ing the  two  medications  together)  each  morn- 
ing. The  addition  of  PZA  is  not  necessary  in 
persons  over  age  60  unless  there  is  a history  of 
TB  treatment  in  the  past. 

Preventive  therapy  with  INH  is  both  effec- 
tive and  safe  if  the  patient  does  not  have  active 
hepatitis  and  if  the  patient  is  watched  for  nausea 
and  vomiting  and  the  medication  discontinued 
immediately  pending  results  of  liver  function 
studies.  Those  with  minor  elevations  can  usu- 
ally be  put  back  on  medication  after  the  symp- 
toms and  LFTs  are  both  back  to  normal.  Since 
1976  we  have  treated  about  2000  nursing  home 
residents  with  INH  or  with  Rifamate  without  a 
fatality  due  to  the  medication. 

For  persons  with  more  serious  reactions,  it 
is  suggested  that  the  attending  physician  consult 
with  me  at  the  State  Health  Department,  661-2415. 
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The  1995 

Arkansas  Medical  Society 
Membership  Directory  is 
now  available  for  purchase 

This  publication  is  the  only  one  of  its  kind  for 
the  state  of  Arkansas.  It  is  an  excellent  source  of 
information  providing  an  alphabetical  listing  of 
our  members  (85%  of  the  physicians  in  the  state). 
Plus,  it  includes  a listing  of  AMA  and  AMS  meet- 
ing dates,  county  executives,  specialty  societies, 
licensing  authorities,  health  associations,  AHECS, 
and  much  more. 

The  directories  are  $50  each.  With  a purchase 
of  2 to  10,  $45  each;  11  or  more,  $35  each. 

To  order  your  1995  AMS  Membership  Direc- 
tory, send  a check  or  money  order  in  the  amount 
of  your  purchase  to: 

AMS 

1995  Membership  Directory 
P.  O.  Box  5776 
Little  Rock,  AR  72215 
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A host  of  opportunities  awaits  you  in  the  Greater 
Baton  Rouge  area.  You'll  enjoy  the  warm  hospitality 
of  Southern  neighbors,  excellent  schools,  abundant 
outdoor  activities,  water  sports  and  a growth  rate  that 
will  insure  a full  waiting  room  on  your  very  first  day. 
Opportunities  available  in  Family  Practice,  Internal 
Medicine  and  Pediatrics. 
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Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  July  1995 

The  three-month  delay  in  the  disease  profde  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due 
to  the  effects  of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the 
date  the  disease  was  reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases  July 
1995 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 
Reported 
Cases 
YTD  1993 

Total 

Reported 

Cases 

1994 

Total 

Reported 

Cases 

1993 

Campylobacteriosis 

9 

85 

99 

82 

187 

130 

Giardiasis 

8 

53 

51 

69 

126 

150 

Shigellosis 

8 

68 

107 

84 

193 

201 

Salmonellosis 

22 

119 

165 

194 

534 

402 

Hepatitis  A 

91 

267 

66 

43 

253 

74 

Hepatitis  B 

4 

33 

32 

55 

60 

90 

HIB 

0 

3 

2 

8 

6 

8 

Meningococcal  Infections 

2 

24 

35 

21 

55 

27 

Viral  Meningitis 

9 

15 

48 

45 

62 

79 

Lyme  Disease 

0 

6 

12 

6 

15 

8 

Rocky  Mountain  Spotted  Fever 

10 

20 

8 

8 

18 

17 

Tularemia 

1 

17 

19 

30 

23 

36 

Measles 

0 

2 

1 

0 

5 

0 

Mumps 

0 

3 

5 

6 

7 

10 

Rubella 

0 

0 

0 

0 

0 

0 

Gonorrhea 

511 

2737 

4315 

3801 

7078 

7590 

Syphilis 

89 

716 

819 

943 

1324 

1612 

Legionellosis 

0 

1 

9 

5 

16 

6 

Pertussis 

11 

26 

24 

11 

33 

17 

Tuberculosis 

20 

126 

144 

104 

264 

209 
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•J^rofessiondl  ^Protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


Arkansas  HIV/AIDS  Report 

1983-1995 


HIV  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directorsof  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 
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I County  of  residence  at  the  lime  of  test  for  the  3,291  Arkansans  reported  to  be  HIV+.  (8/12/95)1 
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| Of  the  3,291  Arkansans  reported  to  be  H1V+,  1 ,812  have  been  diagnosed  with  AIDS.  (8/12/95)1 


AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  199]  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 
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New  Members 


CLARKSVILLE 

Kuykendall,  Scott  Preston,  Family  Practice.  Medi- 
cal Education,  UAMS,  1992.  Internship/Residency, 
UAMS,  AHEC-Pine  Bluff,  1995. 

Tackett,  Lee,  Family  Practice.  Medical  Education, 
UAMS,  1992.  Internship/Residency,  AHEC-Pine  Bluff, 
1993/1995.  Board  pending. 

FAYETTEVILLE 

Bugbee,  William  D.,  Orthopedics.  Medical  Edu- 
cation, Univ.  of  Calif.,  San  Diego,  La  Jolla,  Calif.,  1988. 
Internship/Residency,  UCSD  Med  Center,  1989/1994. 

Danks,  Kelly  Richard,  Neurosurgery.  Medical 
Education,  University  of  Texas,  Houston,  1984.  Intern- 
ship/Residency, University  of  Iowa  Hospitals  and  Clin- 
ics, 1985/1990.  Board  certified. 

HARRISON 

Chu,  Victor  S.,  Family  Practice.  Medical  Educa- 
tion, UAMS,  1992.  Internship/Residency,  UAMS,  1993/ 
1995. 

Maes,  Stephen  R.,  Internal  Medicine.  Medical  Edu- 
cation, UAMS,  1992.  Internship/Residency,  UAMS, 
1993/1995.  Board  eligible. 

HOT  SPRINGS 

Minnich,  Thomas  Edward,  Emergency  Medicine. 
Medical  Education,  University  of  Tennessee,  Memphis, 
1982.  Internship/Residency,  Internal  Medicine, 
Roanoke,  Virginia,  1983/1985. 

LITTLE  ROCK 

Bryles,  Robert  Samuel,  Psychiatry.  Medical  Edu- 
cation, University  of  Arkansas  School  of  Medicine, 
1965.  Internship,  Duval  Med  Center,  Jacksonville, 
Florida,  1966.  Residency,  University  of  Arkansas  School 
of  Medicine,  1972.  Board  pending. 

Clogston,  Charles  William,  Cardiology.  Medical 
Education,  University  of  Tennessee,  Memphis,  1989. 
Internship/Residency,  University  of  Tennessee,  1990/ 
1992.  Board  certified. 

Haas,  David  Charles,  Psychiatry.  Medical  Educa- 
tion, Univ.  of  Louisville  School  of  Medicine,  Louis- 
ville, Kentucky,  1976.  Internship/Residency/Fellowship, 
Univ.  of  Louisville  Hospital,  1979/1980.  Board  certi- 
fied. 

Samlaska,  Susan,  Pain  Management.  Medical  Edu- 
cation, Medical  College  of  Wisconsin,  Milwaukee,  1989. 
Internship,  St  Joseph's  Hospital,  Milwaukee,  Wiscon- 
sin, 1990.  Residency,  Thomas  Jefferson  University 
Hospital,  Philadelphia,  Pennsylvania,  1993.  Fellowship, 
Cleveland  Clinic,  Cleveland,  Ohio,  1994. 
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MOUNTAIN  HOME 

Hagaman,  Michael  Scott,  Family  Practice.  Medi- 
cal Education,  UAMS,  1992.  Internship/Residency,  John 
Peter  Smith,  Ft.  Worth,  Texas,  1993/1995. 

RUSSELLVILLE 

Hale,  Jeffrey  A.,  Radiology.  Medical  Education, 
UAMS,  1991.  Residency,  UAMS,  1995.  Board  certified. 

Henderson,  Vickie  Lynn,  Obstetrics/Gynecology. 
Medical  Education,  UAMS,  1991.  Residency,  Univer- 
sity Hospital,  Little  Rock,  1995.  Board  eligible. 

SEARCY 

Little,  James  Aaron,  General  Surgery.  Medical  Edu- 
cation, UAMS,  1990.  Internship/Residency,  UAMS,  1995. 

OUT  OF  STATE 

Lindsay,  Herbert  Lamar,  Anesthesiology.  Medi- 
cal Education,  University  of  Mississippi  School  of  Medi- 
cine, Jackson,  1990.  Internship,  Baptist  Memorial  Hos- 
pital, 1992.  Residency,  University  of  Tennessee,  1995. 

Tanner,  Paul  Russell,  Diagnostic  Radiology.  Medi- 
cal Education,  Meharry  Medical  College,  Nashville, 
Tennessee,  1991.  Residency,  Diagnostic  Radiology, 
Baptist  Hospital,  Memphis,  1995.  Board  certified. 

RESIDENTS 

Adam,  Walter  M.,  Medical  Education,  Kansas  Uni- 
versity Medical  Center,  Kansas  City,  1995. 

Banerjee,  Pushpal  R.,  Medical  Education,  Phila- 
delphia College  of  Osteopathic  Medicine,  Penn.,  1995. 

Carino,  Richard,  Medical  Education,  UTHSC,  San 
Antonio,  Texas,  1995.  Internship,  UAMS  AHEC-Pine 
Bluff. 

Cooper,  Keith  Whittington,  Medical  Education, 
UAMS,  1995. 

Higginbotham,  Michael  Shane,  Medical  Educa- 
tion, UAMS,  1995. 

Jonak,  Hermann  F.,  Rotating.  Medical  Education, 
Texas  College  of  Osteopathic  Medicine,  Fort  Worth, 
1992.  Internship,  Riverside  Health  Services,  Wichita, 
Kansas,  1995. 

Murunyadzi,  Perkins,  Pathology.  Medical  Educa- 
tion, University  of  Zimbabwe  Medical  School,  1987. 
Internship,  Parirenyatwa  & Harare  Central  Hospitals, 
Zimbabwe,  1989.  Residency,  UAMS. 

Phillips,  Tracy  Thomas,  Family  Practice.  Medical 
Education,  Midwestern  University,  Downers  Grove, 
Illinois,  1995.  Residency,  UAMS. 

Ratio,  Shahioa,  Internal  Medicine.  Medical  Edu- 
cation, Sindh  Medical  College,  Pakistan.  Internship, 
Mt.  Sinai  at  Queens  Hospital  Centre,  New  York,  1995. 
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Radiological  Case 
of  the  Month 


Steven  R Nokes.  M.D. 
James  Adametz..  M D 
Guy  Gardner.  M.D. 

J.  Neal  Beaton,  M.D. 


History: 

A 21-year-old  female  presented  with  neck  pain.  Plain  films  of  the  cervical  spine  (figure  1)  were  obtained  and 
prompted  an  MR  scan  (figure  2). 


Figure  1:  Lateral  plain  film. 
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Blastomycosis  Osteomyelitis 
with  epidural  and  retropharyngeal  abscess 


Radiographic  Findings: 

The  lateral  plain  film  reveals  anterior  destruction  of  the  C5  and  C6  vertebral  bodies  with  kyphosis  and  a large 
retropharyngeal  mass  displacing  the  trachea  anteriorly.  The  MR  images  confirm  the  destructive  changes  at  C5  and 
C6  and  also  identifying  marrow  replacement  of  C4  ana  Cl.  Abnormal  epidural  enhancement  is  present  with  cord 
compression.  The  discs  are  relatively  well  maintainea. 

Discussion: 

Blastomyces  dermatitidis  infections  may  be  suppurative  or  granulomatous.  Virtually  any  organ  may  be  involved 
but  the  lungs,  skin,  and  bones  are  the  most  common  locations.  The  disease  may  be  found  throughout  the  U S.  but  the 
Ohio  and  Mississippi  Valleys  have  the  greatest  concentration  of  cases.  Infection  is  acquired  by  inhalation  of  spores 
from  the  soil,  similar  to  histoplasmosis,  coccidioidomycosis  and  other  fungal  infections. 

The  radiographic  findings  are  cnaracteristic  of  tuberculous  osteomyelitis  which  can  be  mimicked  by  blastomycosis. 
Both  have  a more  insidious  onset  than  pyogenic  infections.  Hematogenous  seeding  from  the  lungs  is  the  rule,  with 
the  anterior  and  subchondral  portions  of  the  vertebral  body  being  primarily  affected.  As  the  abscess  grows,  the 
periosteum  and  anterior  longitudinal  ligament  are  lifted  off  allowing  spread  up  and  down  the  prevertebral  space. 
There  is  a sparing  of  the  discs  in  both  entities  due  to  a lack  of  proteolytic  enzymes.  This  makes  metastatic  disease 
difficult  to  exclude 

MR's  major  contributions  include  greater  sensitivity  to  the  multilevel  vertebral  body  involvement 
which  is  characteristic  and  noninvasive  definition  of  the  epiaural  abscess  and  cord  compression. 

Previously  a CT  myelogram  with  both  a lumbar  and  C 1-2  puncture  would  have  been  necessary.  Cervical 
cord  edema  is  common  with  epidural  sepsis,  but  was  not  present  in  this  case. 

References: 

1.  Friedman  DP,  Hills  JR.  Cervical  epidural  spinal  infection:  MR  imaging  characteristics.  AJR  1994;  163:699-704. 

2.  Angtuaco  EJC,  McConnell  JR,  Chadduck  WM,  Flanigan  S.  MR  imaging  of  spinal  epidural  sepsis.  AJR  1987; 
149:1249-1253. 

3.  Gehweiler  JR,  Capp  MP,  Chick  EW  Observations  on  the  roentgen  patterns  in  blastomycosis  of  bone.  AJR  1970; 
108:497-510. 


Editor:  Steven  R.  Nokes,  M D.  is  associated  with  Radiology  Consultants  in  Little  Rock. 

Contributor:  James  Adametz.  M.D  is  associated  with  Neurological  Surgery  Associates  in  Little  Rock. 
Contributor:  Guy  Gardner,  M.D.  is  in  private  practice  in  Little  Rock. 

Contributor:  J.  Neal  Beaton,  M.D.  is  associated  with  Little  Rock  Diagnostic  Clinic  in  Little  Rock. 
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AMS  Newsmakers 


Dr.  Randall  Oates,  a family  practitioner  and  com- 
puter expert  in  Springdale,  has  written  and  developed 
SOAPware,  a software  program  which  accommodates 
the  record-keeping  needs  of  a physician.  The  acronym 
in  SOAPware  refers  to  the  first  four  components  of  a 
clinical  encounter:  subjective,  objective,  assessment  and 
plan.  The  software  is  designed  to  streamline  the  pa- 
tient-physician meeting,  but  that  shouldn't  mean  the 
encounter  will  be  less  personal.  Instead  the  program 
should  help  focus  attention  on  the  patient. 

Dr.  Nick  Paslidis  recently 
received  the  AMA  Burroughs/ 
Wellcome  Leadership  Award 
and  has  been  invited  to  attend 
the  next  two  meetings  of  the 
AMA.  Additionally,  he  has  been 
selected  by  the  American  Col- 
lege of  Physicians  to  serve  in  the 
1995-96  National  Publication 
Policy  Committee. 


Dr.  Randy  Russell  and  his  wife  Cherrettia  of  Lake 
Village  will  serve  as  hosts  for  a 12-day  trip  to  Israel 
leaving  Little  Rock  on  March  16,  1996.  The  trip  is  coor- 
dinated through  Discovery  Ministries,  Inc.,  of  Arling- 
ton, Texas.  The  tour  will  consist  of  sites  from  Biblical 
days,  including  Bethlehem,  Jerusalem,  the  Mount  of 
Olives  and  a baptismal  site  on  the  Jordan  River.  The 
Russell's  have  been  on  trips  to  the  Holy  Land  for  the 
past  several  years.  For  more  information  on  the  tour, 
call  Dr.  Russell  or  his  wife  at  Lake  Village  Clinic,  (501) 
265-5343. 

Dr.  John  Simpson  of  Hot  Springs  has  been  re- 
elected to  The  Nature  Conservancy's  Arkansas  Board 
of  Trustees.  He  was  re-elected  to  a three-year  term  by 
the  membership  at  a recent  annual  meeting  in  the  Spa 
City. 


Dr.  Nick  Paslidis 


Medicine  in  the  News 


Health  Care  Access  Foundation 

As  of  September  1,  1995,  the  Arkansas  Health  Care 
Access  Foundation  has  provided  free  medical  service 
to  9,743  medically  indigent  persons,  received  18,197 
applications  and  enrolled  36,467  persons.  This  program 
has  1,684  volunteer  health  care  providers  including 
medical  doctors,  dentists,  hospitals,  home  health  agen- 
cies and  pharmacists.  These  providers  have  rendered 
free  treatment  in  69  of  the  75  counties. 

Breast  Cancer  Among  Women  In  Arkansas 

Breast  cancer,  the  most  common  form  of  cancer  in 
women,  is  a significant  public  health  threat  to  every 
woman  in  Arkansas.  In  fact: 

One  in  eight  women  in  Arkansas  will  develop 
breast  cancer  in  their  lifetime.  This  year,  over  1,800 
Arkansas  women  will  be  diagnosed  with  breast  can- 
cer and  over  400  will  die  from  this  deadly  disease. 

Despite  advances  in  detection  and  treatment,  the 
death  rate  from  breast  cancer  among  black  women 
increased  about  20%  during  the  1980s  (from  an  inci- 
dence of  26  per  100,000  women  to  32  per  100,000). 

Every  woman  is  at  risk  for  breast  cancer,  with  the 
risk  dramatically  increasing  with  age.  Although  we 


don't  know  the  cause  nor  the  best  cure  for  breast  can- 
cer, we  do  know  that  early  detection,  through 
mammography  and  breast  examinations,  can  prevent 
about  a third  of  the  deaths  from  breast  cancer. 

LEGISLATIVE  ACTION  NEEDED! 

The  Breast  Cancer  Act  of  1995 

This  proposed  legislation  asks  for  a 2.5  cents  to- 
bacco tax  levied  on  each  package  of  tobacco  products, 
a nominal  tax  allowing  Arkansas  to  take  the  lead  in 
combating  breast  cancer  by  promoting  methods  for 
early  detection  and  making  these  detection  services 
available  to  all  women  in  our  state. 

The  Breast  Cancer  Act  of  1995  will  establish  the 
following:  The  Breast  Cancer  Control  Program  to  be  ad- 
ministered through  the  State  Department  of  Health, 
and  The  Cancer  Research  Fund  to  be  administered 
through  the  University  of  Arkansas  system. 

The  Breast  Cancer  Control  Program  is  the  "heart 
and  soul"  of  the  Breast  Cancer  Act.  This  program,  tai- 
lored after  a similar  program  in  California,  will  pro- 
vide for  the  early  detection,  diagnosis,  and  in  some 
cases  treatment  of  breast  cancer  for  Arkansas  women. 
It  is  based  on  the  principle  that  early  detection  is  the 
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key  to  successfully  fighting  breast  cancer.  The  pro- 
gram will  be  administered  according  to  the  following 
principles: 

The  program  will  provide  funding  for  increased 
public  and  professional  education  encouraging  early 
detection. 

The  program  will  accelerate  early  detection  of  breast 
cancer  by  providing  mammography  service  to  women 
who  do  not  otherwise  seek  the  service  and  to  areas 
where  the  service  is  not  available. 

After  screening,  the  program  shall  provide  medi- 
cal referrals  and  financial  assistance  for  services  neces- 
sary for  definitive  diagnosis,  including  non-radiologi- 
cal  techniques  and  biopsy. 

If  a positive  diagnosis  is  made,  the  program  could 
provide  economically  disadvantaged  women  with  nec- 
essary treatment. 

The  Breast  Cancer  Research  Fund  will  support  inno- 
vative research  efforts  here  in  Arkansas  into  the  cause, 
cure,  treatment,  early  detection,  and  prevention  of 
breast  cancer.  Administered  through  the  University 
of  Arkansas,  special  emphasis  will  be  given  to  fund 
research  efforts  that  compliment,  rather  than  dupli- 
cate, the  research  funded  by  the  federal  government 
and  other  entities. 

By  removing  many  of  the  barriers  to  early  detec- 
tion - misinformation,  inadequate  finances,  and  lack 
of  access  to  services  - the  Breast  Cancer  Act  can  be  a 
real  life  saver  for  women  in  Arkansas. 

The  Breast  Cancer  Act  will  be  considered  during 
the  upcoming  special  session  of  the  Arkansas  General 
Assembly.  In  addition  to  the  detection,  treatment  and 
research  resulting  from  the  passage  of  this 
Act. . .increased  cost  of  the  product  is  the  single,  larg- 
est deterrent  to  teenaged  tobacco  use.  Contact  your 
state  senators  and  representatives  today  and  ask  them 
to  support  the  Breast  Cancer  Act! 

Free  Mammograms  and  Pap  Smears  for 
Eligible  Women 

The  Centers  for  Disease  Control  and  Prevention 
has  awarded  $1.4  million  to  the  Breast  and  Cervical 
Cancer  Control  Program  (BCCCP)  of  the  Arkansas  De- 
partment of  Health  to  provide  comprehensive  breast 
and  cervical  cancer  control  services.  The  program  will 
be  implemented  statewide  on  September  1,  1995,  by 
county  health  departments,  Community  Health  Cen- 
ters (CHCs),  and  Area  Health  Education  Centers 
(AHECs).  Breast  cancer  mortality  can  be  reduced  by 
30%  if  women  age  50  and  older  received  regular  screen- 
ing mammograms.  Studies  show,  however,  that  many 
women  miss  out  because  they  can't  afford 
mammograms  or  because  they  are  not  referred  for 
screening.  The  BCCCP  provides  funds  to  overcome 
these  two  barriers.  The  program  offers  free  services  to 
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eligible  women  which  include  clinical  breast  exams, 
mammograms,  fine  needle  aspiration,  Pap  smears, 
pelvic  exams,  and  colposcopy  with  or  without  biopsy. 
If  the  patient  needs  services  not  covered  by  BCCCP, 
she  will  be  assisted  in  obtaining  affordable  care.  The 
program  also  educates  the  public  and  health  profes- 
sionals about  cancer  screening.  Physicians  may  refer 
women  for  screening  who  are  age  50  or  older  or  age  40 
to  49  with  a family  history  of  breast  cancer,  and  whose 
annual  incomes  are  twice  the  poverty  level  or  below. 
The  provider  should  call  the  nearest  county  health 
department,  CHC,  or  AHEC  to  determine  if  the  pa- 
tient meets  income  guidelines.  The  facility  will  give 
an  appointment  for  the  patient  if  she  is  eligible.  Pa- 
tients who  have  had  abnormal  screening  Pap  smear  or 
mammogram  results  may  also  be  referred  for  limited 
diagnostic  procedures  at  no  cost.  Through  the  Arkan- 
sas Health  Care  Access  Foundation,  Inc.,  physicians 
can  assist  women  in  their  communities  by  offering 
diagnostic  and  treatment  services  that  are  not  covered 
by  the  Breast  and  Cervical  Cancer  Control  Program. 
Participating  volunteer  physicians  alternate  with  other 
physician  volunteers  in  their  geographic  area  to  treat 
women  with  abnormal  findings.  Sharing  the  patient 
load  assures  that  low-income  women  have  the  oppor- 
tunity to  receive  appropriate  cancer  care  in  their  own 
communities,  without  overburdening  individual  phy- 
sicians. To  offer  services  on  a rotating  basis,  please 
contact:  The  Arkansas  Health  Care  Access  Founda- 
tion at  1-800-950-8233  or  221-3033.  For  more  informa- 
tion about  the  Breast  and  Cervical  Cancer  Control  Pro- 
gram or  how  to  refer  patients,  please  contact  Dianne 
Crippen,  RN,  at  661-2636. 


In  Memoriam 

Charles  Andrew  Archer,  Jr.,  M.D. 

Dr.  Charles  Andrew  Archer,  Jr.,  of  Conway,  died  Sat- 
urday, August  19,  1995.  He  was  83.  He  was  preceded 
in  death  by  his  wife,  Mary  Stephenson  Archer.  Survi- 
vors include  one  son,  Charles  Andrew  Archer  III,  of 
Niles,  Michigan;  one  daughter,  Sara  Jane  Yoakum,  of 
Benton;  four  grandchildren,  Catherine  Clark  of 
Southbend,  Indiana,  Mary  Alice  Archer  of  Niles,  Michi- 
gan, Andrew  Yoakum  of  Conway  and  Elizabeth 
Yoakum  of  Benton;  one  sister,  Mary  Jane  Wilkes  of 
Little  Rock. 
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Things  To  Come 


November  2-4 

American  Cancer  Society  National  Conference  on 
Colorectal  Cancer.  Chicago  Marriott  Downtown,  Chi- 
cago, Illinois.  Sponsored  in  part  by  the  Centers  for 
Disease  Control  and  Prevention.  For  more  informa- 
tion, call  (404)  329-5788. 

November  3-5 

7th  Annual  Infectious  Disease  Review  Course  for 
the  Practicing  Physician.  Hyatt  Regency  Bethesda  in 
Bethesda,  Maryland.  Sponsored  by  The  Society  of  Ra- 
diologists in  Ultrasound.  For  more  information,  call 
(201)  385-8080. 

November  9-10 

21st  Annual  Update  on  Obstetrics  & Gynecol- 
ogy.  Washington  University  Medical  Center,  St.  Louis, 
Missouri.  Sponsored  by  the  Washington  University 
School  of  Medicine  and  the  Office  of  Continuing  Medi- 
cal Education.  For  more  information,  call  (800)  325-9862. 

November  11 

Issues  in  the  Management  of  the  Complicated 
Diabetic  Patient.  Chateau  Sonesta  Hotel,  New  Orleans, 
Louisiana.  Sponsored  by  Tulane  University  Medical 
Center  and  the  Office  of  Continuing  Medical  Educa- 
tion. For  more  information,  call  (800)  588-5300. 

December  9 

Cardiology  Seminar.  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri.  Sponsored  by  the  Office  of  Continu- 
ing Medical  Education,  Washington  University  School 
of  Medicine.  For  more  information,  call  (800)  325-9862. 

December  15  - 18 

Ethical  Issues  in  the  Care  of  Terminally  111  and 
Dying  Patients.  The  Rolling  Hills  Hotel  & Golf  Resort, 
Ft.  Lauderdale,  FL.  Sponsored  by  the  CEREC  Center 
of  Southeast  Florida.  For  more  information,  call  (305) 
424-9304. 

January  12  - 13,  1996 

What's  New  In  General  Surgery  - 18th  Annual 
Postgraduate  Course.  Hyatt  Regency,  Sacramento,  CA. 
Sponsored  by  the  Office  of  Continuing  Education  and 
UC  Davis  School  of  Medicine  and  Medical  Center.  For 
more  information,  call  (916)  734-5390. 


January  26  - 28,  1996 
The  15th  Annual  Perspectives  on  New  Diagnos- 
tic & Therapeutic  Techniques  in  Clinical  Cardiology. 

Lake  Buena  Vista,  Florida.  Sponsored  by  the  Ameri- 
can College  of  Cardiology.  For  more  information,  call 
800-257-4739. 

February  7-10,  1996 

1996  International  Conference  on  Physician  Health 
"Uncertain  Times:  Preventing  Illness,  Promoting 
Wellness."  Sheraton  San  Marcos  Hotel  in  Chandler, 
Arizona.  Sponsored  by  the  American  Medical  Asso- 
ciation, Canadian  Medical  Association,  Federation  of 
State  Licensing  Boards,  and  the  Federation  of  Provin- 
cial Licensing  Boards.  For  more  information,  call  (312) 
464-5066. 

February  10-13,  1996 
Fifty-first  Annual  Postgraduate  OB/GYN  Assem- 
bly. Beverly  Hilton  Hotel,  Beverly  Hills,  California. 
Sponsored  by  the  OB/GYN  Assembly  of  Southern 
California.  For  more  information,  call  (213)  937-5514. 

February  17-19,  1996 

Mardi  Gras  Anesthesia  Update  in  New  Orleans. 

Westin  Canal  Place  Hotel,  New  Orleans,  Louisiana. 
Sponsored  by  the  Department  of  Anesthesiology  & 
Office  of  Continuing  Education,  Tulane  University 
Medical  Center.  For  more  information,  call  (504)  588- 
5466  or  1-800-588-5300. 

February  19  - 23,  1996 
"New  Technological  Applications  in  Imaging  & 
Intervention."  Manor  Vail  Lodge,  Vail,  Colorado.  Spon- 
sored by  the  Departments  of  Radiology  at  Louisiana 
State  University  School  of  Medicine  and  Tulane  Uni- 
versity Medical  Center.  For  more  information,  call  (504) 
588-5466  or  1-800-588-5300. 

April  26  - May  3,  1996 

Fifty-fifth  Annual  American  Occupational  Health 
Conference.  San  Antonio  Convention  Center,  San 
Antonio,  Texas.  Sponsored  by  the  American  College 
of  Occupational  and  Environmental  Medicine.  For  more 
information,  call  (708)  228-6850. 
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PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 


Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 

(901)  725-5851 
(901)  725-5852 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE® 


Medical  Doctor  Wanted 

Full  Time  - Part  Time 
New  Medical  Clinic  in  Fort  Smith,  AR. 
No  Evenings,  Weekends  or  Flolidays. 
Flexible  Hours 

Call  501-785-0400 

or  send  resume  or  curriculum  vitae  to: 

Physician 

4300  Rogers  Avenue,  Suite  15 
Fort  Smith,  Arkansas  72903 


SPRINGFIELD,  MO.  Bass  Pro  Shop 
and  40  miles  to  Branson.  BE/BC  FP's.  | 
OB  Optional,  salaried  position  and  pro- 
duction bonus,  call  1 :7,  teaching  hospi- 
tal, university  community.  Contact: 
Vivian  M.  Luce,  Cejka  & Co.,  1-800- 
765-3055,  or  fax  C.V.  for  immediate  at- 
tention: 314-726-3009  (IM's  welcome). 


TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatrics 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 

The  Curare  Group,  Inc. 

lK||  Mary  Latter 

(800)  520-2028 

#M152MC 


Keeping  Up 


October  26  & 27,  1995 

University  of  Arkansas  for  Medical  Sciences 
Department  of  OB/GVN 
Arkansas  High  Risk  Pregnancy  Program's 
Twelfth  Annual  Conference  on  Perinatal  Care 

Excelsior  Hotel 

Special  Guests  & Informative  Topics  including  Early 
Discharge/Home  Care  • PROM  • Diabetes 

For  more  information,  call  (501)  661-7962 

October  27  - 28 

Re-engineering  Healthcare  in  Arkansas  - A 
Roadmap  to  the  21st  Century 

Sponsored  by  Baptist  Medical  Center 
Location:  Statehouse  Conference  Center 


Update  in  Primary  Care  Geriatrics 

Washington  Regional  Medical  Center 
CME  Activity  Dates: 

Saturday,  Nov.  11-8  a.m.  - 10:30  a.m. 

These  dates  coincide  with  the  Fayetteville 
Razorback  football  games.  Tickets  for  the  games  can 
be  obtained  by  calling  1-800-982-HOGS  (4647). 

For  more  information  about  the  conference, 
call  (501)  442-1823. 


October  28  - 29 

Computed  Topography  of  the  Body  Annual 
Fall  Meeting  of  the  Arkansas  Chapter  of  the 
American  College  of  Radiology 

Sponsored  by  UAMS  College  of  Medicine, 
Department  of  Radiology 
Location:  (JAMS  Education  III  Building 

For  more  information,  call  (501)  661-7962 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAYETTEVILLE-VA  MEDICAL  CENTER 

Medical  Grand  Rounds/General  Medical  Topics,  Thursdays,  12:00  noon,  Auditorium,  Bldg.  3 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon,  Conference  Room 

LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Thursdays,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Chest  Conference,  4th  Wednesday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 
Interdisciplinary  AIDS  Conference,  2nd  Friday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Journal  Club,  Tuesdays,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m..  Southwestern  Bell/Arkla  room.  Refreshments  provided 
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LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m..  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m..  Conference  Room  1 
GI  Conference,  4th  Friday,  11:30  a.m..  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p m..  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon.  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 

MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m.,  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon,  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon,  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category  I 
of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 
Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 
CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 
Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5014 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m..  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m..  Gastroenterology  conference  room,  3D29 
GI/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology/Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m..  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:00  p.m..  Room  2E-142  at  VAMC 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 
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Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bidg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 

Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  V A Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

V A Chest  Conference  (combined  Surgical/Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

V A Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

V A GREECI Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

V A Hematology/Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

V A Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

V A Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

V A Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  <&  Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary,  White  County  Memorial  Hospital, 
Searcy 

EL  DORADO-AHEC 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Chest  Conference,  3rd  Wednesday,  12:30  p.m.,  Warner  Brown  Hospital 
Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
GYN  Conference,  2nd  Friday,  12:30  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:30  p.m.,  AHEC-South  Arkansas 
Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon,  AHEC  - South  Arkansas.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Conference,  3rd  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:30  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:30  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:30  p.m.,  AHEC  - South  Arkansas 
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FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  Washington  Regional  Medical  Center 
Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

Gastroenterology  Conference,  3rd  Tuesday  every  other  month,  7:00  a.m.,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  3rd  Wednesday,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  1st  Tuesday,  11:30  a.m..  Sparks  Regional  Medical  Center 
Sparks  Tumor  Conference,  Thursdays,  12:00  noon,  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 

JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Flail,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m.,  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Citywide  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon.  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m..  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conference,  October  26  and  December  28,  7:30  a.m..  Board  Room,  Northeast  Arkansas  Rehabilitation 
Hospital. 

Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon,  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Residency  Noon  Conference,  Mondays  through  Thursdays,  12:00  p.m.,  AHEC-Southwest  Family  Practice  Clinic 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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Editorial 


Everybody’s  Doing  It: 

A P.E.T.  peeve  or  a public  service? 


Lee  Abel,  M.D.* 


The  cold  war  is  over,  and  capitalism  seems  to  reign 
triumphant  in  the  world  economic  order.  Government 
controlled  socialistic  systems  seem  to  be  collapsing 
(they  pretend  to  pay  us,  and  we  pretend  to  work),  or 
rapidly  evolving  toward  capitalism.  Our  system  won, 
but  it  does  not  embody  pure  capitalism.  Some  gov- 
ernment regulation  of  the  economy  has  evolved  to 
control  the  excesses  of  unfettered  capitalism.  We  are 
still  struggling  with  how  health  care  should  fit  into 
our  market  economy.  Advertising,  for  instance,  is  a 
central  tool  of  the  market  driven  economy  and  seems 
appropriate  when  selling  soap  powder,  but  what  role 
should  advertising  have  in  "selling"  health  care? 

Socialistic  systems  have  used  advertising,  but  their 
"propaganda"  was  often  crude,  heavy  handed,  and 
quite  far  removed  from  the  modern  advertising  tech- 
niques developed  by  Madison  Avenue.  In  the  last  few 


years,  these  techniques  have  been  used  to  produce 
lavish  and  slick  advertising  campaigns  by  all  of  the 
local  medical  centers.  Each  tries  to  out  do  the  others 
and  claims  the  role  of  the  best,  the  most  advanced, 
the  most  caring  place  to  be  sick  (or  more  recently,  they 

* Dr.  Abel  specializes  in  internal  medicine  and  is  affiliated 

with  the  Little  Rock  Diagnostic  Clinic.  He  is  a member  of  the 
editorial  board  for  The  Journal  of  the  Arkansas  Medical  Society. 


claim  to  be  the  best  place  to  keep  you  well).  No  doubt 
there  are  tremendous  pressures  on  hospitals  to  adver- 
tise in  order  to  hold  onto  or  gain  market  share.  All  of 
the  medical  centers  play  this  game;  the  for-profit,  the 
non-profit  and  UAMS.  As  this  battle  is  conducted  for 
the  hearts  and  minds  (figuratively  and  literally)  of  the 
public,  it  seems  reminiscent  of  the  cold  war  nuclear 
buildup.  Each  medical  center  strives  to  gain  what  might 
be  called  "first  strike  capability,"  and  declare  victory 
in  the  medical  arms  race. 

Many  of  these  advertising  campaigns  raise  ques- 
tions about  their  accuracy  and  purpose.  A large  medi- 
cal center's  recent  ad  appearing  in  the  Arkansas  Demo- 
crat-Gazette, " Our  New  PET  Project,"  is  a case  in  point. 
The  ad  encourages  people  to  " just  ask  your  doctor  for 
more  information  about  the  PET  Scanner"  at  that  particu- 
lar hospital.  Should  John  Doe  on  his  next  visit  to  me 

for  a blood 
pressure 
check  really 
ask  me  about 
the  PET  test 
as  the  ad  ex- 
horts him 

to?  Maybe  I should  reply,  "Well,  you  know  John,  as 
the  hospital's  ad  tells  us,  'When  disease  strikes,  the  more 
you  see  - and  the  earlier  you  can  see  it  - the  better  chance 
you  have  of  quickly  and  successfully  diagnosing  and  treat- 
ing the  problem.  It's  like  looking  for  a needle  in  a haystack 
when  the  challenge  is  to  find  the  needle  as  quickly  as  pos- 
sible.'" John  readily  agrees  and  asks  that  I promptly 
schedule  a total  body  PET  scan.  He  leaves  my  office  a 
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satisfied  consumer,  secure  in  the  knowledge  that  the 
PET  scan  will  soon  tell  if  there  are  any  hidden  needles 
in  his  haystack! 

The  advertisement  claims  that  the  machine  " means 
better  health  for  Arkaiisas."  Perhaps  some  patients  will 
benefit  from  this  machine,  but  who  is  really  trying  to 
benefit  from  this  advertisement?  The  hospital  may 
claim  that  the  ad  is  merely  a service  informing  the 
public  about  an  important  new  technology,  but  does 
the  ad  give  the  public  a fair  assessment  of  this  new 
technology?  Do  patients  benefit  by  asking  their  doc- 
tor for  or  about  a specific  test,  or  are  they  generally 
better  served  by  the  traditional  approach  of  describing 
their  symptoms  and  concerns  to  their  doctor?  Was  this 
hospital's  judgment  about  spending  scarce  dollars  for 
this  machine  swayed  by  the  public  relations  value  of 
having  this,  as  the  ad  brags,  " exclusive " technology? 
The  hospital  is  now  in  the  HMO  business,  and  one 
wonders  if  the  literature  for  its  HMO  patients  urges 
asking  the  gatekeeper  physician  about  high  tech  and 
high  cost  tests.  What  is  going  on  of  course,  is  not  about 
educating  the  public;  it  is  about  trying  to  gain  a mar- 
keting advantage  over  rivals.  Will  we  see  a retaliatory 
ad  attack  (coming  in  low  over  the  horizon)  by  another 
medical  center  which  will  further  escalate  the  contest? 

All  of  the  medical  centers  do  an  enormous  amount 
of  good  for  individuals  and  for  the  community.  The 
dedication  of  many  of  the  hospital  employees  awes 


me.  We  are  blessed  to  have  such  excellent  institutions. 
But  I wonder  if  their  incessant  one-upmanship  doesn't 
diminish  rather  than  enhance  their  image  and  integ- 
rity. Imagine,  if  you  will,  our  media  less  filled  with 
their  self-promotion,  partial  truths,  exaggerations,  and 
pretensions.  Imagine  the  advertising  budget  being 
spent  instead  on  patient  care.  Far  from  being  an  altru- 
istic public  service,  these  ads  often  cause  confusion, 
generate  anxiety,  and  may  diminish  people's  confi- 
dence in  their  own  health.  Thus,  their  effect  may  be  to 
actually  worsen  health. 

None  of  us  can  be  self-righteous,  as  we  all  have  to 
earn  a living,  and  we  all  do  things  that  benefit  our- 
selves as  well  as  benefit  our  patients.  It's  also  human 
nature,  and  the  nature  of  institutions,  to  want  to  ap- 
pear more  noble,  generous  and  wise  than  we  really 
are,  and  advertising  reflects  this  desire.  The  hospitals 
could  fairly  point  out  that  they  are  not  the  only  ones 
advertising  extensively.  Some  physicians  are  also  now 
using  advertisements  to  solicit  patients.  Yet  even 
though  "everybody's  doing  it,"  maybe  we  need  to  try 
to  lower  the  rhetoric  of  our  propaganda  and  have  a 
little  more  candor  about  what  is  being  done  and  for 
whose  benefit.  Such  "advertising  disarmament"  (like 
in  the  nuclear  arms  race)  is  risky  if  done  unilaterally. 
However,  if  embraced  by  all  of  the  hospitals  and  phy- 
sicians, perhaps  it  might  lead  to  a healthier  and  more 
peaceful  community. 


EMERGENCY  MEDICINE 
OPPORTUNITIES 


■ 

Full-time  emergency  medicine  opportunities 
exist  in  the  following  locations: 

Helena,  AR  Falmouth,  MA 

Mena,AR  Medford,  M A 

Berea,  KY 

Annual  ED  volumes  range  from  8,000-22,000. 
Excellent  physician  backup  and  nursing  support. 

-►Competitive  remuneration 
-►Occurrence  malpractice 
-■►Flexible  scheduling 


A full-time  medical  director  opportunity 
is  available  in  Hornell,  NY. 


-►Comprehensive  benefits  package 
-►Administrative  Stipend 

-►Annual  ED  volume  14,600 
-►21 0-bed  facility 

For  more  information  contact:  RHONDA  FELTZ 
800-325-2716  or  FAX  your  CV  to  314-919-8920 


Emergency  Care  Specialists  is  one  of 
America's  fastest  growing  contract 
management  groups.  Our  physicians 
pride  themselves  on  providing  the 
highest  quality  care  while  working  in  a 
stable  and  rewarding  work  environment. 


Currently  we  are  recruiting  physicians  seeking  the 
advantages  of  small-town  living  in  beautiful  Eastern 
Arkansas,  only  a 45  minute  drive  from  Memphis. 

Qualified  candidates  should  be  Board  prepared  or 
Board  certified  in  emergency  medicine,  or  a primary 
care  specialty  with  experience  in  an  emergency 
department  of  1 2,000  annual  patient  visits  or  greater. 

CONTACT: 

DAVE  MCLEOD 

1550  NE  MIAMI  GARDENS  DRIVE,  SUITE  504 
NORTH  MIAMI  BEACH,  FL  33025 
PHONE:  800-372-2600 
FAX:  305-947-9990 
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LOSS  PREVENTION  RESPONSE 

I wanted  to  respond  to  the  article  by  J.  Kelley  Avery, 
M.D.,  "Frozen  Section  Error?  Rare,  but  Disastrous."  There 
are  a number  of  comments  I have  on  this  article  (which  ap- 
peared in  the  September  1995  issue  of  The  Journal). 

It  illustrates  a number  of  problems  that  could  have  been 
avoided  in  this  case.  On  the  initial  biopsy  it  must  be  as- 
sumed that  this  was  done  under  a needle  localization,  al- 
though this  is  not  definitely  stated.  If  not,  this  certainly 
should  have  been  done.  This  was  a mammographic  abnor- 
mality of  calcifications  and  not  a palpable  lesion.  In  addi- 
tion, there  is  no  mention  as  to  whether  a specimen 
mammogram  of  the  removed  specimen  was  performed  to 
confirm  removal  of  the  lesion.  If  not,  this  should  have  been 
done  as  well,  which  would  have  confirmed  the  removal  of 
the  suspicious  area  at  that  time  and  prior  to  pathologic 
evaluation. 


the  Mail  section  to:  Tina  G.  Wade,  Arkansas  Medical 


The  second  procedure  was  done  with  a planned  biopsy 
and  mastectomy  as  a single  procedure.  There  are  a number 
of  problems  inherent  in  this  technique,  including  the  one 
mentioned  here,  in  which  the  initial  frozen  section  diagno- 
sis did  not  confirm  the  final  pathological  diagnosis.  Although 
I agree  this  is  an  extremely  rare  event,  it  can  happen. 

Requiring  a woman  to  decide  on  treatment  options  for  a 
potential  cancer  prior  to  knowing  her  definitive  diagnosis, 
would  not,  in  most  cases,  be  desirable.  It's  difficult  to  give 
informed  consent  as  to  the  type  of  surgical  procedure  she 
would  undergo.  Therefore,  a two-stage  procedure  with  an 
excisional  biopsy  of  a suspicious  lesion,  discussion  of  the 
final  pathology  when  it  is  available,  and  then  recommenda- 
tions for  definitive  treatment  made  on  that  basis  would  have 
prevented  the  problems  shown  here. 

Michael  Bouton,  M.D. 

Fort  Smith 
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Acute  Pancreatitis  as  the  First  Manifestation 
of  Hyperparathyroidism  in  an  Otherwise 
Asymptomatic  Patient 

L. A.  Nikolaidis,  M.D.* 

M. N.  Leon,  M.D.** 

N. J.  Paslidis,  M.D.,  Ph.D.*** 


ABSTRACT 

Acute  pancreatitis  as  a manifestation  of 
hyperparathyroidism  (HPT)  has  been  reported  in  the 
literature  but  the  concept  of  causal  relationship  has 
been  disputed.  We  report  a case  of  acute  pancreatitis 
where  the  presence  of  hypercalcemia  led  to  the  diag- 
nosis of  primary  HPT.  No  other  current  risk  factors  for 
pancreatitis  were  identified  and  no  symptoms  of  HPT 
were  present  prior  to  this  episode.  We  review  the  lit- 
erature regarding  the  role  of  HPT  in  the  pathogenesis 
of  acute  pancreatitis. 

INTRODUCTION 

Hypercalcemia  due  to  primary  hyperpara- 
thyroidism (HPT)  has  been  cited  as  a causative  factor 
in  the  pathogenesis  of  acute  pancreatitis  in  the  text- 
books of  Internal  Medicine,  based  upon  previous  re- 
ports in  the  literature1-3,  11  which  demonstrated 
pancreatitis  as  a relative  frequent  complication  of  pri- 
mary HPT  in  the  absence  of  any  other  plausible  etiol- 
ogy. In  the  majority  of  reported  cases,  the  symptoms 
of  pancreatitis  preceded  other  manifestations  of  HPT, 
leading  the  authors  to  the  conclusion  that  pancreatitis 
is  an  important  diagnostic  clue  to  the  early  diagnosis 
of  HPT.  However,  a recent  study10  has  disputed  the 
concept  of  a causal  relationship  between  the  two  dis- 
eases, emphasizing  the  fact  that  even  coexistence  of 
the  conditions  is  lower  than  previously  reported.  We 
report  a case  of  acute  pancreatitis  as  the  first  manifestation 


* Dr.  Nikolaidis  is  with  the  University  of  Connecticut  Primary 
Care  Internal  Medicine  Program  and  New  Britain  General  Hos- 
pital, Dept,  of  Medicine. 

**  Dr.  Leon  is  with  the  University  of  Texas  Medical  School,  Dept, 
of  Medicine  in  Houston. 

***  Dr.  Paslidis  is  affiliated  with  the  White  River  Rural  Health  Center 
in  Arkansas  and  is  a fellow  in  gastroenterology  at  Harvard 
Medical  School. 


of  primary  HPT  and  review  the  literature  related  to 
this  uncertain  issue. 

CASE  REPORT 

A 28-year-old  white  male  presented  with  a 48-hour 
history  of  dull  epigastric  and  periumbilical  pain,  with 
nausea  and  vomiting  of  bilious  fluid  twice  prior  to 
admission.  The  patient  denied  any  other  symptoms, 
including  hematemesis,  melena,  diarrhea,  jaundice, 
or  urinary  symptoms.  Past  medical  history,  family  his- 
tory and  review  of  systems  were  negative.  The  patient 
was  a heavy  smoker  (1  1/2  packs  per  day)  and  reported 
occasional  use  of  marijuana.  He  also  reported  exces- 
sive alcohol  intake  (4-5  drinks  per  day)  for  5-6  years, 
although  he  claimed  to  have  been  sober  for  approxi- 
mately six  months  prior  to  admission.  He  was  on  no 
medications  and  denied  allergies. 

The  patient  was  afebrile  initially,  with  T98  yF.  Heart 
rate  was  100/min.  and  BP  160/100  mmHg.  Clinical  ex- 
amination revealed  epigastric  and  left  upper  quadrant 
tenderness  on  deep  palpation  with  trace  heme  posi- 
tive stool.  Examination  otherwise  was  unremarkable. 

Initial  Laboratory  Data  revealed  BUN  5.71  mmol/L 
(16  mg/dL),  Creatinine  88.4  mol/L  (1.0  mg.dL),  Na  138 
mmol/L,  K 4.3  mmol/L,  Cl  100  mmol/L,  C02  21  mmol/ 
L,  Glucose  6.65  mmol/L  (121  mg/dL),  Magnesium  0.66 
mmol/L  (1.6mg/gL),  Hemoglobin  2.83  mmol/L  (18.3  g / 
dL),  hematocrit  54.7%,  MCV  94.5  fL,  white  blood  count 
14.8x10  /L  (S  81%,  B 14%,  L 2%,  M 3%)  LFT's:  SGOT 
31  IU/L,  SGPT  56  IU/L,  Aik  Phos  95  IU/L,  LDH  164  IU/ 
L,  GGTP  260  IU/L,  Total  Bilirubin  20.5  mol/L  (1.2  mg/ 
dL),  Direct  Bilirubin  11.9  mol/L  (.7mg/dL).  Amylase 
588  IU/L,  lipase  380  IU/L.  ABG  on  room  air:  pH  7.43, 
pC02  35,  p02  87.  Urinalysis  was  negative.  ECG  showed 
sinus  tachycardia  and  chest  x-ray  was  normal.  Abdomi- 
nal x-ray  demonstrated  evidence  of  small  bowel  ileus 
with  a sentinel  loop.  No  calcifications  were  seen  in  the 
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area  of  the  pancreas.  There  were  bilateral  erosions  of 
the  femoral  heads  with  a provisional  radiologic  diag- 
nosis of  aseptic  necrosis  of  the  femoral  heads. 

The  patient  was  admitted  to  the  medical  service 
with  the  presumptive  diagnosis  of  acute  pancreatitis, 
possibly  related  to  alcohol  abuse.  He  had  nothing  by 
mouth,  was  hydrated  with  intravenous  fluids  for  de- 
hydration evidenced  by  tachycardia  and 
hemoconcentration,  and  was  treated  conventionally 
with  meperidine  for  pain  and  promethazine  for  nau- 
sea. He  was  given  intravenous  famotidine  for  possible 
alcohol-related  gastritis.  He  refused  placement  of  a 
nasogastric  tube.  On  the  second  hospital  day  the  pa- 
tient developed  a fever  of  101. 32F,  even  though  his 
abdominal  pain  had  resolved.  Two  blood  cultures  were 
negative.  His  hematocrit  dropped  to  46%  and  he  con- 
tinued to  have  trace  heme  positive  stool.  Abdominal 
ultrasound  demonstrated  a minimal  amount  of  ascites 
and  paralytic  ileus,  consistent  with  pancreatitis.  No 
calcification,  gallstone,  inflammation  of  the  pancreas, 
or  hepatobiliary  obstruction  was  seen.  He  was  given  a 
clear  liquid  diet  which  he  tolerated  well.  Additional 
laboratory  studies  revealed  normal  B12  and  folate  lev- 
els, a normal  lipid  profile,  elevated  calcium  at  3.22 
mmol/L  (12.9  mg/dL),  ionized  calcium  1.54  mmol/L 
(6.16  mg/dl),  phosphorus  0.32  mmol/L  (1.0  mg/dL,  nl 
= 2.3-4.7mg/dL).  His  fever  persisted  but  his  clinical 
condition  was  otherwise  stable.  By  the  third  day,  amy- 
lase and  lipase  started  to  fall  (139,  69  respectively). 
His  diet  was  advanced  to  low  fat,  low  lactose  with 
pancreatic  enzymes  supplementation.  On  the  fourth 
day,  it  was  noted  that  the  patient  ate  well.  Amylase 
and  lipase  improved  further.  He  remained  febrile  to 
101L>F  and  an  abdominal  CAT  scan  demonstrated  a dif- 
fuse pancreatic  phlegmon  involving  the  distal  body 
and  the  tail  of  the  pancreas.  Hepatobiliary  tract  was 
intact.  Repeat  calcium,  phosphorus  and  magnesium 
levels  confirmed  the  initial  values.  Magnesium  and 
phosphorus  were  supplemented. 

The  patient  left  the  hospital  (against  medical  ad- 
vice). He  was  discharged  on  oral  antibiotics 
(ciprofloxacin  and  amoxicillin),  famotidine,  pancreatic 
enzymes  and  magnesium  and  phosphorus  supple- 
ments. A week  later  he  was  free  of  symptoms  and 
afebrile.  He  claimed  compliance  with  his  diet  and  ab- 
stinence from  alcohol  and  drugs.  Subsequent  labora- 
tory values  showed  normal  T4  74.1  mmol/L  (5.7  g/dL 
nl  4-12  g/dL)  and  TSH  1.92  mU/L  (nl  0.46-5  mU/L), 
and  urine  calcium  9.35  mmol  per  day  (374  mg/day,  nl 
2. 5-7. 5 mmol/per  day  or  100-300  mg/day)  ruling  out 
hypocalciuric  hypercalcemia.  Parathyroid  hormone 
level  was  primarily  measured  by  IRMA  assay  (iPTH) 
at  the  level  of  84  ng/L  and  retested  to  reveal  a level  of 
130  ng/L.  (nl  10-65  ng/L),  and  Urine  cAMP  .58  mol/L 
(nl  18-.43  mol/L),  confirming  the  diagnosis  of 
hyperparathyroidism.  Ultrasound  of  the  neck  revealed 


a nodule  at  the  left  lower  lobe  of  his  thyroid  gland. 
The  patient  refused  surgical  exploration  of  the  par- 
athyroid glands  and  he  experienced  another  episode 
of  acute  pancreatitis  three  months  later. 

DISCUSSION 

The  potential  role  of  parathyroid  hormone  in  the 
pathogenesis  of  acute  pancreatic  necrosis  had  been  de- 
scribed in  the  1940's.1  Acute  pancreatitis  may  be  the 
presenting  manifestation  leading  to  the  diagnosis  of 
hyperparathyroidism.2  Five  years  later,  investigators 
from  the  same  center3  presented  further  data  from  62 
cases  supporting  this  relationship  and 
hyperparathyroidism  started  to  appear  among  the 
causes  of  acute  pancreatitis  in  the  standard  textbooks 
of  pathophysiology.4  It  was  known5  that  calcium  en- 
hanced the  activation  of  trypsinogen  to  trypsin  and 
inhibited  autodegradation  of  trypsinogen,  resulting  in 
an  explanation  for  the  pathogenesis  of  pancreatic 
autodigestion  which  occurs  in  acute  pancreatitis. 
Hypercalcemia  was  found  to  be  the  common  factor, 
linking  the  two  medical  conditions,  fully  consistent 
with  reports67  of  acute  pancreatitis  associated  with 
hypercalcemia  resulting  from  other  causes,  e.g.  ma- 
lignancy. An  additional  case5  of  acute  pancreatitis  as  a 
first  manifestation  of  hyperparathyroidism  was  de- 
scribed in  an  adolescent  in  1973.  Other  presentations 
of  pancreatic  insufficiency,  such  as  steatorrhea,  were 
associated  with  hyperparathyroidism  in  the  absence 
of  pancreatitis,9  and  quantitative  tests  of  exocrine  pan- 
creatic function  were  found  to  be  abnormal  in  these 
individuals. 

In  many  of  these  studies,  the  diagnosis  of 
hyperparathyroidism  was  confirmed  histopath- 
ologically  and  surgical  removal  of  the  affected  glands 
frequently  resulted  in  improvement  of  either  symp- 
toms of  acute  pancreatitis  or  manifestations  of  malab- 
sorption syndrome  but  not  of  objective  abnormalities 
of  exocrine  pancreatic  function  tests. 

It  seemed  that  the  role  of  hyperparathyroidism  in 
the  pathogenesis  of  acute  pancreatitis  (via 
hypercalcemia)  had  been  well  established  until  a col- 
lective retrospective  study  from  the  Mayo  Clinic10  ap- 
peared in  1980,  casting  doubt  over  the  hypothesis. 
Review  of  over  1000  charts  led  to  the  conclusion  that 
the  incidence  of  acute  pancreatitis  in  hyperparathyroid 
patients  was  not  significantly  different  from  that  in 
the  general  population.  They  attributed  the  previous 
findings  to  coincidence  and  biased  selection  criteria. 

Over  the  past  six  years,  there  have  been  only  13 
publications  related  to  this  issue,  only  3 of  them1' 11,12 
in  the  English  literature.  The  most  comprehensive  re- 
port, however,  originated  from  Spain11  and  supported 
the  original  idea  of  causal  association  between  the  two 
medical  conditions,  with  hypercalcemia  being  the  common 
feature.  They  reported  7 cases  of  pancreatitis  among 
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86  cases  with  primary  hyperparathyroidism  and  3 cases 
of  pancreatitis  related  to  secondary 
hyperparathyroidism  after  renal  transplantation.  In- 
terestingly, the  authors  included  patients  with  con- 
comitant well-known  risk  factors  for  pancreatitis,  such 
as  alcohol,  gallstones  or  immunosuppressive  therapy, 
emphasizing  the  need  to  exclude  hyperparathyroidism 
even  in  the  presence  of  other  risk  factors.  They  re- 
ported good  outcome  following  parathyroidectomy  in 
80%  of  their  patients,  although  there  were  two  epi- 
sodes of  pancreatitis  postoperatively. 

In  our  case,  the  history  of  alcohol  abuse  and  the 
absence  of  other  symptoms  of  hypercalcemia  threat- 
ened to  lead  us  to  a premature  diagnosis  of  alcoholic 
pancreatitis.  The  atypical  bone  changes  in  the  abdomi- 
nal x-ray  and  the  patient's  denial  of  recent  alcohol  use 
focused  additional  attention  on  the  elevated  serum 
calcium. 

We  conclude  that  measurements  of  calcium  (pref- 
erably ionized),  magnesium  and  phosphorus  are  man- 
datory in  any  patient  hospitalized  with  pancreatitis, 
even  though  there  is  still  some  controversy  in  the  lit- 
erature about  the  relationship  between 
hyperparathyroidism  and  pancreatitis.10  The  diagnos- 
tic approach,  when  hypercalcemia  is  established, 
should  include  thyroid  function  tests,13  malignancy 
work-up  where  appropriate  and  a 24-hour  urine  col- 
lection to  rule  out  hypocalciuric  hypercalcemia.  If  all 
these  are  normal,  a parathyroid  hormone  IRMA  assay 
is  a sensitive  test  to  detect  hyperparathyroidism  and 
should  be  repeated  if  the  first  result  is  borderline.  All 
these,  of  course,  should  not  interfere  with  the  appro- 
priate conventional  treatment  for  acute  pancreatitis.  It 
is  also  noteworthy  that  the  serum  calcium  level,  in 
some  cases  of  pancreatitis,  could  be  depressed  to  de- 
ceptively normal  values  despite  hyperparathyroidism, 
since  pancreatitis  has  been  complicated  with 
hypocalcemia  via  a mechanism  which  is  not  entirely 
understood.  Therefore,  a serum  calcium  level  in  the 
normal  range  in  a patient  with  acute  pancreatitis  does 
not  exclude  the  diagnosis  of  hyperparathyroidism  and 
the  serum  calcium  level  should  be  repeated  when  the 
acute  pancreatic  inflammation  has  subsided.  General 
application  of  such  an  approach  may  result  in  the  ac- 
quisition of  additional  data  which  could  help  define 
whether  hyperparathyroidism  does  indeed  play  a role 
in  the  pathogenesis  of  acute  pancreatitis. 
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Special  Report 


Progress  Report:  Arkansas  Foundation  for 
Medical  Care  As  a Quality  Foundation 

William  E.  Golden,  M.D.* 

Mario  Cleves,  Ph.D.** 

Donna  Didier,  M.Ed.,  R.R.A.*** 

Russell  Brasher,  Ph.D.**** 


The  Heath  Care  Quality  Improvement  Program 
(HCQIP)  brought  together  a new  Arkansas  Founda- 
tion for  Medical  Care  (AFMC)  team  composed  of  es- 
tablished professional  staff  as  well  as  personnel  re- 
cruited specifically  to  implement  the  new  contract.  It 
is  worthwhile  to  reflect  upon  this  new  venture  at  the 
halfway  point  of  the  contract  cycle.  This  communica- 
tion outlines  growth  and  evolution  of  the  Health  Care 
Quality  Improvement  Program  in  Arkansas.  In  par- 
ticular, it  will  address  accumulated  wisdom  and  fu- 
ture directions. 

Early  planning  sessions  focused  on  the  need  to 
create  a philosophic  approach  to  HCQIP  that  would 
result  in  focused  projects,  relevant  to  local  institutional 
constituency.  We  faced  many  unknowns  including  un- 
certainty as  to  the  usefulness  of  a claims  database  in 
designing  educational  projects.  Furthermore,  we  had 
to  create  a mechanism  by  which  we  would  facilitate 
institutional  acceptance  of  PRO  communications  fol- 
lowing an  era  of  moderate  hostility  stemming  from 
the  punitive  nature  of  previous  contracts. 

Early  on,  the  HCQIP  team  realized  that  resources 
and  time  precluded  the  creation  of  local  practice  guide- 
lines. Rather,  from  the  first  we  designed  relevant  au- 
dit criteria  based  on  authoritative  practice  guidelines 
or  the  consistent  findings  of  multiple  clinical  trials. 
We  concomitantly  created  a HCQIP  hospital  response 
form  that  served  three  purposes:  1)  feedback  to  AFMC 
as  to  the  quality  of  the  project,  2)  feedback  as  to  the 
impact  on  quality  improvement  activity  of  statewide 
facilities,  and  3)  feedback  of  suggestions  to  improve 
the  program. 

For  our  first  project,  we  chose  a very  limited  subject, 

* William  E.  Golden,  M.D.,  is  Principal  Clinical  Coordinator  at 
AFMC  and  Associate  Professor  of  Medicine  at  UAMS. 

**  Mario  Cleves,  Ph.D.,  is  Senior  Biostatistician  at  AFMC. 

***  Donna  Didier,  M.Ed.,  R.R.A.,  is  Vice  President  of  Education 
and  Communications  at  AFMC. 

****  Russell  Brasher,  Ph  D.,  is  President  and  CEO  at  AFMC. 


the  recognition  of  angioneurotic  edema  as  a complica- 
tion of  angiotensin  converting  enzyme  inhibitor 
therapy.  This  project  allowed  us  to  inspect  records  of 
all  Medicare  patients  with  this  disorder  that  required 
hospitalization.  Chart  audit  verified  prevalence  in  failed 
recognition  of  this  condition.  The  project  was  a suc- 
cessful initial  venture  because  it  demonstrated  1)  that 
AFMC  could  manipulate  the  database  to  identify  cases 
in  an  efficient  and  effective  manner,  2)  that  we  could 
design  effective  audit  tools,  and  3)  that  clinically  inter- 
esting and  relevant  information,  when  given  to  state- 
wide hospitals,  was  well  received. 

Because  this  disorder  is  relatively  rare,  we  did  not 
focus  on  an  individual  hospital  but  rather  assessed 
statewide  performance.  This  approach  resulted  in 
enough  cases  to  make  valid  conclusions  as  to  the  quality 
of  care  in  Arkansas.  It  also  allowed  us  to  feedback 
information  to  all  state  hospitals  in  a value  neutral 
manner.  That  is  to  say,  we  provided  institutions  with 
a snapshot  of  the  nature  of  care  in  our  state  without 
calling  attention  to  an  individual  provider's  deficien- 
cies. While  this  disorder  is  not  on  anyone's  top  ten  list 
of  critical  diseases,  it  did  involve  a widely  used  drug 
whose  frequently  overlooked  complication  can  be  life 
threatening.  Hospital  personnel  and  their  medical  staffs 
were  uniformly  positive  in  their  response  to  receiving 
this  kind  of  communication.  We  discovered  that  a state- 
wide mailing  of  a clinically  relevant  study  based  on  a 
valid  statistical  sample  with  clear-cut  conclusions  and 
suggestions  for  change  sold  itself  to  recipient  medical 
staffs.  Written  comments  clearly  indicated  that  medi- 
cal staffs  enjoyed  receiving  statistically  based  clinical 
information  and  actively  discussed  the  material  and 
its  impact  on  their  clinical  practice  during  their  ad- 
ministrative meetings. 

This  initial  success  paved  the  way  for  subsequent, 
larger  projects  and  good  community  participation.  We 
continued  to  utilize  statewide  populations  and  created 
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samples  of  randomly  selected  patients  stratified  by 
institutional  characteristics.  This  methodology  provided 
a generic  benchmark  by  which  hospitals  compare  their 
own  performance.  This  approach  has  been  used  in  two 
very  successful  projects  examining  the  use  of  prophy- 
lactic modalities  to  prevent  stroke  in  patients  with  atrial 
fibrillation  and  the  effective  and  efficient  use  of  hep- 
arin in  the  treatment  of  deep  venous  thrombosis.  While 
an  occasional  hospital  has  expressed  interest  in  receiv- 
ing hospital  specific  data,  we  have  found  that  most 
institutions  appreciate  getting  a neutral  benchmark  that 
motivates  the  internal  collection  of  data  for  compari- 
son. We  have  facilitated  this  behavior  by  providing 
relevant  bibliographies,  reprints,  data  abstraction  tools, 
and  technical  assistance  to  any  hospital  so  interested. 
AFMC's  efforts  have  been  very  successful  in  promot- 
ing voluntary  participation  and  has  extended  the  reach 
of  HCQIP  to  all  institutions  with  a modest  expendi- 
ture of  resources.  As  a result,  Bruce  Vladeck  presented 
AFMC  with  a Bureau  Director's  Citation  at  the  1994 
HCFA  PRO  Leadership  Conference  in  Baltimore. 

Highlights  of  some  of  our  projects  follow.  Atrial 
fibrillation  and  stroke  prevention  was  communicated 
to  79  hospitals  with  very  strong  medical  acceptance. 
The  heparin  project  was  communicated  to  79  hospi- 
tals with  43  hospitals  developing  treatment  protocols 
and  clinical  pathways.  Our  perioperative  antibiotic 
project  resulted  in  over  30  hospitals  engaging  in  either 
internal  data  collection  or  quality  improvement  pro- 
grams. We  currently  have  a statewide  project  in  blood 
transfusion  audit  criteria  undergoing  evaluation  and 
dissemination.  Our  radical  prostatectomy  project  did 
not  directly  involve  a hospital,  but  rather  resulted  in  a 
statement  by  the  statewide  urologic  association  on  the 
appropriateness  of  radical  prostatectomy  in  the  very 
old.  An  assessment  of  laparoscopic  cholecystectomy 
has  evolved  into  a statewide  project  involving  the  Ar- 
kansas chapter  of  the  American  College  of  Surgeons 
and  an  assessment  of  the  use  of  this  procedure  state- 
wide. Review  of  IPPB  coding  will  involve  a statewide 
education  information  campaign  concerning  the  ap- 
propriateness of  its  use  even  when  not  coded  for  re- 
imbursement purposes. 

In  order  to  document  quality  improvement  activi- 
ties, we  have  had  to  develop  internal  methods  to  track 
projects  involving  nearly  80  hospitals.  Our  education 
outreach  staff  has  successfully  created  an  information 
grid  that  captures  a hospital's  activity  as  it  assesses 
and  responds  to  F1CQIP  data.  To  analyze  the  impact 
of  our  projects,  we  are  creating  a project  assessment 
scale  to  grade  the  involvement  of  an  individual  facility 
with  a particular  HCQIP  project.  This  rating  grades 
the  institutional  responses  to  the  project's  recommen- 
dation. In  retrospect,  while  not  all  hospitals  have  cre- 
ated formal  CQI  projects,  HCQIP  activity  has  enabled 
many  institutions  for  the  first  time  to  collect  systematic 
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chart  information  for  internal  quality  assessment.  Thus, 
AFMC  has  facilitated  changes  in  hospital  culture  to- 
ward an  acceptance  of  data  driven  quality  improve- 
ment. This  scale  has  been  adapted  by  HCFA  for  as- 
sessment of  projects  throughout  the  country. 

The  above  efforts  have  been  centerpieces  of  HCQIP 
activity  in  Arkansas.  They  have  been  communicated 
to  physicians  in  Arkansas  by  our  eight-page  quarterly 
newsletter.  Nevertheless,  we  have  embarked  on  sev- 
eral other  projects  stemming  from  successful  efforts  in 
other  states  or  suggestions  from  HCFA  to  explore  cer- 
tain topic  areas.  A few  projects  have  focused  on  a small 
number  of  institutions  that  were  found  to  be  outliers 
by  pattern  analysis  or  anecdotal  case  reports.  These 
latter  projects  are  very  important  to  maintain  the  in- 
tegrity of  the  Medicare  program,  but  have  a far  less 
generalizable  application  to  the  provider  community 
as  a whole.  We  expect  that  this  mix  of  original  and 
derivative  statewide  projects  in  combination  with  fo- 
cused outlier  audits  will  continue  into  the  future. 

In  summary,  the  first  18  months  of  HCQIP  has 
positioned  AFMC  whereby  its  information  is  well  re- 
ceived and  respected  by  the  vast  majority  of  facilities 
in  the  state. 

For  the  second  half  of  the  contract,  we  plan  to 
extend  our  project  management  team  and  increase  the 
number  of  contacts  to  participating  hospitals  to  facili- 
tate their  implementation  of  quality  improvement  tech- 
niques within  their  institution.  Projects  currently  in 
the  data  collection  stage  include  statewide  assessment 
of  laparoscopic  cholecystectomy,  and  emergency  room 
treatment  of  hypertension  in  patients  presenting  with 
stroke.  We  also  have  in  protocol  development  projects 
on  advance  directives,  right  heart  catheterization,  con- 
servative therapy  of  breast  cancer,  and  performance 
of  endoscopic  retrograde  cholangiopancreatography. 
AFMC  will  be  a beta  test  site  for  a national  quality 
indicator  module  on  UTI  and  we  are  gearing  up  for  a 
major  educational  effort  for  the  Cooperative  Cardio- 
vascular Project  in  1995.  We  will  conduct  regional  out- 
reach activities  on  these  topics  in  the  year  ahead.  Simi- 
larly, AFMC  has  sponsored  two  statewide  quality  im- 
provement conferences  in  Little  Rock.  Finally,  we  will 
be  developing  a public  education  unit  to  bring  HCQIP 
messages  to  patients  in  Arkansas. 

Clearly,  AFMC  has  had  an  active  18  months  un- 
der the  Health  Care  Quality  Improvement  Program. 
Virtually  every  acute  care  hospital  in  the  state  has  re- 
ceived communications  on  HCQIP  projects  and  most 
have  participated  in  at  least  one  local  improvement 
effort.  AFMC  personnel  have  taken  an  active  role  in 
national  committees  and  symposia  to  share  our  meth- 
odologies and  enthusiasm  for  this  new  contract.  We 
believe  we  have  been  successful  in  forging  new  bridges 
to  the  physician  and  hospital  community  and  are  po- 
sitioned for  even  more  effective  projects  in  the  near 
term  future. 
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Managed  Care: 

Global  or  Local? 


Arkansas  Managed  Care  Organization  Serves 
Local  Partnerships  Providing  Community  Care. 


The  world  of  managed  care  is  expanding,  often 
ignoring  the  benefits  of  local  partnerships  among 
employers,  employees,  doctors  and  hospitals. 
The  global  outlook  suggests  restricted  health  care 
delivered  only  by  those  providers  who  agree  to 
lower  rates  in  return  for  guaranteed  patients. 
Arkansas  Managed  Care  Organization  (AMCO) 
believes  there  is  a better  way  to  reduce  cost  and 
ensure  quality  care. 


Physician's  Practice 
Where  Patients  Live 

AMCO’s  local  partnerships  mean  physicians  can 
still  practice  where  patients  live,  while 
experiencing  practice  growth  through  local 
employer  contracts.  The  link  between  managed 
care  and  community  care  combines  the  benefits 
of  a statewide  network  with  the  security  and 
convenience  of  hometown  medical  attention. 


Health  Care's  Better  Way 

Formed  as  a PPO  in  1994,  AMCO  has  assembled 
a strong  network  of  1,700  local  doctors  and  38 
local  hospitals  covering  75%  of  Arkansas.  Our 
philosophy  for  quality  care  relies  on  these  stable 
local  partnerships  --  run  by  local  boards  made  up 
of  doctors,  hospitals  and  employers  - to  ensure 
access  and  affordability.  And  AMCO  can  provide 
coverage  to  Arkansas’  multi-state  employers 
through  our  national  network. 


For  information  on  local  partnerships  for 
community  care,  call  AMCO  at  1-800-278-8470. 


#10  Corporate  Hill  Drive  • Suite  200  • Little  Rock,  Arkansas  72205  • (501)  225-8470/FAX  (501)  225-7954  • 1-800-278-8470 


AMCO  is  affiliated  with  Arkansas  Medical  Society  Management  Company. 


AAFP 

Family  Physician  of 
the  Year 


Leslie  F.  Anderson,  M.D. 
of  Lonoke,  Arkansas 


Caring , trusting  and 
responsive  are  words 
used  to  describe  Dr. 
Leslie  F.  Anderson  by 
patients , friends  and 
peers.  Patietits  say 
Dr.  Anderson  has 
continually  provett 
himself  as  an 
outstanding  family 
physician.  He 
embodies , as  one 
testimonial  letter 
noted,  "the  heart  and 
soul"  of  family 
practice. 


Leslie  F.  Anderson,  M.D.,  a board  certified  family  physician  practicing  in  Lonoke, 
Arkansas,  has  been  named  the  1996  Family  Physician  of  the  Year  by  the  American  Acad- 
emy of  Family  Physicians  (AAFP). 

"Dr.  Anderson  successfully  mixes  modem  day  medicine  with  the  true  image  of  the 
trusted  family  doctor  of  years  past,"  said  Linda  McGhee,  president  of  the  AAFP's  Ar- 
kansas Chapter.  "We  are  very  honored  and  proud  to  have  Dr.  Anderson  as  the  award 
recipient  representing  the  academy.  He  is  a wonderful  role  model  and  asset  to  our  state." 

Dr.  Anderson  was  nominated  by  the  state  chapter  for  the  national  award  and  had 
previously  been  honored  as  the  Arkansas  Family  Physician  of  the  Year. 

He  was  presented  with  the  national  award  during  the  opening  session  of  the  Con- 
gress of  Delegates  (AAFP's  governing  body),  which  immediately  precedes  the  Academy's 
Annual  Scientific  Assembly,  held  recently  in  Anaheim,  California.  Given  annually  since 
1977,  the  award  is  one  of  the  organization's  highest  honors. 

Each  year  a panel  of  outside  judges  selects  the  award  recipient  based  on  the  follow- 
ing criteria.  The  physician  must  provide  his/her  community  with  compassionate,  com- 
prehensive, and  caring  medical  service;  be  involved  in  community  affairs  and  activities 
that  enhance  the  quality  of  life  of  his/her  home  area;  and  provide  a credible  role  model  as 
a healer  and  human  being  to  his/her  community,  especially,  to  young  physicians  in  train- 
ing and  to  medical  students. 

This  year’s  judges  were:  Congressman  Tom  Cobum,  M.D.  (R-OK),  Patricia  Olsen- 
Mathews,  Producer,  CBS  News  This  Morning;  Dr.  Janelle  Goetchus,  1991  Family  Phy- 
sician of  the  Year;  Dr.  David  Mercy,  President  of  the  Family  Practice  Residency  Direc- 
tors Association;  and  Patsy  Shawver,  Midwest  Regional  Salvation  Army  in  Kansas  City, 
MO. 

Instrumental  in  establishing  the  specialty  of  family  practice  in  1969,  the  Academy 
is  a national  professional  organization  representing  more  than  80,000  family  physicians, 
family  practice  residents  and  medical  students.  The  Academy,  headquartered  in  Kansas 
City,  Missouri.,  is  dedicated  to  providing  quality  continuing  medical  education  to  its 
members. 
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1996  AAFP  Family  Phsycian  of  the  Year 


Personal  Information 

Parents:  I.F.  and  Letitia  Anderson 
Wife:  Cheryl  Roberts  Anderson 
Children:  Rhelinda,  Sissy  and  Kristen 
Resident  of  Lonoke,  Arkansas  since  1950 

Office:  Anderson  Medical  Clinic, 

1310  North  Center,  Lonoke,  AR  72086 

Education  & Credentials 

Graduate  of  Lonoke  High  School 
Graduate  of  Univ.  of  Central  Arkansas  BS-Biology 
Graduate  of  University  of  Arkansas  for 
Medical  Sciences  MD-1971 
Rotating  Internship  St.  Vincent  Infirmary 
Little  Rock,  AR  1971-1972 
Board  Certified  ABFP  - Recertification  thru  1998 
Fellow  AAFP 


Military  Service 

Arkansas  Air  National  Guard  - 198th  TAC 
Recon.  Group 
Clinic  Commander 
Rank  of  Major  1971-1978 
Honorable  discharge  from  Inactive  Reserve  status  - 1993 

Honors 

Appointment  to  State  of  Arkansas  Criminal  Detention  Facilities  Review  Committee  by  then  Governor  Bill  Clinton  - asked  to 
write  program  for  uniform  state  jail  standards 
American  Medical  Association  Physician  Recognition  Award  1995-1996 
Arkansas  Family  Physician  of  the  Year  - 1994-95 
Burgess  Council  - University  of  Central  Arkansas 
Who’s  Who  in  American  Colleges  and  Universities 

Who’s  Who  in  Arkansas  American  Legion  scholarship/citizenship  award  - Senior  year  in  High  School 

Medical  Practice  Profde 

General  family  practice,  limited  surgery 

Practiced  obstetrics  until  1987,  delivered  over  2,000  babies 

Primary  hospital  is  Rebsamen  Regional  Medical  Center  (located  18  miles  from  practice  with  rounds  twice  daily) 

Currently,  Vice  Chief  of  Staff;  Chief  of  Staff  -1981 

Initiated  Bylaw  changes  in  1985  to  form  the  Department  of  Family  Practice  at  Rebsamen 
First  Chief  of  Family  Practice  1985-1986 

Served  on  Rebsamen’s  Planning  Committee  during  construction/expansion 
Presently,  serving  on  Ethics  Committee  and  Home  Health  Advisory  Committee 

Continues  to  make  house  calls  and  nursing  home  calls  (using  his  tackle  box  for  a doctors  bag). 

Miscellaneous 

Serving  on  Arkansas  Activities  Association  Physicians  Advisory  Committee 
Serving  on  Professional  Counseling  Association  Physician  Advisory  Committee 
Lonoke  Junior  and  High  School  team  physician  1976  - present 

Resource  Speaker  for  civics  clubs  and  Lonoke  Public  Schools  - Presenting  programs  on  smoking  cessation,  drug  and  alcohol 

awareness,  AIDS  awareness,  breast  cancer  awareness,  sexually  transmitted  diseases  and  family  planning 

Clinical  preceptor  for  UAMS  - Teaching  medical  students  and  family  practice  residents 

Guest  speaker  at  University  of  Arkansas  at  Little  Rock  Law  School  on  medical  malpractice  issues 

Served  on  both  Junior  and  Senior  High  School  Advisory  Committee  - Lonoke  Public  Schools 

Serving  on  Pharmacy  and  Therapeutics  Committee  for  Health  Advantage  HMO 

Hobbies:  Flying;  have  private  license,  water  skiing,  snow  skiing,  growing  flowers,  model  railroading  and  photography 


Dr.  Anderson  was  recognized  by  the  Arkansas  General  Assembly  on  Oct. 
18  during  Special  Session.  From  left:  Sen.  Jean  Edwards  of  Sherrill;  Rep. 
Billi  Fletcher  of  Lonoke;  Dr.  Anderson  and  his  wife,  Cheryl,  and  Sen.  Jay 
Bradford  of  Pine  Bluff. 
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Special  Article 


Cutting  Red  Tape  on  Clinical  Labs:  Why 
Congress  Should  Deregulate  Doctors 

Sandra  Mahkorn,  M.D.,  M.P.H.* 


INTRODUCTION 

While  Members  of  Congress  try  to  reform  Medi- 
care and  reduce  the  paperwork  burden  on  doctors  and 
patients,  they  also  should  realize  that  doctors'  medi- 
cal laboratories  are  caught  in  a web  of  government  red 
tape  that  adds  billions  of  dollars  to  America's  health 
care  costs.  This  misguided  regulatory  intervention  is 
based  on  faulty  data;  has  caused  the  loss  of  private, 
physician-based  laboratory  testing  by  thousands  of 
doctors  throughout  the  United  States;  and  has  com- 
promised patient  access  to  timely,  high  quality  care 
for  millions  of  Americans.  To  eliminate  unnecessary 
regulation  of  the  health  care  sector  of  the  economy 
and  improve  both  the  productivity  and  efficiency  of 
patient  care.  Congress  should  eliminate  the  burdens 
imposed  on  doctors  by  the  Clinical  Laboratory  Improve- 
ment Amendments  of  1988.  This  can  be  done  easily 
within  the  broader  context  of  Medicare  reform. 

The  Clinical  Laboratory  Improvement  Amend- 
ments of  1988  (CLIA)  constitute  the  nation's  most 
sweeping  regulation  of  physician-based  laboratories. 
Under  CLIA,  doctors  must  submit  to  regulatory  re- 
quirements for  the  simplest  and  most  common  tests 
used  in  the  routine  treatment  of  patients,  including 
tests  for  pregnancy  and  strep  infections.  According  to 
the  Health  Care  Financing  Administration  (HCFA),  the 
U.S.  Department  of  Health  and  Human  Services  (HHS) 
agency  that  administers  Medicare,  Medicaid,  and 
CLIA,  implementation  of  CLIA  adds  between  $1.2  bil- 
lion and  $2.1  billion  annually  to  the  cost  of  performing 
clinical  laboratory  tests  in  doctors'  offices.1  To  the  ex- 
tent that  they  are  aware  of  them  at  all,  most  taxpayers 
probably  think  laboratory  regulations  affect  research 
centers,  hospitals,  or  other  facilities  staffed  by  white- 
coated  researchers  in  sterile  rooms  filled  with  exotic 

* Sandra  Mahkorn,  M.D.,  is  a member  of  the  Heritage 

Foundation  Physicians  Council.  She  served  as  Deputy  Assis- 
tant Secretary  for  Public  Health  Policy  at  the  Department  of 
Health  and  Human  Services  and  on  the  White  House  staff  dur- 
ing the  Bush  Administration. 


equipment.  CLIA  applies  to  these  entities,  but  it  also 
reaches  into  the  two-room  doctor's  office  in  New  York's 
central  Harlem  and  the  private  practice  of  an  internist 
in  Ames,  Iowa.  As  Representative  Bill  Archer  (R-TX), 
Chairman  of  the  House  Ways  and  Means  Committee, 
has  noted: 

The  CLIA  restrictions  have  caused  thousands  of  physi- 
cians to  discontinue  all  or  some  portion  of  essential  clinical 
laboratory  testing  in  their  offices.  This  creates  a barrier  to 
patient  compliance  with  diagnostic  treatment  protocols  and 
causes  patient  inconvenience.  For  example,  for  many  tests  a 
patient  must  be  referred  to  an  outside  laboratory  to  have  a 
specimen  taken  and  tested.  This  poses  a substantial  hardship 
for  many  patients,  most  notably  the  elderly,  the  disabled 
and  families  who  live  in  underserved  areas.  Often  times, 
these  patients  cannot  travel  or  find  someone  to  take  them  to 
these  facilities.  The  result  is  that  they  do  not  obtain  the 
necessary  testing.2 

Doctors  and  hospitals  must  struggle  with  moun- 
tains of  government-generated  paperwork  to  comply 
with  thousands  of  pages  of  rules,  regulations,  and 
guidelines  promulgated  by  the  Health  Care  Financing 
Administration.3  As  Congress  debates  Medicare's  fu- 
ture, particularly  how  to  ensure  its  financial  solvency 
and  stability,  it  also  must  address  the  impact  of  these 
rules  and  regulations  on  doctors,  hospitals,  and  pri- 
vate medical  practice.  Though  responsible  for  only  a 
part  of  this  paperwork  burden,  CLIA's  impact  on  pri- 
vate medical  practice  has  been  significant.  Not  only  is 
it  costly;  it  has  lowered  the  quality  of  patient  care  by 
causing  unnecessary  changes  in  office  practice:  incon- 
venience for  doctors  and  patients  alike,  decreased  pa- 
tient access,  and  diagnostic  delays. 

In  recent  years,  Members  of  Congress  have  begun 
to  rethink  CLIA.  For  example.  Representative  Archer 
and  Senator  Kay  Bailey  Hutchison  (R-TX)  have  intro- 
duced legislation  to  correct  CLIA's  excesses.  Repre- 
sentative Archer's  Clinical  Laboratory  Improvement 
Act  Amendments  of  1995  (H.R.  1386)  would  exempt 
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physicians'  office  laboratories  from  CLIA  rules.  Sena- 
tor Hutchison  has  introduced  similar  legislation  (S. 
877).  To  reform  the  American  health  care  system,  es- 
pecially the  bureaucracy  that  runs  federal  health  pro- 
grams, Congress  should  lift  this  unnecessary  burden 
on  the  expeditious  delivery  of  high-quality  health  care. 

THE  ROOTS  OF  LAB  REGULATION 

CLIA  is  rooted  in  congressional  deliberations  al- 
most thirty  years  ago.  When  Wilbur  Cohen,  Secretary 
of  the  U.S.  Department  of  Health,  Education  and 
Welfare  (HEW),  and  Dr.  D.  J.  Sencer,  Director  of  the 
U.S.  Public  Health  Service's  Communicable  Disease 
Center,  appeared  before  the  House  Committee  on  In- 
terstate and  Foreign  Commerce  on  May  2,  1967,  they 
testified  that  the  error  rate  in  laboratory  testing  was  as 
high  as  25  percent.  Secretary  Cohen's  testimony  also 
included  a sensational  case  of  a woman  who  lost  her 
breast  because  of  a lab  error  that  occurred  in  1936. 

Dr.  F.  William  Sunderman,  noted  pathologist  and 
father  of  the  quality  control  methodology  known  as 
proficiency  testing,4  challenged  Dr.  Sencer's  testimony. 
Along  with  other  noted  pathologists.  Dr.  Sunderman 
questioned  the  statement  that  "erroneous  results  are 
obtained  in  more  than  25  percent  of  all  tests  analyzed." 
Dr.  Sencer  responded  but  included  no  timely  support- 
ing data,  except  for  the  results  of  analyses  done  by  Dr. 
Sunderman  himself  22  years  earlier  in  1945,5  before 
the  laboratory  profession  voluntarily  began  to  conduct 
proficiency  testing. 

Based  on  the  archaic  data  presented  by  HEW  (pre- 
decessor of  today's  HHS)  and  fueled  by  the  political 
intervention  of  Senator  Jacob  Javits  (R-NY)  and  a front- 
page story  in  The  New  York  Times,  Congress  passed  the 
Clinical  Laboratory  Improvement  Amendment  of  1967. 
Members  of  the  professional  medical  community  pro- 
tested. Twenty-two  pathologists  submitted  refuting 
testimony,  delineating  numerous  technical  errors  in 
previous  HEW  testimony,  but  to  no  avail.6 

In  1980,  Dr.  Joseph  Boutwell,  Deputy  Director  of 
CDC's  Bureau  of  Laboratories,  charged  that  there  was 
a 14  percent  error  rate  in  some  of  the  most  commonly 
performed  medical  tests.  Dr.  Boutwell  eventually  ad- 
mitted his  estimates  were  much  too  high,7  but  no  anx- 
ious reporters  were  waiting  to  publish  the  CDC's  re- 
traction of  the  misleading  data.  The  damage  had  been 
done.  Boutwell's  error  laid  the  foundation  for  a gov- 
ernmental grip  on  laboratory  and  medical  practice  that 
became  increasingly  stifling  as  the  1980s  came  to  a close. 

Twenty  years  after  CLIA  '67,  in  1987  and  1988, 
federal  regulation  of  laboratories  again  surfaced  with 
naive  and  sometimes  sensational  articles  in  the  Wall 
Street  Journal,  New  York  Times,  and  Ladies  Home  Journal 
A February  1987  Wall  Street  Journal  article,  "False  Nega- 
tive: Medical  Labs,  Trusted  as  Largely  Error-Free,  Are 
Far  from  Infallible,"  by  Walter  Bogdanich  began,  "It 

284 


was  4:30  a.m.  when  cancer  finally  choked  the  last 
breath  of  life  from  Janice  Johnson.  She  was  34  and  the 
mother  of  two,  and  she  died  never  knowing  why  her 
disease  had  been  so  unforgiving."  Describing  this  and 
several  other  negative  outcomes  of  laboratory  error, 
the  story  railed  against  the  lack  of  government  regula- 
tion of  laboratories,  focusing  on  Pap  Smears  and  shop- 
ping mall  cholesterol  screening.  Members  of  Congress 
held  a frenzy  of  media-oriented  hearings.  Senator  Brock 
Adams  (D-WA)  called  as  a witness  a woman  who  had 
cancer  of  the  cervix,  but  an  expert  reviewer  of  a pre- 
ceding malpractice  suit  indicated  that  no  laboratory 
error  was  involved.8  Unfortunately,  no  HCFA  or  CDC 
witness  ever  acknowledged  that  "not  only  did  they 
already  have  jurisdiction  over  the  so-called  Pap  mills, 
which  they  did  under  CLIA  '67,  but  also  that  they 
could  have  closed  any  one  of  them  at  any  time  if  they 
elected  to  do  so."9 

The  federal  regulatory  locomotive  steamed  along 
with  unrelenting  speed,  and  Congress  passed  CLIA 
'88.  Pamela  Nash,  Director  of  Governmental  Affairs 
for  the  American  Association  of  Clinical  Chemists, 
called  it  "legislation  by  anecdote,  not  by  overwhelm- 
ing evidence,  and  not  by  an  understanding  of  this  very 
complex  and  technical  field."10 

The  scope  of  CLIA  '88  is  daunting.  It  includes  not 
only  the  13,000  laboratories  regulated  by  CLIA  '67,  but 
also  an  estimated  100,000  to  150,000  physician  office 
labs.  CLIA's  real  significance,  however,  lies  not  in  its 
numerical  reach,  but  in  its  jurisdictional  impact.  For 
the  first  time.  Congress  established  federal  authority 
to  regulate  the  practice  of  medicine,  and  the  regula- 
tory regime  expanded  dramatically.  Sponsored  by  Rep- 
resentative John  Dingell  (D-MI),  the  eight-page  bill  led 
to  1,600  pages  of  bureaucratic  regulation  after  a three- 
and-a-half  year  gestation  period. 

Congress  gave  the  Department  of  Health  and 
Human  Services  the  authority,  under  CLIA,  to  regu- 
late laboratory  testing  tools  and  procedures  employed 
in  a physician's  office.  The  agency  responsible  for  draft- 
ing the  regulations  was  HHS's  Health  Care  Financing 
Administration.  Despite  the  fact  that  many  simple  and 
accurate  technologies  would  qualify  for  a certificate  of 
waiver  because  so  many  of  these  tests  "have  an  insig- 
nificant risk  of  an  erroneous  result"  or  "pose  no  rea- 
sonable risk  of  harm  to  the  patient  if  per-formed  in- 
correctly,"11 only  nine  tests  were  exempt. 

Moreover,  HCFA  has  not  proven  to  be  a model  of 
flexibility  in  granting  waivers.  As  a result,  the  same 
paperwork  that  is  required  of  the  megalabs  is  required 
of  individual  physicians. 

Physician  laboratories  that  perform  only  an  occa- 
sional test  for  mononucleosis  now  must  conduct  two 
additional  control  specimens,  tripling  the  cost  of  the 
test.  Proficiency  testing12  is  required  for  all  tests  regardless 
of  where  they  are  performed.  The  list  of  regulatory 
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requirements  is  considerable  and  has  prompted  a cot- 
tage industry  of  physician  office  lab  consultants.  As 
Michael  Jahn,  senior  editor  of  the  Medical  Laboratory 
Observer,  has  noted,  "With  or  without  extra  school- 
ing, CLIA  is  providing  a sizable  number  of  laboratonans 
with  new  career  options.  Nearly  one-third  of  respon- 
dents (30%)  report  that  they  or  a colleague  in  their 
laboratory  have  begun  acting  as  a consultant  to  POL' s 
(physician  office  labs)  as  a result  of  CLIA."13  Few  busy 
physicians  could  keep  up  with  the  reams  of  regula- 
tions and  the  frequent  revisions  and  additions  gener- 
ated by  regulators.  In  a letter  to  the  White  House 
shortly  after  the  regulations  were  issued,  an  Iowa  doc- 
tor poignantly  described  his  dilemma:  "I  have  taken 
what  little  time  I have  and  consulted  laboratory  per- 
sonnel, laboratory  directors  in  larger  hospitals,  paid 
and  sent  for  materials  explaining  the  standards,  and 
spent  several  thousand  dollars  in  equipping  and  chang- 
ing our  laboratory  to  meet  many  of  the  regulations 
that  are  impacting  our  office  at  this  time."14 

The  final  HHS  regulations,  drafted  by  HCFA  offi- 
cials, became  effective  at  the  end  of  1992.  In  1993,  how- 
ever, it  appeared  that  even  members  of  the  Clinton 
Administration  recognized  that  CLIA  was  an  unnec- 
essary burden.  Initial  drafts  of  Hillary  Clinton's  health 
care  reform  proposal,  leaked  in  September  1993,  would 
have  provided  substantial  "CLIA  relief."  But  as  the 
health  care  reform  debate  intensified,  concessions  to 
powerful  liberals  in  Congress  led  to  the  unraveling  of 
any  CLIA  reform  efforts  on  the  part  of  the  Adminis- 
tration. 

In  the  meantime,  thousands  of  physicians  have 
dosed  their  simple  labs;  numerous  on-site  testing  kits 
and  devices,  once  in  the  pipeline,  have  been  scrapped; 
and  countless  patients  have  fallen  victim  to  diagnostic 
delays  or,  in  some  areas,  to  complete  lack  of  access  to 
simple,  on-site  diagnostic  technology.  Ironically, 
though  CLIA  '88  mandated  on-site  proficiency  testing 
for  technicians  interpreting  Pap  smears — the  very  prob- 
lem that  generated  the  legislation — this  testing  still  has 
not  been  implemented. 

A LAW  IN  SEARCH  OF  A PROBLEM 

A Personal  Observation.  One  day,  after  an  ex- 
tended weekend  vacation,  I returned  to  my  office  a 
little  early,  knowing  that  I would  be  facing  a five-day 
pile  of  mail.  While  sifting  through  test  results  that  had 
been  returned,  I came  across  a positive  strep  screen. 
The  patient's  throat  had  been  only  slightly  infected, 
and  I had  performed  a throat  culture  that  was  sent  out 
to  the  reference  lab.  Had  this  been  1991,  I would  have 
performed  a simple  strep  screen,  realized  treatment 
was  needed,  and  sent  her  on  her  way,  prescription  in 
hand.  She  had  gone  untreated  for  five  days,  but  had 
not  developed  rheumatic  fever.  She  was  lucky,  and  I 
was  relieved.  Months  earlier,  we  had  been  advised  by 
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hospital  laboratory  consultants  that  it  would  be  better 
to  eliminate  any  test  that  the  CLIA  bureaucrats  con- 
sidered "moderately  complex"  because  the  cost  of  com- 
plying would  be  too  high.  Since  we  served  the  poor 
and  the  Medicaid  population,  we  knew  the  projected 
threefold  price  increase  for  doing  strep  screens  under 
CLIA  would  be  prohibitive.  I thought  back  to  my  ex- 
perience in  Africa  several  years  earlier.  My  patients 
there  had  access  to  more  on-site  testing  than  patients 
in  my  inner-city  clinic  in  1995.  Moreover,  my  practice 
was  not  unique.  A January  1994  article  in  the  Journal  of 
the  American  Medical  Association  indicated  that  because 
of  CLIA,  almost  a quarter  of  all  pediatricians  had 
stopped  or  had  planned  to  stop  office  testing  for  strep 
infections.15 

The  1988  legislation  mandated  that  five  studies  re- 
lating to  the  relevance  and  impact  of  CLIA  be  con- 
ducted by  1990, 16  two  years  before  the  final  regula- 
tions were  issued.  One  mandate  required  HHS  to  ex- 
amine the  validity,  reliability,  and  accuracy  of  profi- 
ciency testing,  something  physicians'  office  labs  now 
must  perform  three  times  a year,  and  at  considerable 
cost,  for  each  non-waived  test  they  conduct  on-site. 
Today,  proficiency  testing  is  a multimillion-dollar  busi- 
ness, with  most  of  the  testing  performed  by  the  Col- 
lege of  American  Pathologists.  Another  mandate  re- 
quired an  examination  of  the  "extent  and  nature  of 
problems  in  the  diagnosis  and  treatment  of  patients 
caused  by  inaccurate  laboratory  test  results."17  By  the 
time  the  final  regulations  were  published  in  1992,  not 
one  of  these  studies  had  even  been  initiated;  HHS  of- 
ficials complained  no  funds  had  been  allocated.  Fed- 
eral bureaucrats  were  unwilling  or  unable  to  spend  a 
few  million  dollars  to  conduct  research  that  might  have 
guided  the  regulatory  pen.  Nonetheless,  HHS  officials 
had  no  hesitancy  about  charging  ahead  with  a final 
regulation  that  would  cost  consumers  billions  of  dol- 
lars. 

In  1992,  after  issuance  of  the  final  regulation,  the 
Archives  of  Pathology  and  Laboratory  Medicine  conducted 
a literature  search  to  determine  the  impact  of  labora- 
tory errors.  The  "bottom  line"  question  was  whether 
testing  errors  that  occurred  in  physicians'  offices  be- 
fore CLIA  '88  resulted  in  negative  health  outcomes  for 
patients.  The  question  could  not  be  answered  because 
the  data  did  not  exist.  Only  one  hospital-based  study 
even  examined  the  impact  of  testing  errors.  Of  the  328 
patients  involved  in  those  incidents,  not  one  was 
"harmed."18  No  true  outcomes  data  existed  for  physi- 
cians' offices. 

In  other  words,  there  are  no  data  showing  that 
patients  are  harmed  as  a result  of  testing  in  the 
physician's  office  as  opposed  to  a reference  lab.  In  fact, 
recent  evidence  collected  by  the  Ambulatory  Sentinel 
Practice  Network  (ASPN)  suggests  that  sending  speci- 
mens off-site  for  analysis  may  increase  the  likelihood 
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of  lab  error.19  Consistent  with  earlier  research,  the 
ASPN  found  that  83.4  percent  of  lab  test-related  prob- 
lems occurred  before  or  after  actual  performance  of 
the  test  itself  (pre-  or  post-analytical);  75  percent  of  all 
identified  problems  occurred  in  tests  referred  to  an 
outside  laboratory.  Of  the  ten  problems  judged  to  have 
a significant  impact  on  patient  care,  half  occurred  be- 
cause specimens  were  delayed  or  lost — hazards  related 
to  transporting  specimens  to  outside  labs.  The  logical 
interpretation:  Because  fewer  tests  are  performed  on 
site,  more  negative  outcomes  are  likely. 

RISING  COSTS 

CLIA  was  not  supposed  to  add  to  America's  tax 
burden,  but  recent  HHS  budgets  have  seen  millions  of 
dollars  allocated  to  various  agencies  for  CLIA-related 
costs.  Because  physicians  and  laboratories  must  as- 
sume the  many  extra  costs  attached  to  CLIA,  charges 
are  likely  to  be  passed  on  to  working  families,  adding 
to  the  health  care  cost-shifting  they  already  experience 
from  Medicare  and  Medicaid.  Of  course,  HCFA  offi- 
cials know  this:  "The  final  rule  will  significantly  in- 
crease the  operating  expenses  of  the  nation's  labora- 
tory industry — perhaps  by  as  much  as  6%  per  year. 
Most  laboratories  will  successfully  pass  on  these  cost 
increases  to  patients  and  other  consumers  of  their  ser- 
vices."20 Officials  felt  they  could  even  predict  how 
"willing"  the  public  was  to  pay  the  extra  costs:  "We 
project  that  non-poor  American  households  may  be 
willing  to  pay  anywhere  from  5 percent  to  25  percent 
more  for  laboratory  services...."21  At  the  same  time, 
however,  "many  physician  offices  may  see  their  labo- 
ratory costs  increase  by  10  percent  or  more — and  the 
cost  of  an  average  test  rise  in  excess  of  a dollar."22 
HCFA's  glib  analysis  reflects  government's  failure  to 
understand  "real  world  America."  With  medical  over- 
head costs  already  running  over  60  percent  and  tens 
of  millions  of  uninsured  unable  to  pay  for  basic  health 
care,  CLIA  has  forced  tens  of  thousands  of  physicians' 
office  labs  to  curtail  their  operations  or  shut  down  alto- 
gether. 

Though  HCFA  officials  acknowledged  that  CLIA 
would  add  $1.2  billion  to  $2.1  billion  to  America's  health 
care  cost  burden  in  1994  alone,  and  even  more  in  later 
years,23  they  failed  to  account  for  many  other  cost  factors: 

X Abrupt  changes  in  practice  patterns  and  the  num- 
ber of  POLs  that  would  cease  operation; 

X The  cost  of  return  visits  to  have  test  results,  previ- 
ously often  available  at  the  time  of  the  initial  visit, 
explained  and  a treatment  regimen  advanced  or  initiated; 

X Unnecessary  hospitalizations  and  emergency  room 
visits  when  a physician  cannot  perform  certain  tests 


in  the  office  because  of  excessive  administrative  and 
regulatory  costs; 

X Increased  morbidity  and  complication  rates  from 
diagnostic  delays  and  difficulties  in  notifying  patients 
of  serious  problems  because  tests  now  are  sent  out 
and  the  results  not  returned  until  at  least  the  next  day;  and 

X The  dramatic  market  shift  that  would  make  this 
new  technology  inaccessible. 

Yet  these  officials  did  not  hesitate  to  impose  a 
multibillion-dollar  regulatory  burden  even  though 
"These  cost  increases  may  reduce  the  ability  of  certain 
already-financially  burdened  providers  to  deliver  ser- 
vices, and  of  the  poor,  uninsured,  and  underinsured 
to  obtain  needed  care."24  And  they  showed  no  hesita- 
tion over  imposing  substantial  administrative  "hassles" 
even  though  "there  exists  no  irrefutable  evidence  dem- 
onstrating that  the  clinical  laboratories  or  public  health 
status  will  improve  tangibly  under  our  regulation."25 
Even  HCFA  officials  concede  that  CLIA  rules  are  ex- 
pensive. But,  given  the  dramatic  change  in  physician 
office  labs  and  the  testing  device  industry,  it  may  be 
impossible  to  quantify  their  broad  financial  impact. 

ADDITIONAL  PAPERWORK  FOR 
DOCTORS 

An  ancillary  benefit  of  the  national  debate  on  the 
future  of  Medicare,  the  huge  and  financially  troubled 
government  insurance  program  that  covers  approxi- 
mately 38  million  elderly  and  disabled  Americans,  is 
that  taxpayers  finally  are  learning  about  the  mountain 
of  paperwork  generated  by  this  bureaucratic  system. 
According  to  Nancy  Dickey,  M.D.,  a practicing  family 
physician  and  Vice  Chair  of  the  Board  of  Trustees  of 
the  American  Medical  Association  (AMA),  "It  has  been 
estimated  that  physicians  now  spend  over  25  percent 
of  their  time  processing  paperwork  and  complying  with 
the  technical  requirements  of  an  unending  blizzard  of 
Medicare  regulations.  This  is  time  that  could  be  used 
more  productively  treating  patients."26  This  burden  has 
been  growing  without  interruption  for  many  years.  In 
a survey  conducted  by  Louis  Harris  and  Associates  on 
behalf  of  the  Physician  Payment  Review  Commission 
(PPRC),  an  independent  panel  that  advises  Congress 
on  physician  payment  in  the  Medicare  program,  seven 
out  of  ten  physicians  expressed  deep  concern  over 
administrative  "hassles"  and  further  expressed  the 
view  that  "red  tape"  is  worse  in  Medicare  than  in  any 
other  insurance  plan,  including  managed  care  plans 
and  Medicaid.27 

CLIA's  regulations  are  making  matters  even  worse, 
yet  there  is  no  evidence  additional  lab  regulations, 
paperwork  requirements,  costs,  inspections,  and  pro- 
ficiency testing  improve  the  quality  of  medical  care. 
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The  Texas  Medical  Association  surveyed  Texas  physi- 
cians in  1994  to  determine  whether  they  felt  CLIA 
improved  quality.  Sixty-eight  percent  said  "no,"  and 
only  7 percent  responded  affirmatively.  An  American 
Association  of  Dermatology  survey  yielded  even  more 
striking  results:  97  percent  of  respondents  saying  CLIA 
did  not  improve  accuracy  and  82  percent  expressing 
the  opinion  that  CLIA  "reduced  the  overall  quality  of 
care."  These  sentiments  are  not  confined  to  doctors. 
According  to  a 1994  survey  published  in  Medical  Labo- 
ratory Observer,  "Roughly  two  out  of  three  laboratorians 
feel  CLIA  has  failed  to  improve  the  quality  of  patient 
care  and  has  adversely  affected  the  clinical  laboratory 
profession."28 

Some  professional  medical  organizations  have  at- 
tempted to  help  physicians  comply  with  CLIA  rules 
by  publishing  "How  To"  manuals.  These  manuals, 
often  inches  thick,  describe  the  tedious  documenta- 
tion required  under  CLIA.  Keeping  up  can  be  a full- 
time job.  HCFA's  voluminous  regulations  constantly 
germinate  and  spawn  revisions,  retractions,  and  addi- 
tions. The  Texas  Medical  Association  analyzed  the  la- 
bor and  administrative  overhead  resulting  from  imple- 
mentation of  CLIA  and  discovered  that  added  costs 
average  $10,000  per  year  per  physician  office  lab  site, 
with  one  three-person  practice  running  additional  costs 
of  $36,000. 29 

CLIA'S  IMPACT  ON  MEDICAL 
PRACTICE 

Taxpayers  should  realize  that,  in  principle,  CLIA 
'88  represents  a profound  change  in  federal  policy.  It 
is  the  first  time  the  government  has  succeeded  in  plant- 
ing its  foot  in  the  physician's  office  to  regulate  the 
everyday  practice  of  medicine.  This  forerunner  of  gov- 
ernment-run medicine  should  not  be  dismissed  lightly. 

Physicians  consider  testing  devices  "tools  of  the 
trade"  in  much  the  same  sense  as  a stethoscope,  blood 
pressure  cuff,  or  thermometer.  They  use  laboratory 
tests  to  confirm  what  they  already  expect  as  a result  of 
their  clinical  judgment.  An  ophthalmoscope  is  an  in- 
strument a physician  uses  to  look  at  the  back  of  a 
patient's  eyeball.  What  the  doctor  sees  there  can  re- 
veal many  things  about  the  patient.  In  principle,  a 
physician's  use  of  a microscope  to  look  at  blood  from 
that  same  patient  should  be  regulated  no  more  than 
his  use  of  an  ophthalmosscope  or  a stethoscope.  All 
are  tools  that  allow  the  physician  to  develop  a more 
complete  picture  of  the  patient.  The  ironies  are  innu- 
merable. A dermatologist  may  inspect  a skin  lesion 
with  a magnifying  glass  or  under  a special  fluorescent 
light  (Wood's  lamp),  but  scraping  off  a few  flakes  of 
skin  to  examine  under  a microscope  is  a federally  regu- 
lated lab  activity.  But  most  patient  laboratory  testing 
errors  are  not  caused  by  the  testing  device  or  proce- 
dure itself  (7.3  percent);  they  are  attributable  to  events 
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occurring  before  (preanalytic,  45.5  percent)  or  after 
(postanalytic,  47.2  percent)  the  test  itself  was  per- 
formed.30 

Lab  Closures.  It  is  estimated  that  50  percent  of  all 
laboratory  testing  occurs  on  an  out-patient  basis.  Be- 
fore CLIA  '88,  physician  office  laboratories  were  the 
most  rapidly  expanding  segment  of  the  laboratory  in- 
dustry, representing  about  half  of  all  outpatient  lab 
testing  in  1986. 31  The  projected  annual  growth  rate  for 
this  sector  was  about  16  percent  through  1990. 32  Ac- 
cording to  recent  CDC  data,  of  an  annual  total  of  4.2 
billion  tests  physicians'  offices  now  perform  294  mil- 
lion per  year,  or  only  7 percent  of  the  total.33  Pre-CLIA 
projections  were  for  2.7  billion  tests  performed  in  phy- 
sicians' offices.34  By  all  estimates,35  the  1994  CDC  data 
represent  a dramatic  departure  from  predictions  just  a 
few  years  earlier  and  have  stunning  implications  for 
the  future  of  the  market.  The  American  Academy  of 
Family  Physicians  noticed  a particularly  steep  drop. 
When  asked,  "Do  you  perform  any  clinical  laboratory 
tests  in  your  office?"  only  78.9  percent  responded  that 
they  did.  A few  years  earlier,  the  same  question  elic- 
ited a 93  percent  affirmative  response.36 

The  1994  Texas  Medical  Association  study  found 
that  CLIA's  impact  was  greatest  among  the  primary 
care  specialties.  Thirty  percent  of  Texas  family  physi- 
cians and  general  practitioners,  19  percent  of  pediatri- 
cians, and  20  percent  of  OB/GYNs  have  closed  their 
labs  because  of  CLIA,37  while  57  percent  of  OB/GYNs, 
family  physicians,  and  GPs  and  59  percent  of  pediatri- 
cians have  stopped  doing  some  tests  because  of  CLIA. 
The  American  Academy  of  Dermatology  found  the 
same  thing  when  it  surveyed  its  members  at  a Febru- 
ary 1995  conference:  75  percent  of  dermatologists  had 
eliminated  testing  altogether  or  cut  the  number  of  tests 
they  did  in  their  offices,  while  82  percent  felt  CLIA  led 
to  a reduction  in  the  overall  quality  of  care.38 

Factors  other  than  CLIA,  such  as  the  growth  of 
managed  care,  are  often  cited  as  responsible  for  this 
shift  in  practice  patterns.  However,  in  a survey  of  fam- 
ily physicians,  among  those  who  felt  their  in-office 
testing  capabilities  were  insufficient  to  meet  the  needs 
of  their  patients,  "too  much  government  red  tape"  was 
mentioned  by  over  90  percent  as  the  main  reason.39 

Advances  in  lab  technology  were  promising  be- 
fore CLIA  '88.  The  development  of  highly  accurate  test 
kits  and  devices,  as  simple  to  use  as  home  pregnancy 
testing  devices  and  home  blood  sugar  monitors,  was 
skyrocketing.  These  testing  devices  were  subject  to 
rigorous  FDA  approval  standards.  But  with  imposi- 
tion of  CLIA  '88,  potential  markets  for  the  promising 
new  technology  quickly  disappeared.  Some  large  com- 
panies abruptly  changed  course.  Some  persevered, 
finding  new  markets  for  their  on-site  diagnostic  tests 
in  European  and  Third  World  countries. 

Consider  the  computer  industry.  In  the  beginning, 
there  were  the  big  mainframes.  Giant  computer 
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"brains"  were  needed  to  store  masses  of  data  that  now 
can  be  stored  in  a small  shoe  box-size  container  that 
fits  comfortably  beneath  a desk.  Data  entry  was  te- 
dious and  depended  on  keypunch  operators  and  stacks 
of  manila  cards  with  various  patterns  of  rectangular 
holes.  Extracting  and  manipulating  data  was  equally 
challenging,  requiring  a sophisticated  understanding 
of  computer  language.  Problems  were  common.  Com- 
puters required  a special  expertise.  Over  the  past  two- 
and-a-half  decades,  however,  computers  have  become 
efficient,  "user  friendly,"  and  relatively  problem  free. 
Even  children  have  become  computer  literate,  fail-safe 
systems  have  eliminated  data  loss  crises,  and  machines 
that  once  required  moving  vans  can  be  tucked  away 
in  the  side  compartment  of  a carry-on  bag. 

But  imagine  that  as  the  technology  improved,  as 
it  became  smaller  and  simpler  to  use,  as  it  became 
available  to  the  average  person,  the  federal  govern- 
ment required  all  purchasers  and  users  of  the  new 
laptops  to  purchase  and  possess  a license  to  use  them, 
to  keep  log-in  records,  and  to  be  inspected  and  tested 
on  their  ability  to  use  correctly  each  item  of  software 
they  loaded  onto  their  hard  drives.  That,  in  effect,  is 
what  CLIA  ' 88  has  done  to  the  clinical  laboratory  com- 
munity. As  the  technology  has  become  more  accurate, 
user  friendly,  and  available  to  the  primary  care  physi- 
cian, costly  regulations  and  red  tape  have  caused  tens 
of  thousands  of  physicians  to  lock  up  their  labs. 

Not  all  lab  tests  are  subject  to  the  rigors  of  CLIA. 
Nine  are  "waived."  Three  of  these  are  available  to  the 
public  for  home  use,  three  were  invented  before  World 
War  II,  and  the  urine  dipstick  test  has  been  available 
for  well  over  three  decades.  CLIA'  s "Complexity 
Model"  indicates  that  the  new  technology  is  what 
should  worry  Americans.40 

Strep  throat  screens,  for  example,  have  been  la- 
beled "moderately  complex"  even  though  they  are  as 
simple  to  perform  as  home  pregnancy  tests.  A 1992 
study  published  in  the  Journal  of  the  American  Medical 
Association  found  that  sixth  and  seventh  grade  students 
in  the  Augusta,  Georgia,  public  schools  were  able  to 
perform  this  test  with  95  to  100  percent  accuracy  on 
their  first  attempt  after  reading  the  directions.41 

Because  their  performance  was  so  successful  on 
the  first  try,  the  study  was  unable  to  demonstrate  a 
learning  curve.  CDC's  "moderate  complexity"  rank- 
ing, for  this  test  and  for  others  using  the  same  tech- 
nique, has  resulted  in  abandonment  of  on-site  labs  in 
thousands  of  physicians'  offices  across  the  United 
States. 

Such  results  and  incongruities  call  CDC's  entire 
complexity  model  into  question.  This  model  depends 
on  subjective  ratings  of  testing  devices  against  several 
arbitrary  criteria.  Despite  its  far-reaching  impact,  how- 
ever, federal  bureaucrats  never  tested  its  real-world 
validity  and  reliability  before  it  was  imposed  on  the 
testing  device  marketplace  and  physicians'  offices. 


The  CLIA  Police.  The  CLIA  police  were  out  in 
force  this  past  year.  Thousands  of  physicians'  offices 
were  cited  for  violations,  the  vast  majority  of  which 
were  procedural  and  paperwork  irregularities  irrelevant 
to  patient  care.  Penalties  for  noncompliance  can  be  as 
high  as  $10,000  a day.  While  the  fines  on  doctors  can 
be  onerous,  in  many  cases  the  inspectors  themselves 
do  not  know  the  first  thing  about  patient  care.  A New 
York  dermatologist,  for  example,  was  surprised  to  find 
that  he  was  being  inspected  by  a former  patient  who 
had  been  an  unemployed  engineer. 

Unquestionably,  the  federal  regulatory  police  did 
find  deficiencies  in  the  labs.  But  the  vast  majority  were 
classic  bureaucratic  transgressions  related  to  neglected 
paperwork  and  documentation  errors:  a missing  sig- 
nature, for  example,  or  the  lack  of  procedure  manuals 
(which  no  one  consults  anyway).  Just  as  CLIA  regula- 
tory policy  promotes  the  "dark  ages"  of  testing  tech- 
niques, it  also  represents  a throwback  to  the  dark  ages 
of  quality  management.  Modern  quality  management 
addresses  outcomes.  In  not  one  instance  can  CDC  of- 
ficials say  with  certainty  that  adhering  to  any  aspect 
of  this  strangulating  body  of  regulation  improves  the 
outcome  for  the  patient. 

REGULATING  WITHOUT  SCIENTIFIC 
CONSENSUS 

Within  the  scientific  community,  a great  deal  of 
discord  exists  regarding  CLIA.  In  the  multimillion- 
dollar  proficiency  testing  business,  for  example,  manu- 
facturers of  laboratory  "instruments  and  reagent  sys- 
tems design  and  then  manage  and  control  the  manu- 
facturing process  to  ensure  consistent  results  on  fresh, 
human  specimens."  But  there  are  a number  of  flaws 
in  the  proficiency  testing  program.  One  is  that  materi- 
als sent  to  physicians'  offices  to  test  the  accuracy  of 
their  results  frequently  are  taken  from  chickens  or  cows, 
often  are  frozen  and  thawed  numerous  times,  and  fre- 
quently have  to  be  reconstituted  when  received.42 

Even  the  founder  of  proficiency  testing,  Dr.  F. 
William  Sunderman,  opposes  using  it  as  a regulatory 
device.43 

Proficiency  testing  was  never  intended  to  be  a regu- 
latory tool.  No  existing  studies  link  better  scores  on 
proficiency  testing  to  improved  patient  outcomes. 
Many  scientists  have  raised  questions  about  the  very 
nature  of  proficiency  testing  specimens  (analytes).  Pro- 
ficiency testing  specimens  that  are  accurate  for  one 
type  of  machine  often  are  not  appropriate  for  another. 
Often,  these  analytes  are  non-human  materials.  For 
example,  measuring  a physician's  ability  to  perform 
accurate  testing  on  chicken  blood  has  become  the  im- 
portant regulatory  measure  of  excellence,  but  medical 
device  manufacturers  sought  to  develop  on-site  test- 
ing devices  that  would  perform  best  on  fresh  human 
serum.  Now  promotion  of  their  products  depends 
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more  on  passing  proficiency  tests  on  chicken  sera  than 
on  accuracy  in  testing  human  blood. 

Cutting  Services.  CLIA  1988  unquestionably  has 
dampened  and  even  deadened  on-site  laboratory  test- 
ing and  the  promise  it  held.  Because  of  the  formidable 
regulatory  costs  and  the  realization  that  patients  and 
the  health  care  system  cannot  afford  any  additional 
financial  burden,  physicians  have  closed  and  cut  back 
on  many  services  they  once  offered  their  patients,  in 
many  cases  for  free  or  at  "break  even"  rates.  Testing 
devices  are  relegated  to  dark  corners  on  storage  shelves, 
and  microscopes  have  been  boxed.  To  escape  CLIA's 
costly  embrace,  and  to  be  classified  as  a "waivered" 
lab,  doctors  often  have  traded  1990s'  technology  for 
pre-World  War  II  models  like  copper  sulfate  hemoglo- 
bin analyses  and  centrifuge-generated  hematocrits. 

But  patients  are  the  real  losers.  The  ultimate  fi- 
nancial burden  generated  by  the  additional  costs  of 
paying  for  cholesterols  and  strep  cultures  performed 
in  outside  laboratories  rests  with  them.  They  must 
endure  the  unavoidable  delays  that  result  from  send- 
ing specimens  off  site,  or  the  preanalytic  and 
postanalytic  errors  that  make  up  the  bulk  of  labora- 
tory testing  problems.  They  have  to  take  more  time 
off  from  work.  They  have  to  pay  "Elderbus"  fares  for 
return  visits  that  now  have  to  be  scheduled  to  discuss 
test  results  after  they  have  come  back  from  outside 
labs. 

But  no  data  show,  and  no  scientific  research  con- 
firms, that  a major  national  problem  ever  existed.  The 
inconsistencies  in  the  federal  "complexity  models"  and 
"quality  standards"  are  apparent.  A 20  percent  failure 
rate  is  acceptable  in  screening  for  cervical  cancer,  but 
an  elevated  cholesterol  level  must  be  more  accurate 
than  most  physicians  feel  is  necessary  to  make  treat- 
ment decisions.  Even  worse,  the  problem  that  initi- 
ated this  federal  fiasco — erroneously  read  Pap  Smears — 
still  has  not  been  addressed.  Despite  the  specific  at- 
tention given  to  this  problem  in  the  original  legisla- 
tion, on-site  proficiency  testing  for  this  cytology  test 
has  not  even  been  started. 

THE  BUREAUCRACY'S  EXCUSES 

The  office  of  the  HHS  Inspector  General  (IG)  re- 
cently conducted  a study  to  determine  whether  CLIA 
resulted  in  laboratory  availability  problems  for  Medi- 
care patients.  The  conclusion:  "The  CLIA  appears  not 
to  have  affected  physician  ability  to  secure  laboratory 
services  for  their  patients."44 

This  report  represents  a stunning  lack  of  under- 
standing of  the  important  issues  surrounding  CLIA. 
Instead  of  addressing  the  effects  of  CLIAs  its  conclu- 
sion deals  with  physicians'  efforts,  despite  regulatory 
obstacles,  to  secure  needed  health  services  for  their 
patients.  But  the  lack  of  availability  of  tests  was  never 


the  issue.  No  one  said  patients  would  not  be  able  to 
obtain  tests;  Americans  no  longer  depend  on  the  pony 
express,  and  medical  tests  can  be  sent  to,  or  performed 
at,  reference  laboratories.  The  issues  that  were  not  ad- 
dressed are  precisely  the  ones  that  should  have  been: 
issues  that  relate  to  increased  inconvenience,  increased 
costs,  lack  of  immediate  access  to  test  results,  conse- 
quent treatment  delays  and  the  need  for  follow-up  vis- 
its, and — most  important — the  inevitably  decreased 
quality  of  care  and  increased  morbidity. 

In  other  words,  the  IG's  study  failed  to  address 
the  very  issue — quality  of  care — that  formed  the  im- 
petus for  the  Clinical  Laboratory  Improvement  Amend- 
ments. It  also  failed  to  analyze  CLIA's  impact  on  phy- 
sician practice  patterns  after  the  final  regulations  took 
effect.  Surveys  by  professional  organizations  indicate 
that  CLIA's  major  impact  on  physician  practice  oc- 
curred after  the  final  regulation  took  effect  in  late  1992. 45 

Hence,  the  data  regarding  the  impact  on  physi- 
cian office  practice  prior  to  that  time  are  irrelevant. 

The  IG  did  find  that  "CLIA  appears  to  have  some 
effect  on  the  volume  and  types  of  tests  being  billed  by 
POLs.  Shifts  from  moderate  and  high  complexity  to 
waived  testing  procedures  are  evident...."46 

But  that  finding  is,  in  effect,  an  admission  that 
physicians  have  returned  to  pre-World  War  II  tech- 
nologies. Most  of  the  highly  accurate,  new  on-site  tests 
are  out  of  reach  for  the  "waivered"  site. 

Consider  what  would  happen  if  the  HHS 
bureaucracy's  reasoning  were  applied  in  any  other 
sector  of  the  national  economy.  Suppose,  for  example, 
that  a large  plant  employing  two  thousand  workers 
closes  down  because  the  owners  cannot  afford  to  com- 
ply with  regulations  requiring  them  to  remove  asbes- 
tos from  sealed  encasements  and  inside  walls.  No  sci- 
entific study  has  shown  that  encased  asbestos  poses 
any  harm  to  humans,  but  publicity  related  to  deaths 
among  asbestos-exposed  shipyard  workers  spills  over 
to  cause  a rash  of  regulations  not  supported  by  fact. 
Two  thousand  workers  lose  their  jobs,  but  a govern- 
ment study  determines  that  the  regulation  has  had  no 
significant  impact  because  95  percent  of  these  displaced 
laborers  find  work  within  two  years.  The  lesson  is 
simple:  Those  who  ask  the  wrong  questions  get  irrel- 
evant answers. 

CONCLUSION 

Congress  can  return  to  reason  in  regulating  clini- 
cal labs.  Already,  new  Members  are  re-thinking  how 
federal  regulation  has  been  implemented  in  the  past. 
Cost-benefit  analyses  are  being  considered  before  any 
new  layers  of  regulation  are  imposed.  Existing  regula- 
tions are  being  reexamined  for  reasonableness  and 
scrutinized  for  need.  The  fact  that  hundreds  of  bil- 
lions of  dollars  are  taken  from  hard-working  consumers 
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because  of  regulatory  costs  added  to  the  price  of  goods 
and  services  finally  is  being  taken  seriously. 

Fortunately,  CLIA's  regulatory  burdens  on  doc- 
tors and  impact  on  patients  have  attracted  attention  in 
both  the  House  and  Senate.  In  the  House,  Bill  Archer 
and  dozens  of  his  colleagues  are  leading  the  effort  to 
reintroduce  some  sense  and  sanity  to  this  issue.  Rep- 
resentative Archer  has  introduced  H.R.  1386,  the  Clini- 
cal Laboratory  Improvement  Act  Amendments  of  1995, 
and  Kay  Bailey  Hutchison  and  colleagues  are  spon- 
soring a similar  bill,  S.  877,  in  the  Senate.  Congress 
can  release  the  physician's  office  from  a set  of  costly 
and  unnecessarily  restrictive  rules  that  amount  to  regu- 
lation in  search  of  a problem.  By  changing  policy. 
Congress  can  change  the  environment  in  a way  that 
benefits  both  doctor  and  patient. 
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Loss  Prevention 


Recertification  - A Real  Hazard 


J.  Kelley  Avery,  M.D.* 

Case  Report 

The  patient  was  an  extremely  obese  man  in  his 
mid-60's  who  came  to  the  emergency  room  (ER)  phy- 
sician complaining  of  sudden,  very  severe  pain  in  the 
left  side  of  the  abdomen.  The  patient  characterized  it 
as  having  a "pulling"  or  "stretching"  quality.  He  gave 
no  history  of  nausea,  vomiting,  or  diaphoresis.  He  had 
been  a heavy  smoker  (one  to  two  packs/day)  for  40 
years;  his  alcohol  consumption  was  only  social  and 
rare.  He  had  been  obese  for  his  entire  adult  life,  but 
had  gained  some  weight  in  the  last  six  months.  His 
father  had  a "heart  attack"  at  age  55,  but  lived  to  the 
advanced  age  of  94.  His  mother  had  died  in  childbirth 
when  he  was  small. 

The  physical  examination  revealed  an  obese  man 
who  gave  his  weight  as  over  250  lb.  His  blood  pres- 
sure was  elevated  at  180/100  mm  Hg.  The  examination 
of  the  abdomen  was  unremarkable  except  for 
hypoactive  bowel  sounds,  some  tenderness  in  the 
lower  left  side,  and  marked  obesity.  The  abdomen  was 
said  to  be  markedly  distended  but  no  masses  could  be 
palpated  and  there  was  no  mention  that  auscultation 
had  been  done.  Blood  pressures  were  not  taken  in  the 
legs  and  there  was  no  mention  of  peripheral  pulses.  A 
rectal  examination  was  normal. 

Since  the  pain  had  been  sudden  and  severe,  and 
due  to  the  difficulties  in  evaluating  this  very  obese 
man,  he  was  admitted  to  the  hospital  for  further  study 
and  observation.  The  admission  laboratory  tests  were 
unremarkable.  The  urine  was  normal.  The  CBC  showed 
a mild  leukocytosis  of  13,600/cu  mm  with  a normal 
differential.  The  RBC  count  was  reported  at  4.700/cu 
mm  with  the  PCV  41.4%  and  the  hemoglobin  13.6  gm/ 
dl.  Chemistries,  liver  enzymes,  and  serum  lipids  were 
all  within  the  normal  limits.  The  patient's  routine 
medications,  Indocin  for  gouty  arthritis,  and  Lasix  for 
mild  hypertension,  were  continued,  and  Demerol  was 
ordered  for  pain. 

The  attending  physician  suspected  large  bowel 
disease  and  ordered  upper  and  lower  bowel  studies. 
He  asked  that  stool  be  checked  for  blood.  The  patient's 
pain  was  severe  enough  to  require  narcotics  for  relief. 
Reports  of  these  studies  showed  only  a hiatal  hernia 
and  some  diverticula  in  the  colon,  without  evidence 
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of  diverticulitis. 

The  patient  continued  to  have  abdominal  pain  re- 
quiring narcotics.  Periodic  blood  pressures  were  sys- 
tolic 150  to  180  mm  Hg  and  diastolic  100  to  110  mm 
Hg.  An  abdominal  ultrasound  revealed  possible  gall- 
stones but  no  other  abdominal  masses.  The  patient 
had  no  stools,  thus  the  occult  blood  studies  were  not 
reported. 

On  the  third  hospital  day,  the  attending  physi- 
cian received  a call  from  the  medical  director  repre- 
senting the  patient's  insurance  carrier,  stating  that  since 
he  was  not  receiving  any  intravenous  fluids,  etc.,  his 
insurance  would  not  cover  him  beyond  that  day;  thus 
the  patient  needed  to  be  discharged  the  following 
morning.  The  physician  had  initially  called  the  carrier 
and  suggested  to  the  nurse  to  whom  he  spoke  that  his 
patient  needed  more  time  in  the  hospital.  A discharge 
order  was  written  for  that  day.  The  physician's  dis- 
charge note  reflected  the  conversations  with  the  in- 
surance company. 

The  patient  was  taken  to  his  car,  but  before  he 
could  get  in,  he  collapsed.  In  the  ER,  he  again  com- 
plained of  abdominal  pain,  but  this  time  on  the  right 
side  in  the  upper  quadrant.  There  was  tenderness  in 
the  RUQ  but  no  rebound  tenderness.  Bowel  sounds 
were  said  to  be  present.  Rectal  examination  was  nor- 
mal. The  stool  on  the  examining  glove  was  described 
as  yellowish-brown  and  almost  liquid.  He  was  again 
admitted  with  the  diagnosis  of  abdominal  pain. 

The  attending  physician  asked  for  an  internist  to 
evaluate  his  patient  at  this  time.  The  patient  complained 
bitterly  of  inability  to  void,  which  had  not  been  a promi- 
nent part  of  his  previous  admission.  Catheterization 
yielded  about  20  ml  of  urine,  with  some  improvement 
in  the  pain.  The  consultant  wrote  on  the  ER  record, 
"plan  to  admit,  hydrate,  and  observe."  The  patient 
was  transferred  from  the  ER  to  the  floor.  The  nurse 
wrote,  "In  no  acute  distress.  Skin  warm,  color  OK. 
Complaints  of  lower  abdominal  pain."  About  ten  hours 
after  admission,  at  5:00  a.m.,  the  patient  complained 
that  the  Foley  catheter  did  not  feel  like  it  was  working. 
At  this  time  the  urine  was  described  as  "amber."  Pedal 
pulses  were  felt  bilaterally  by  the  nurse  but  were  said 
to  be  "weak." 

On  the  morning  rounds,  the  internist  wrote  that 
the  admission  hematocrit  was  down  to  29%,  the  pain 
was  better,  and  that  he  was  awaiting  the  old  chart  in 
order  to  compare  with  the  previous  hematocrit.  He 
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ordered  an  anemia  study.  The  patient  related  his  con- 
tinuing abdominal  pain  to  the  inability  of  the  Foley 
catheter  to  empty  his  bladder  and  the  lack  of  a bowel 
movement. 

These  complaints  continued  throughout  the  day. 
The  anemia  study  revealed  only  the  low  hematocrit 
and  hemoglobin.  An  enema  given  about  10  p.m.  the 
second  night  of  this  hospital  admission  yielded  "golf 
ball-like"  stool  with  "much  relief." 

The  following  morning,  the  hemoglobin  and  he- 
matocrit were  continuing  to  fall.  The  hematocrit  was 
24%  and  the  hemoglobin  8.0  gm/dl.  The  continuing 
complaints  relative  to  emptying  the  bladder  and  the 
continued  obscurity  of  the  origin  of  the  pain  led  the 
consultant  and  the  attending  physician  to  request  an 
evaluation  by  a urologist.  The  history  was  reviewed, 
as  was  the  admission  examination.  An  IVP/cystogram 
was  planned. 

In  the  early  evening  hours  the  preparation  for  the 
IVP  was  begun.  The  patient  had  experienced  pain 
during  the  night  but  had  obtained  some  relief  from  a 
K-pad.  He  requested  the  bedpan,  complained  of  se- 
vere abdominal  pain,  and  collapsed.  No  blood  pres- 
sure could  be  obtained.  The  code  team  was  called. 

The  internist  came  to  the  hospital  and  called  for 
the  vascular  surgeon  who  came,  transferred  the  pa- 
tient to  the  operating  room,  and,  after  intubation  and 
induction,  opened  the  abdomen  to  find  a ruptured 
abdominal  aneurysm.  At  least  4,000  ml  of  blood  were 
present  in  the  abdomen.  The  aorta  was  replaced  from 
below  the  renal  arteries  to  the  iliac  bifurcation,  the 
blood  was  replaced,  and  the  patient  came  off  the  table  alive. 

He  suffered  throughout  the  postoperative  period 
from  hypoxic  encephalopathy,  respiratory  distress,  and 
renal  failure.  He  recuperated  some,  being  able  to  be 
up  in  a wheelchair  and  about  six  weeks  after  surgery 
was  transferred  to  a rehabilitation  unit  in  the  hospital. 
For  another  six  weeks  he  seemed  to  be  slowly  improv- 
ing. About  ten  weeks  after  the  initial  admission,  at  10 
p.m.  the  patient  asked  for  the  bedpan.  He  suddenly 
stated  that  he  "feels  funny."  The  blood  pressure  be- 
gan immediately  to  drop,  the  respiration's  increased, 
and  the  pulse  rate  became  faster.  He  became  progres- 
sively short  of  breath,  requiring  increasing  oxygen.  The 
blood  pressure  was  barely  audible  at  60  mm  Hg  sys- 
tolic. The  patient  was  transferred  from  the  rehabilita- 
tion unit  to  the  ER  for  monitoring.  Despite  intrave- 
nous fluids,  controlled  respiration,  vasopressor,  and 
other  supportive  measures,  the  patient  died  about  five 
hours  after  the  sudden  onset  of  dyspnea.  The  consult- 
ant believed  a pulmonary  embolus  had  caused  his  death. 

Loss  Prevention  Comments 

It  is  easy  to  second-guess  the  attending  physician 
and  the  consultant  in  this  case.  This  was  an  exceedingly 
tough  case  to  figure  out.  The  patient  was  markedly 
obese,  and  his  abdominal  findings  were  atypical  de- 
spite his  obesity.  The  ultrasound  had  not  revealed  any 
masses  consistent  with  an  AAA.  The  pedal  pulses  were 


said  to  be  present  but  "weak."  The  symptoms  refer- 
able to  the  urinary  tract  and  the  constipation  were,  to 
say  the  least,  confusing.  Between  the  first  and  the  sec- 
ond admission,  the  abdominal  pain  changed  from  the 
lower  left  side  to  the  upper  right  side.  The  consultant 
did  not  have  the  previous  chart  in  order  to  see  quickly 
that  the  hematocrit  had  fallen  precipitously.  Perhaps 
the  physicians  "chased  rabbits"  with  bowel  studies  and 
urological  procedures,  but,  again,  that  is  easy  to  say 
from  this  perspective. 

One  must  wonder  what  would  have  happened  had 
the  patient  not  been  discharged.  At  least,  the  rupture 
and  collapse  would  probably  have  occurred  under  more 
controlled  conditions.  More  than  likely,  the  attending 
physician  and  the  consultant  would  have  arrived  at  a 
vascular  diagnosis  with  a little  more  time  to  study  this 
very  confusing  patient.  What  can  we  learn?  It  must  be 
obvious  from  this  record  that  the  attending  physician 
did  not  agree  that  this  patient  was  a candidate  for  dis- 
charge when  he  received  the  "word"  from  the  medical 
director  of  the  patient's  insurance  carrier  that  his  pa- 
tient would  not  be  covered  beyond  that  day.  It  must 
be  a principle  that  we  do  what  is  clinically  appropriate 
for  the  patient  regardless  of  what  the  insurance  com- 
pany says.  The  source  of  payment  for  the  hospital  and 
ourselves  must  be  secondary  to  our  clinical  judgment. 
We  must  not  let  anyone,  including  the  patient,  pres- 
sure us  into  doing  otherwise! 
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Cardiology  Commentary  and  Update 


Brent  Robinson,  M.D.* 
J.  David  Talley,  M.D.** 


PERICARDIAL  EFFUSION 


INTRODUCTION 

A pericardial  effusion  is  a frequent  manifestation 
of  severe  underlying  disease.  A heightened  sense  of 
clinical  awareness  is  essential  to  recognize  this  poten- 
tially treatable  condition.  We  review  the  differential 
diagnosis,  clues  to  diagnosis,  and  therapeutic  options 
of  this  condition. 

PATIENT  PRESENTATION 

A 47-year-old  female  presented  to  the  emergency 
department  with  a 5-day  history  of  increasing  dyspnea 
on  exertion,  cough,  and  mild  chest  discomfort.  The 
patient  had  a history  of  hypothyroidism  and  a symp- 
tomatic pericardial  effusion  required  pericardiocentesis 
in  1994.  She  had  not  taken  the  prescribed  thyroid  re- 
placement medication. 

The  patient  was  admitted  to  the  coronary  care  unit. 
Nonspecific  T-wave  abnormalities  were  seen  on  the 
electrocardiogram.  There  was  moderate  cardiomegaly 
on  the  anterior-posterior  chest  x-ray.  An 
echocardiogram  showed  a large  pericardial  effusion 
(Figure  1).  The  thyroid  stimulating  hormone  was  mark- 
edly elevated  at  162  idU/mL  (normal:  0.4-3. 6 wIU/mL). 
The  pericardial  effusion  was  felt  to  be  secondary  to 
myxedema.  Thyroid  replacement  therapy  was  pre- 
scribed and  she  was  discharged  home  after  several 
days  in  the  hospital. 

DISCUSSION 

Etiology.  The  differential  diagnosis  of  a pericar- 
dial effusion  is  extensive  and  includes  myxedema,  post- 
myocardial  infarction,  uremia,  cancer,  infection,  connective 

* Dr.  Robinson  is  a Fellow  in  Cardiovascular  Disease,  UAMS. 

**  Dr.  Talley  is  Professor  of  Internal  Medicine  & Associate  Director, 

Division  of  Cardiology,  UAMS. 


tissue  disorders,  radiation-induced,  trauma,  and  medi- 
cations. The  patient  presented  had  a large  pericardial 
effusion  secondary  to  myxedema.  A pericardial  effu- 
sion in  myxedema  is  noted  in  one-third  of  the  patients.1 
Slow  lymphatic  drainage  and  increased  capillary  per- 
meability with  protein  extravasation  is  the  etiology  of 
the  pericardial  and  pleural  effusions,  ascites,  and 
edema.2  The  pericardial  effusion  seen  with  myxedema 
may  become  quite  large.  However,  they  usually  do 
not  cause  symptoms  and  regress  slowly  with  thyroid 
replacement  therapy. 

The  pericardial  effusion  due  to  myocardial 
infarction  is  seen  in  approximately  17-25%  of  patients 
and  is  more  common  in  anterior  and  larger  infarcts.3 
The  reabsorption  rate  often  takes  several  months. 

A pericardial  effusion  is  a common  manifestation 
of  uremia.  While  occasionally  seen  in  association  with 
uremic  pericarditis,  an  asymptomatic  effusion  is  seen 
in  approximately  one-half  of  uremic  patients  undergo- 
ing dialysis  and  is  related  to  volume  overload  with 
resulting  congestive  heart  failure.4-5 

The  pericardial  effusion  due  to  cancer  is 
serosanguineous  or  hemorrhagic.  Although  almost  any 
malignant  neoplasm  may  involve  the  pericardium,  lung 
and  breast  cancers,  leukemia,  and  lymphomas  are  the 
most  common  etiologies.6 

Infectious  pericarditis  may  cause  a pericardial  ef- 
fusion. Common  etiologies  include  tuberculous,  virus, 
bacteria,  and  fungus.  The  incidence  of  tuberculous 
pericarditis  has  decreased  within  the  past  three  de- 
cades due  to  effective  chemotherapy  and  public  health 
surveillance.  However,  the  emergence  of  acquired 
immune  deficiency  syndrome  has  lead  to  an  increase 
in  the  incidence  of  tuberculous  pericarditis  and  effu- 
sion in  this  patient  population.7 

Pencardial  disorders  commonly  accompany  connective 
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tissue  disorders  and 
present  as  acute  or 
chronic  pericarditis 
with  an  effusion. 

Scleroderma  is  the 
most  connective  tis- 
sue disorder  with 
pericardial  involve- 
ment (about  60%  of 
cases)  followed  by 
systemic  lupus 
erythematosus  (44%), 
mixed  connective  tis- 
sue disease  (30%), 
rheumatic  arthritis 
(24%),  and  poly  myosi- 
tis/derma tomyositis 
(11%). 8 

Diagnosis  - Physical 
Examination.  The  di- 
agnosis of  a pericar- 
dial effusion  requires 
a heightened  degree  of  clinical  suspicion  followed  by 
echocardiographic  confirmation.  Small  or  moderate 
effusions  may  be  asymptomatic  and  are  not  accompa- 
nied by  distinctive  physical  findings.  The 
intrapericardial  pressure  is  frequently  elevated  in  larger 
effusions  and  will  cause  cardiac  compression  and 
tamponade.  The  development  of  increased 
intrapericardial  pressure  seen  with  a pericardial  effu- 
sion is  related  to  the  absolute  volume  of  the  effusion, 
the  rate  of  fluid  accumulation  and  the  physical  charac- 
teristics of  the  pericardium  itself.  With  slow  fluid  ac- 
cumulation, the  pericardium  will  stretch  and  the  peri- 
cardial sac  can  hold  up  to  two  liters  without  an  in- 
crease in  intrapericardial  pressure.  However,  the 
unstretched  pericardial  sac  will  hold  only  80-200  ml  of 
fluid  before  the  intrapericardial  pressure  rises  precipi- 
tously with  cardiac  compression.  Large  effusions  may 
also  compress  adjacent  structures  with  associated 
symptoms  of  dysphagia  from  esophageal  compression, 
dyspnea  from  lung  compression,  hiccups  due  to 
phrenic  nerve  compression,  or  hoarseness  secondary 
to  recurrent  laryngeal  nerve  compression.  The  symp- 
toms and  signs  of  cardiac  tamponade  include  pulsus 
paradoxus,  a decline  in  systemic  arterial  pressure,  el- 
evation of  the  systemic  venous  pressure,  and  a quiet 
heart  on  auscultation. 

Diagnosis  - Laboratory  Testing.  On  chest  x-ray,  the 
cardiac  silhouette  may  appear  enlarged  with  a water 
bottle  shape.  The  electrocardiogram  may  reveal  non- 
specific findings  of  a reduction  in  QRS  voltage  and 
flattening  of  the  T wave  as  fluid  accumulates  within 
the  pericardial  space.  Electrical  alternans  suggest  the 
presence  of  a massive  pericardial  effusion  and  pericar- 
dial tamponade.  An  echocardiogram  will  accurately 


localize  and  assess  the 
size  of  the  pericardial 
effusion.  Echocardio- 
graphy will  also  show 
right  atrial  and  ven- 
tricular compression 
before  symptomatic 
pericardial  tampon- 
ade develops  with 
hemodynamic  dete- 
rioration. 

Management. 
The  management  of  a 
pericardial  effusion 
depends  on  the  pres- 
ence of  hemodynamic 
compromise  due  to 
increased  intraperi- 
cardial pressure  and 
the  nature  of  the  un- 
derlying disease. 
Pericardiocentesis  is 
indicated  for  symptomatic  relief  of  cardiac  compres- 
sion or  diagnosis  of  a pericardial  fluid  of  uncertain 
etiology.  Pericardiocentesis  can  be  performed  safely 
using  echocardiographic  or  fluoroscopic  guidance  in 
the  catheterization  laboratory. 
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Figure  1:  A large  pericardial  effusion  is  seen  in  the  parasternal  long  axis 
(left)  and  apical  4-chamber  (right)  echocardiographic  views  in  a patient  with 
profound  hypothyroidism.  Arrows  outline  the  pericardial  effusion.  (Figure  cour- 
tesy of  Nancy  Patterson,  RN,  RCMS). 
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Prenatal  WIC  Participation  Related  to 
Medicaid  Cost  Savings  and  Infant  Health  Outcomes 


A series  of  recent  studies  conducted  by 
Mathematica  Policy  Research,  Inc.,  has  examined  the 
effects  of  prenatal  participation  in  the  WIC  Program 
on  several  variables.  The  variables  studied  included 
projected  Medicaid  savings  and  health  indicators  such 
as  average  birthweight,  low  and  very  low  birthweight 
rates  and  infant  mortality. 

WIC,  the  Special  Supplemental  Nutrition  Program 
for  Women,  Infants  and  Children,  is  intended  to  im- 
prove the  health  of  infants  and  children  by  preventing 
or  ameliorating  the  effects  of  inadequate  or  inappro- 
priate nutrition  on  childbearing  women  and  young 
children  under  the  age  of  five  years.  WIC  provides 
specific  foods,  nutrition  education  and  referrals  to  other 
services  including  other  health  providers.  Women  are 
encouraged  to  breastfeed  their  infants,  and  staff  re- 
ceive training  in  breastfeeding  promotion  and  support. 
WIC  eligibility  is  limited  to  pregnant,  breastfeeding  or 
postpartum  women,  infants  and  children  with  house- 
hold income  at  or  below  185%  of  the  federal  poverty 
guidelines  who  have  a nutritional  need. 

The  database  for  these  studies  was  constructed  by 
matching  women  with  Medicaid  claims  for  themselves 
or  their  newborns  with  health  records  files.  These  files 
were  then  matched  to  WIC  Program  files  to  create  two 
subsets  of  data:  women  who  had  participated  in  WIC 
while  pregnant  and  those  who  had  not.  Analyses  were 
then  performed  comparing  outcome  variables  for 
women  who  did  and  did  not  participate  in  the  WIC 
Program  prior  to  delivery.  Analyses  were  performed 
separately  for  each  state  because  of  differences  between 
states  in  Medicaid  income  eligibility  levels,  policies 
which  limited  Medicaid  payments,  percent  of  births 
to  teenagers,  percent  of  pregnant  women  receiving 
late  or  no  prenatal  care  and  other  variables  frequently 
associated  with  negative  birth  outcomes.1 

States  in  the  studies  were:  Florida,  Minnesota, 
North  Carolina,  South  Carolina  and  Texas.  All  Medic- 
aid covered  births  in  the  first  six  months  of  1988  were 
used  for  Texas  and  records  for  all  of  1987  for  the  other 


states.  Over  94,000  women  and  90,000  newborns  were 
included  in  the  analyses. 

Minnesota  had  the  highest  income  eligibility  lev- 
els for  Medicaid  (88%  of  the  federal  poverty  guide- 
lines) and  Texas  the  lowest  at  33%  of  poverty.  South 
Carolina  had  the  most  births  to  teenagers  and  Minne- 
sota the  lowest.  South  Carolina  had  the  highest  per- 
centage of  women  below  100%  of  poverty  and  Minne- 
sota the  smallest  percentage.  South  Carolina  had  the 
highest  percentage  of  women  receiving  late  or  no  pre- 
natal care  and  Minnesota  the  lowest  percentage.  South 
Carolina  had  the  highest  percentage  of  Medicaid  eli- 
gible women  receiving  WIC  prenatally  and  Florida  the 
lowest.1 

The  effects  of  the  adequacy  of  prenatal  care  was 
statistically  controlled  in  estimating  the  effects  of  pre- 
natal WIC  participation  on  all  outcome  variables.  Those 
women  who  participated  in  WIC  prenatally  had  in- 
fants with  significantly  higher  average  birthweights 
and  a lower  rate  of  low  birthweight  ( Table  l).13  In  all 
states  the  effects  of  WIC  participation  on  average 
birthweight  was  positive  and  was  significant  except 
for  full  term  births  in  Minnesota.1 

The  most  dramatic  WIC  effects  on  birthweight  were 
observed  in  the  differences  attributable  to  WIC  partici- 
pation on  the  birthweights  of  preterm  infants  and  the 
incidence  of  very  low  birthweight.1 3 Minnesota  was 
the  only  state  in  which  WIC  participation  had  no  ef- 
fect on  the  rate  of  very  low  birthweight  infants.3  For 
women  enrolling  in  WIC  by  30  weeks  gestation,  the 
estimated  reduction  in  the  percent  of  live  births  with 
very  low  birthweights  was  0.6  percent  for  Florida,  1.7 
percent  for  North  Carolina  and  2.1  and  0.9  percent  for 
South  Carolina  and  Texas  respectively.  When  you  con- 
sider that  the  percentage  of  all  Medicaid  infants  with 
very  low  birthweight  ranged  from  1.9  in  Minnesota  to 
2.9  in  North  Carolina,  these  reductions  are  substan- 
tial.3 

WIC  participation  was  also  significantly  related  to 
longer  gestational  age  and  reduced  incidence  of  preterm 
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TABLE  1 

ESTIMATED  EFFECTS  OF  PRENATAL 
WIC  PARTICIPATION  ON  BIRTHWEIGHT 


AVERAGE  BIRTHWEIGHT  (grams) 

INCIDENCE 
OF  LOW 
BIRTHWEIGHT 

ALL 

BIRTHS 

PRETERM 

BIRTHS 

FULL  TERM 
BIRTHS 

Florida 

With  WIC  Program 

Without  WIC  Program 

Estimated  Effect  of  WIC  Participation 

3,225 

3,152 

73* 

2,602 

2,452 

150* 

3,313 

3,284 

29* 

9.5 

12.8 

-3.3* 

Minnesota 

With  WIC  Program 

Without  WIC  Program 

Estimated  Effect  of  WIC  Participation 

3,312 

3,261 

51* 

2,342 

2,204 

138* 

3,398 

3,382 

16 

7.8 

10.0 

-2.2* 

North  Carolina 

With  WIC  Program 

Without  WIC  Program 

Estimated  Effect  of  WIC  Participation 

3,179 

3,062 

117* 

2,669 

2,430 

238* 

3,276 

3,234 

42* 

11.1 

16.2 

-5.1* 

South  Carolina 

With  WIC  Program 

Without  WIC  Program 

Estimated  EfTect  of  WIC  Participation 

3,134 

3,021 

113* 

2,602 

2,343 

259* 

3,222 

3,192 

30* 

11.7 

16.8 
-5.1* 

wfth^VIC  Program 

Without  WIC  Program 

Estimated  EfTect  of  WIC  Participation 

3,231 

3,154 

77* 

2,834 

2,669 

165* 

3,306 

3,283 

25* 

8.8 

12.2 

-3.4* 

Devaney.  et  al:  The  Savings  In  Medicaid  Costs  for  Newborns  and  Their  ♦ significance  Level  = .01 

Mothers  From  Prenatal  Participation  In  the  WIC  Program,  Vol.l . 1 990 


TABLE  2 

ESTIMATED  EFFECTS  OF  PRENATAL  WIC  PARTICIPATION 
ON  INFANT  MORTALITY  RATES  OF  MEDICAID  NEWBORNS 
(Rate  per  1000  Live  Births) 


WITHOUT 

WIC 

WITH 

WIC 

DIFFERENCE 

Florida 

11.9 

8.3 

3.6* 

Minnesota 

14.0 

12.8 

1.2 

North  Carolina 

21.3 

12.9 

8.4* 

South  Carolina 

36.0 

8.8 

27.2* 

Texas 

11.1 

7.1 

4.0* 

DeVaney  and  Schlrm,  Infant  Mortality  Among  Medicaid  Newborns  • sgniflcance  Level  = .01 

In  Five  States:  The  Effects  of  Prenatal  WIC  Participation,  May,  1993 


TABLE  3 

ESTIMATED  BENEFIT-  FULL  CLAIM  COST  RATIOS  FOR  MEDICAID  REIMBURSMENTS 
ASSOCIATED  WITH  PRENATAL  PARTICIPATION  IN  THE  WIC  PROGRAM* 


Estimated 
Savings  in 
Medicaid 
Costs 

Estimated 
Prenatal  WIC 
Cost  per 
Participant 

Estimated 
Benefit- 
Cost  Ratios 

Florida 

Newborns  and  Mothers 

$376 

$196 

$1.92 

Minnesota 

Newborns  and  Mothers 

$636 

$151 

$4.21 

North  Carolina 

Newborns 

$907 

$191 

$4.75 

Newborns  and  Mothers 

$753 

$191 

$3.94 

South  Carolina 

Newborns  and  Mothers 

$736 

$232 

$3.17 

Texas 

Newborns 

$601 

$202 

$2.98 

Newborns  and  Mothers 

$519 

$202 

$2.57 

DeVaney,  et  al,  The  Savings  In  Medicaid  Costs  tor  Newbomsand  Their  * Medteald  reimbursements  were 

Mothers  From  Prenatal  Participation  In  the  WIC  Program,  Vol.  1 , 1 990  ,of  c|aims  (or  treatment  begun  in 

the  1st  60  days  ot  delivery. 


births.1  Since  any  prenatal  participation  in  WIC 
was  used  as  the  criterion  for  WIC  participation, 
it  was  difficult  to  interpret  these  outcomes  as 
effects  or  causes  of  the  relationship. 

WIC  participation  by  30  weeks  gestation  was 
related  to  a reduced  incidence  of  infant  mortal- 
ity in  all  states  except  Minnesota  ( Table  2). 4 Esti- 
mated WIC  effects  were  stronger  for  neonatal 
mortality  than  postneonatal  mortality.  Prenatal 
care  accounted  for  significant  differences  in  all 
states  with  stronger  effects  on  postneonatal  mor- 
tality. Self-selection  in  WIC  participation  (only 
26.6%  of  Medicaid  births  had  no  WIC  participa- 
tion) and  lower  incomes  may  help  account  for 
the  larger  WIC  effects  in  South  Carolina.4 

Estimated  savings  in  Medicaid  paid  claims 
for  newborns  and  mothers  for  treatment  begun 
in  the  first  60  days  after  delivery  were  calculated 
for  all  states.  Savings  attributable  to  WIC  prena- 
tal participation  independent  of  the  effects  of 
prenatal  care  ranged  from  an  average  of  $376  in 
Florida  to  $753  in  North  Carolina.2  Benefit  cost 
ratios  were  calculated  using  data  on  the  cost  of 
providing  WIC  services  provided  by  each  state. 
For  each  dollar  spent  on  WIC  the  estimated  sav- 
ings ranged  from  $1.92  in  Florida  to  $4.21  in  Min- 
nesota. It  was  possible  to  separate  Medicaid 
claims  for  newborns  from  claims  for  their  moth- 
ers in  North  Carolina  and  Texas.  Savings  for 
claims  for  newborns  in  these  states  were  greater 
than  when  claims  for  mothers  and  newborns  were 
combined  or  could  not  be  separated  ( Table  3).1,2 
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Medicaid  Managed  Care  Providers  Required  to  Coordinate  with  the  WIC  Program 


Section  1902(a)(ll)(C)  of  the  Social  Security  Act 
provides  for  coordination  of  the  Medicaid  and  Special 
Supplemental  Nutrition  Program  for  Women,  Infants 
and  Children.  Public  Law  103-448  expanded  this  pro- 
vision to  include  Medicaid  managed  care  providers. 
This  coordination  should  include  the  referral  of  po- 
tentially eligible  women,  infants  and  children  to  the 
WIC  Program.  Potentially  eligible  recipients  include 
pregnant  women,  lactating  postpartum  women  up  to 


six  months  from  the  end  of  pregnancy  and  children, 
including  infants,  less  than  5 years  old.  Medicaid  re- 
cipients in  these  categories  are  income  eligible  for  the 
WIC  Program. 

Brochures  and  flyers  to  facilitate  referrals  are  avail- 
able from  the  state  WIC  office  or  your  local  health 
unit.  Call  661-2473  or  fax  a request  for  brochures  to 
661-2004.  The  WIC  Program  informs  all  applicants  in 
writing  of  the  benefits  and  availability  of  Medicaid. 


Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  August  1995 

The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due 
to  the  effects  of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the 
date  the  disease  was  reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases  August 
1995 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 
Reported 
Cases 
YTD  1993 

Total 

Reported 

Cases 

1994 

Total 

Reported  i 

Cases  i 

1993 

Campylobacteriosis 

6 

91 

124 

94 

187 

130 

Giardiasis 

12 

65 

65 

87 

126 

150 

Shigellosis 

6 

75 

127 

104 

193 

201 

Salmonellosis 

37 

157 

206 

242 

534 

402 

Hepatitis  A 

104 

377 

166 

47 

253 

74 

Hepatitis  B 

8 

42 

36 

66 

60 

90 

HIB 

0 

3 

3 

8 

6 

8 

Meningococcal  Infections 

0 

24 

39 

21 

55 

27 

Viral  Meningitis 

3 

18 

52 

62 

62 

79 

Lyme  Disease 

1 

7 

14 

6 

15 

8 

Rocky  Mountain  Spotted  Fever 

1 

21 

16 

13 

18 

17 

Tularemia 

1 

18 

20 

32 

23 

36 

Measles 

0 

2 

1 

0 

5 

0 

Mumps 

1 

4 

5 

6 

7 

10 

Rubella 

0 

0 

0 

0 

0 

0 

Gonorrhea 

521 

3258 

4954 

4691 

7078 

7590 

Syphilis 

111 

827 

932 

1127 

1324 

1612 

Legionellosis 

0 

1 

9 

5 

16 

6 

Pertussis 

4 

30 

30 

13 

33 

17 

Tuberculosis 

21 

147 

181 

141 

264 

209 
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HIV  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 
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I County  of  residence  at  the  time  of  test  for  the  3,326  Arkansans  reported  to  be  HIV+.  (9/1 2/95)  I 


HIV 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

S 

c 

Male 

100 

215 

248 

413 

400 

392 

352 

367 

269 

2,756 

83 

X 

Female 

8 

26 

37 

68 

85 

81 

94 

90 

81 

570 

17 

<5 

1 

1 

2 

8 

13 

6 

3 

7 

2 

43 

1 

5-12 

0 

1 

1 

5 

1 

2 

1 

0 

1 

12 

0 

A 

13-19 

0 

7 

8 

14 

19 

25 

11 

22 

12 

118 

4 

G 

20-29 

33 

110 

123 

183 

149 

156 

175 

145 

103 

1,177 

35 

t 

30-39 

44 

86 

104 

196 

208 

179 

168 

171 

145 

1,301 

39 

40-49 

22 

25 

35 

56 

70 

67 

65 

77 

57 

474 

14 

>49 

8 

6 

11 

17 

22 

38 

23 

35 

30 

190 

6 

R 

White 

87 

170 

174 

328 

298 

293 

278 

259 

211 

2,098 

63 

A 

C 

Black 

21 

69 

108 

151 

184 

173 

163 

183 

129 

1,181 

36 

E 

Other/Unknown 

0 

2 

3 

2 

3 

7 

5 

15 

10 

47 

1 

Male/Male  Sex 

64 

137 

140 

243 

246 

260 

241 

228 

116 

1,675 

51 

Injection  Drug  User  (IDU) 

13 

30 

48 

74 

96 

75 

64 

71 

39 

510 

16 

R 

Male/Male  Sex  & IDU 

19 

23 

24 

32 

30 

34 

26 

23 

19 

230 

7 

1 

<e> 

Heterosexual 

5 

25 

26 

59 

64 

68 

100 

87 

38 

472 

14 

K 

Transfusion 

5 

5 

4 

6 

8 

10 

0 

2 

1 

41 

1 

Perinatal 

1 

1 

2 

8 

13 

8 

4 

7 

0 

44 

1 

Hemophiliac 

0 

0 

6 

18 

5 

6 

2 

3 

3 

43 

1 

Undetermined 

1 

20 

35 

41 

23 

12 

9 

36 

134 

311 

9 

H 

IV  CASES  BY  YEAR 
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I Of  the  3,326  Arkansans  reported  to  be  HIV+,  1,833  have  been  diagnosed  with  AIDS.  (9/12/95)1 


AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  AIDS  statistics  are  a 
subset  of  HIV  statistics. 


AIDS 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

S 

C 

Male 

85 

77 

70 

170 

176 

250 

336 

253 

179 

1,596 

87 

c 

X 

Female 

5 

6 

10 

20 

25 

35 

64 

42 

30 

237 

13 

<5 

0 

1 

1 

6 

6 

3 

2 

1 

2 

22 

1 

5-12 

0 

1 

0 

1 

1 

0 

1 

0 

2 

6 

0 

A 

13-19 

0 

0 

0 

4 

3 

2 

4 

3 

1 

17 

1 

G 

20-29 

31 

27 

24 

55 

57 

81 

110 

67 

44 

496 

27 

fc. 

30-39 

39 

36 

41 

78 

80 

128 

178 

133 

93 

806 

44 

40-49 

15 

10 

7 

35 

41 

52 

78 

61 

39 

338 

19 

>49 

5 

8 

7 

11 

13 

19 

27 

30 

28 

148 

8 

R 

White 

74 

61 

58 

141 

134 

206 

275 

190 

129 

1,268 

69 

A 

c 

Black 

16 

20 

21 

47 

66 

75 

121 

102 

77 

545 

30 

E 

Other/Unknown 

0 

2 

1 

2 

1 

4 

4 

3 

3 

20 

1 

Male/Male  Sex 

55 

59 

50 

122 

120 

183 

239 

165 

99 

1,092 

60 

Injection  Drug  User  (IDU) 

12 

4 

11 

18 

29 

45 

70 

46 

33 

268 

15 

R 

Male/Male  Sex  & IDU 

16 

6 

6 

18 

17 

21 

27 

23 

13 

147 

8 

1 

Q 

Heterosexual 

5 

3 

7 

11 

12 

24 

52 

41 

17 

172 

9 

K 

Transfusion 

2 

7 

3 

7 

11 

3 

2 

4 

2 

42 

2 

Perinatal 

0 

1 

1 

6 

6 

3 

3 

1 

3 

24 

1 

Hemophiliac 

0 

1 

1 

5 

5 

4 

5 

6 

6 

33 

2 

Undetermined 

0 

2 

1 

3 

1 

1 

2 

9 

36 

55 

3 

AIDS  CASES  BY  YEAR 
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Little  Rock,  AR  72203-1404 

• 

375-7225  or  375-7665 

Unless  you  have 
money  to  bum... 
Maybe  it's  time  to 
consider  the  specialist 
in  bad  debt  recovery. 


Serving  Arkansas  Businesses  Since  1941 

Freemyer  Collection  System 
1-800-373-0757 

American  Collectors  Association  Member 


Medical  Doctor  Wanted 

Full  Time  - Part  Time 
New  Medical  Clinic  in  Fort  Smith,  AR. 
No  Evenings,  Weekends  or  Holidays. 
Flexible  Hours 

Call  501-785-0400 

or  send  resume  or  curriculum  vitae  to: 

Physician 

4300  Rogers  Avenue,  Suite  15 
Fort  Smith,  Arkansas  72903 


TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatrics 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 

The  Curare  Group,  Inc. 

Mary  Latter 

vass>'  (800)  520-2028 

#M152MC 


ARKANSAS,  Partnership  opportunity!  BC/BE 
pediatrician  needed  to  join  busy,  established 
practice.  Solid  referral  pattern,  new  office  adja- 
cent to  well-equipped  hospital  (Level  II  nurs- 
ery). Income  potential  S200K  plus,  two-year 
guarantee,  comprehensive  benefits.  University, 
great  schools,  affordable  housing,  1 hour  to 
major  metro.  Call  or  send  C.V.  to  Jane  Vogt, 
800-546-0954,  ext.  3078,  222  S.  Central,  Suite 
700,  St.  Louis,  MO  63105,  FAX  314-726-3009. 


Professional  Office  Space  For  Lease 

Little  Rock:  Markham  / Fairpark  area.  Two  rooms 
with  sinks  and  gowning  areas.  Storage  space  and 
filing  space.  Share  use  of  waiting  room, 
conference  room,  administrative  office  area. 
Includes  use  of  telephone  and  telephone  number, 
receptionist  and  secretarial  service. 

$850.00  per  month,  includes  all  utilities. 
(501)663-2600. 


New  Members 


ARKADELPHIA 

Bryan,  Yvon  F.,  Anesthesiology.  Medical  Educa- 
tion, University  of  Texas  Medical  School  at  Houston, 

1989.  Internship,  St.  Joseph  Hospital,  Houston,  Texas, 

1990.  Residency,  University  of  South  Florida,  Tampa, 
1993.  Board  eligible. 

BENTON 

Albey,  Mark  Edward,  Family  Practice.  Medical 
Education,  UAMS,  1992.  Internship/Residency,  St. 
Bernard's  Regional  Medical  Center,  1992.  Board  pending. 

CLARKSVILLE 

Kriesel,  Ben  J.,  Family  Practice.  Medical  Educa- 
tion, UAMS,  1989.  Internship/Residency,  University 
of  Wyoming  Family  Practice  Program  of  Cheyenne, 
1992.  Board  certified. 

FORT  SMITH 

Keeter,  L.  Phil,  General  and  Family  Practice.  Medi- 
cal Education,  University  of  Oklahoma,  Oklahoma 
City,  1978.  Internship,  OU  Tulsa  Medical  College,  1979. 
Residency,  AHEC-Fort  Smith,  1980. 

HOT  SPRINGS 

Hunter,  Karla  Joy,  Anesthesiology.  Medical  Edu- 
cation, University  of  Oklahoma  College  of  Medicine, 
Oklahoma  City,  1988.  Internship,  St.  Paul  Medical 
Center,  1989.  Residency,  University  of  Oklahoma 
Health  Science  Center,  1992.  Board  certified. 

HOT  SPRINGS  VILLAGE 

Dykman,  Kathryn  Donita,  Psychiatry.  Medical 
Education,  UAMS,  1991.  Internship/Residency,  UAMS, 
1992/1995. 

LITTLE  ROCK 

Angtuaco,  Edward  Elmer,  Radiology.  Medical 
Education,  University  of  the  East,  Quezon  City,  Phil- 
ippines, 1986.  Internship/Residency,  UAMS,  1989/1993. 
Board  certified. 

Beck,  William  Arthur,  Anesthesiology.  Medical 
Education,  UAMS,  1990.  Internship,  St.  Joseph's  Medi- 
cal Center,  South  Bend,  Indiana,  1991.  Residency, 
UAMS,  1995. 

Lasner,  Jay  Elliott,  Pain  Management/Anesthesi- 
ology. Medical  Education,  Jefferson  Medical  College, 
Philadelphia,  Pennsylvania,  1981.  Internship,  Naval 
Medical  Center,  San  Diego,  California,  1982.  Residency, 
Aerona  Health  Science  Center,  Anesthesiology,  1994. 
Board  eligible. 


Lehmann,  Lance  Joseph,  Pain  Management/An- 
esthesiology. Medical  Education,  University  of  Miami 
School  of  Medicine,  Miami,  Florida,  1990.  Internship, 
Yale  University,  Greenwich,  Connecticut,  1991.  Resi- 
dency, University  of  Miami,  1994.  Fellowship,  Harvard 
University,  Boston,  Massachusetts,  1995.  Board  eligible. 

Primack,  Daren  S.,  Cardiovascular  Diseases.  Medi- 
cal Education,  Albert  Einstein  College  of  Medicine, 
Yoshiva  University,  1988.  Internship,  New  England 
Deaboness  Hospital,  1989.  Residency,  University  Hos- 
pital, Boston  University  School  of  Medicine,  1991. 
Board  certified.  Internal  Medicine.  Board  eligible. 

Purnell,  Gary  L.,  Nuclear  Medicine.  Medical  Edu- 
cation, UAMS,  1982.  Internship/Residency,  Medical 
College  of  Georgia,  1983/1986.  Board  certified. 

Quinn,  Brian  Dennis,  Pathology.  Medical  Educa- 
tion, The  Johns  Hopkins  University  School  of  Medi- 
cine, Baltimore,  Maryland,  1986.  Internship/Residency, 
The  Johns  Hopkins  Hospital,  Baltimore,  Maryland, 
1987/1991.  Board  certified. 

Siegel,  David  Samuel,  Hematology/Oncology. 
Medical  Education,  New  York  University,  1986.  Intern- 
ship/Residency, NYU/Bellevue  Hospital  Center,  1987/ 
1989.  Board  certified. 

RUSSELLVILLE 

Hale,  Jeffrey  Alan,  Diagnostic  Radiology.  Medi- 
cal Education,  UAMS,  1991.  Residency,  UAMS,  1995. 
Board  certified. 

SWIFTON 

McGrath,  A.  Joseph,  Jr.,  Family  Medicine.  Medi- 
cal Education,  UAMS,  1992.  Internship/Residency, 
AHEC-Jonesboro,  1993/1995. 

TEXARKANA 

Keever,  James  E.,  Orthopedics.  Medical  Educa- 
tion, University  of  Kansas,  1969.  Internship,  Univer- 
sity of  Kansas,  1970.  Residency,  University  of  Texas 
Health  Science  Center,  San  Antonio,  1977.  Board  cer- 
tified. 

Price,  Kevin  Scott,  Psychiatry.  Medical  Education, 
UAMS,  1991.  Internship/Residency,  Baylor  College  of 
Medicine,  Houston,  Texas,  1992/1995. 

WALNUT  RIDGE 

Troxel,  Roger  L.,  Family  Medicine.  Medical  Edu- 
cation, UAMS,  1992.  Internship/Residency,  AHEC- 
Jonesboro,  1993/1995.  Board  pending. 

WARREN 

Foscue,  David  John,  General  Practice.  Medical 
Education,  UAMS,  1994.  Internship,  UAMS,  1995. 
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RESIDENTS 

Adler,  Ira  N.,  Radiology.  Medical  Education,  Uni- 
versity of  Florida  College  of  Medicine,  Gainesville,  1995. 
Residency,  UAMS,  1999. 

Agronin,  Irina  Z.,  Medicine.  Medical  Education, 
Kursk  State  Medical  School,  Kursk,  USSR,  1969.  In- 
ternship, New  Rochelle  Hospital,  New  York,  1992. 
Residency,  UAMS,  currently. 

Bonwich,  Janina  B.,  General  Surgery.  Medical 
Education,  Temple  University  Medical  School,  Phila- 
delphia, 1995.  Internship/Residency,  UAMS,  2000. 

Crafton,  Eugene  Middleton,  Internal  Medicine/ 
Gastroenterology.  Medical  Education,  University  of 
Tennessee,  Memphis,  1992.  Internship/Residency, 
University  of  South  Alabama,  Mobile,  1993,  1995.  Fel- 
lowship, UAMS,  1997. 

Dang,  Stuti,  Internal  Medicine.  Medical  Educa- 
tion, Maulana  Azad  Medical  College,  New  Delhi,  In- 
dia, 1990.  Internship,  St.  Mary's  Hospital  (University 
of  Rochester),  New  York,  1994.  Residency,  St.  Mary's 
Hospital,  1995  and  UAMS,  1996. 

Devabhaktuni,  Nalini,  Internal  Medine/Transi- 
tional  Medicine.  Medical  Education,  Osmania  Medi- 
cal College,  India,  1986.  Internship,  Michigan  State 
University,  Kalamazoo  Center  for  Medical  Studies, 
1995.  Residency,  UAMS,  currently. 

Farajallah,  Awny  Samaan  Botros,  Internal  Medi- 
cine. Medical  Education,  Faculty  of  Medicine,  Cairo 
University,  Egypt,  1991.  Internship,  UAMS,  1996. 

Ferguson,  Max  Ann,  General  Surgery/Urology. 
Medical  Education,  UAMS,  1993.  Internship/Residency, 
UAMS,  1995/1998. 

Green,  Cheryl  Lynn,  Radiology.  Medical  Educa- 
tion, UAMS,  1993.  Residency,  UAMS,  1997. 

Habibipour,  Saied,  General  Surgery.  Medical  Edu- 
cation, Tehran  Medical  School,  Iran,  1988.  Internship, 
UAMS,  1994.  Residency,  UAMS,  currently. 

Hajiamiri,  Majid,  Neurology.  Medical  Education, 
Cerrahpasa  Medical  School,  Turkey,  1991.  Internship/ 
Residency,  UAMS,  1999. 

Guevara,  Doyle  Patricia,  Family  Medicine.  Medi- 
cal Education,  University  Techologica  of  Pereiva,  Co- 
lumbia, 1988.  Internship,  UAMS,  currently. 

Hor,  Kem  (Michelle)  Su.  Medical  Education, 
UAMS,  1995.  Currently  in  residency. 

Johnson,  Michael  W.,  Pathology.  Medical  Educa- 
tion, UAMS,  1994.  Residency,  UAMS,  2000. 

Keenan,  Patrick  Aloysius,  Pathology.  Medical 
Education,  University  of  Kansas,  Kansas  City,  1995. 
Residency,  UAMS,  currently. 

Khassawneh,  Basheer  Yousuf,  Internal  Medicine. 
Medical  Education,  Jordan  University  of  Science  and 
Technology,  Irbid,  Jordan,  1993.  Internship/Residency, 
UAMS,  1995/1997. 

Kosuri,  Ramakrishna  Raju,  Transitional/Physical 
Medicine  & Rehabilitation.  Medical  Education,  Guntur 
Medical  College,  India,  1989.  Internship/Residency, 
UAMS,  1995/1998 


McCrory,  Kathleen  A.,  Pediatrics.  Medical  Educa- 
tion, University  of  North  Texas  Health  Science  Center, 
Fort  Worth,  1995.  Internship,  UAMS,  1996. 

Prince,  John  Robert,  Emergency  Medicine.  Medi- 
cal Education,  UAMS,  1994.  Internship/Residency, 
UAMS,  1997. 

Ramanathan,  Sundar  Raman,  Internal  Medicine. 
Medical  Education,  St.  John's  Medical  College,  India, 
1993.  Internship/Residency,  UAMS,  1995/1997. 

Rena,  Diokson,  Pathology.  Medical  Education, 
University  of  Santo  Tomas,  Manila,  Philippines,  1988. 
Internship,  UAMS,  currently. 

Rodgers,  Benjamin  Lee,  Pediatrics.  Medical  Edu- 
cation, Medical  University  of  South  Carolina,  Charles- 
ton, 1995.  Internship,  Arkansas  Children's  Hospital, 
currently. 

Shen,  Xingchu,  Orthopedic  Surgery/Pathology. 
Medical  Education,  Hunan  Medical  College,  PR.  China, 
1983.  Internship,  Hunan  Medical  College,  1988.  Fel- 
lowship, UAMS,  1994.  Residency,  UAMS,  currently. 

Siddiqui,  Sayyadul  M.,  Internal  Medicine.  Medi- 
cal Education,  Mymensingh  Medical  School, 
Bangladesh,  1985.  Internship,  Mymensingh  Medical 
School,  1986.  Residency,  UAMS,  1997. 

Singh,  Baldev,  Internal  Medicine.  Medical  Educa- 
tion, Armed  Forces  Medical  College,  Pune,  India,  1984. 
Internship/Residency/Fellowship,  New  Jersey  Medical 
School,  1992/1994/1995.  Residency,  UAMS,  currently. 

St.  John,  Melody  D.,  Internal  Medicine/ 
Rheumatology.  Medical  Education,  UAMS,  1990.  In- 
ternship/Residency/ Fellowship,  UAMS,  1991/1992/1996. 

Williams,  Victor  Bernard,  General  Surgery.  Medi- 
cal Education,  UAMS,  1995.  Residency,  UAMS  2000. 

Zhou,  Tong  Gao  (Anthony),  General  Surgery/. 
Medical  Education,  Shanghai  Second  Medical  Univer- 
sity, PR.  China,  1995.  Residency,  Shanghai  Pu  Dong 
Central  Hospital,  PR.  China,  1995.  Fellowship,  Uni- 
versity Hospital  of  Arkansas,  currently. 


STUDENTS 


William  West  Allen 
Emily  Brooke  Arnold 
Jason  R.  Beck 
D'Andra  D.  Bingham 
Douglas  M.  Blackmon 
Daniel  K.  Brown 
Bryan  H.  Clardy 
Richard  W.  Cole 
Kara  Cooper 
Justin  Drew  Dawson 
Robin  Pilgram  Duffield 
Cheryl  Annette  Eads 
Julie  Lynn  Flick 
Blane  Alan  Graves 
Ann-Marie  Gregson 
Randy  Joseph  Horras 
Charles  E.  Howard 
Kevin  Thomas  Jackson 
Victoria  Elaine  Major 
Neesa  Jill  McCollum 
Vanessa  Lynn  McKinney 


Trey  Mitchell 
David  Ortiz 
Melanie  Ann  Parker 
Diana  Lynn  Roe 
Eric  Brian  Russell 
Shraddha  Shilpa  Shrestha 
Christine  Elise  Speer 
Dejka  M.  Steinert 
Jason  G.  Stewart 
Phillip  John  Suffridge 
David  R.  Swindle 
James  Bradley  Tilley 
Marisa  Alyce  Turner 
Carolyn  E.  Vogler 
Kimberly  Anne  Walker 
Andrea  Wang-Gillam 
Richard  Alexander  White 
Mark  Allen  Woods 
James  Leonard  Workman 
Stacy  C.  Zimmerman 
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William  D.  Bugbee,  M.D. 

PROFESSIONAL  INFORMATION 
Specialty:  Orthopaedic  Surgery 
Years  in  Practice:  1st 

Office:  Arnold  Orthopaedic  Associates,  Fayetteville 
Pre-Medical  Education:  University  of  California  in 
Los  Angeles 

Medical  School  & Residency:  University  of  California-San  Diego 
School  of  Medicine,  La  Jolla 

Fellowship:  Recently  finished  fellowship  in  Joint  Replacement  Surgery  at 
Anderson  Clinic  in  Arlington,  Virginia 

Professional  organization:  American  Academy  of  Orthopaedic  Surgery 
Honors/ Awards:  Captain  UCLA  Soccer  Team  in  1982;  Phi  beta  kappa 

PERSONAL  INFORMATION 
Wife:  Cyndi  - married  in  1988 
Daughter:  Brittany  - 5 years  old 
Son:  Chase  - 2 1/2  years  old 

Date/Place  of  Birth:  September  24,  1960  in  Santa  Monica,  California 
Hobbies:  Water  sports,  outdoor  recreation 

THOUGHTS 

If  I had  a different  job , I'd  be:  A soccer  player 
What  I most  value  in  life:  Are  my  children 


The  New  Member  Profile  is  making  its  debut  in  The  Journal  of  the  Arkansas  Medical  Society  this  month  and  will  appear 
periodically.  In  addition  to  this  new  feature,  The  Journal  will  also  host  a feature  for  regular  members.  If  you  are  interested 
in  appearing  in  either  the  New  Member  Profile  or  Member  Profile,  contact  Tina  Wade  at  the  Arkansas  Medical  Society  at 
(501)  224-8967  or  1-800-542-1058. 
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4&  Outdoor  MD 


Upcoming  deer  season  expected  to  be  another  good  one 
Favorable  conditions  and  more  liberal  hunting  rules  could  make  the 
1 995-96  Arkansas  deer  season  the  best  ever,  said  Mike  Cartwright,  deer 
and  elk  coordinator  for  the  Arkansas  Game  and  Fish  Commission. 

Cartwright  said  major  reasons  for  the  anticipated  good 
season  are  ( 1 ) high  numbers  of  deer  in  many  parts  of  the 
state,  (2)  an  increase  in  the  number  of  bonus  antlerless 
permits  in  several  zones  and  (3)  more  liberal  antlerless 
hunting  in  south  Arkansas. 

Arkansas’s  archery  and  crossbow  deer  hunting 
opened  Oct.  1 . Muzzleloader  season  started  Oct.  2 1 , 
and  the  modern  gun  hunting  opened  Nov.  1 1. 

Cartwright  gave  a summary  of  deer  prospects  by  regions.  For  the  Ozarks,  he 
said,  “The  acorn  crop  is  good  to  excellent  for  white  oaks  and  red  oaks.  Many 
areas,  especially  the  central  Ozarks,  should  produce  good  quality  bucks  due  to  a 
fairly  mild  winter,  a good  acorn  crop  in  1994  and  a good  carryover  of  antlered 
bucks  in  many  areas.  Most  of  the  Ozark  National  Forest  occurs  in  this  region,  so 
lots  of  public  hunting  land  is  available.” 

In  the  Ouachita  region,  Cartwright  said,  “Deer  density  levels  vary  consider- 
ably, and  the  lower  density  areas  continue  to  produce  some  large  high  quality 
bucks.  Acorns,  though,  are  fair  to  poor.  Hunters  should  scout  areas  with  open- 
ings containing  abundant  forage  like  food  plots  and  timber  regeneration  sites.” 
The  Delta  is  often  feast  or  famine  for  deer  hunters  because  of  extensive  farm- 
ing acreage.  But  where  deer  are  found,  they  are  likely  to  be  good  ones.  Cartwright 
said,  “Hunters  hoping  to  bag  a record-book  buck  have  their  best  chance  in  this 
region.  Acorn  crop  is  fair  to  good.  Hunters  should  scout  bottomland  hardwood 
areas  and  cover  areas  near  crop  lands.”  More  bonus  permits  for  taking  antlerless 
deer  were  offered  this  year  for  the  Delta,  so  the  1995  harvest  should  increase  a 
little,  he  added. 

The  Gulf  Coastal  Plain  of  south  Arkansas  is  Arkansas’s  top  deer  producer  in 
numbers  with  more  than  half  the  state’s  deer  taken  by  hunters.  Cartwright  said, 
“Excellent  deer  hunting  will  continue  in  this  region  for  1995.  Much  of  the  land  is 
leased  to  hunting  clubs,  and  an  increasing  numbers  of  clubs  are  making  efforts  to 
improve  deer  populations.  More  antlerless  harvest  and  a reduction  in  the  harvest 
of  young  antlered  bucks  by  many  clubs  appear  to  be  working.  The  results  are 
healthier,  heavier  and  more  productive  deer  populations  and  an  increase  in  older, 
larger  antlered  bucks. 

“Acorn  production  looks  fair  to  good  with  red  oaks  slightly  bet- 
ter than  white  oaks.  Hunters  need  to  concentrate  around  cutover 
timbered  areas  and  near  hardwood  creek  bottoms.  The  1995  har- 
vest is  expected  to  increase  slightly.” 


Game  & Fish  Commission  approves  50-day,  5-duck  season 

This  year's  duck  season  will  be  50  days,  and  in  3 segments.  Dates 
are  Nov.  24  - Dec.  1 0,  Dec.  1 6-2 1 and  Dec.  26  - Jan.  2 1 . 

An  extra  1 0 days  were  added  to  last  year’s  40-day  season,  which 
was  an  increase  from  1993-94’s  season  of  30  days.  Duck  popula- 
tions have  increased  dramatically  the  past  two  years,  attributed  to 
excellent  wetlands  conditions  in  the  northern  breeding  grounds. 

The  5-duck  bag  limit,  up  from  last  year’s  three  ducks,  includes 
a maximum  of  four  mallards,  only  one  of  which  may  be  a female. 
Only  three  mottled  ducks,  two  wood  ducks,  one  black  duck,  one 
pintail,  one  redhead  or  one  canvasback  can  be  taken  each  day. 
Shooting  hours  will  again  be  a half  hour  before  sunrise  to  sunset. 


Information  provided  by 
the  Arkansas  Game  & Fish  Commission 

New  gun  case  law  during  deer  season 

Arkansans  who  carry  rifles,  shotguns  or 
muzzleloaders  in  their  vehicles  need  to  be 
aware  of  the  new  gun  case  regulation  of  the 
Arkansas  Game  & Fish  Commission.  It  applies 
to  all  public  roads  in  the  state  only  during 
muzzleloader  and  modern  gun  deer  season. 
These  dates  vary  by  deer  zones  but  include  most 
of  the  period  from  Oct.  2 1 - Dec.  3 1 . 

In  an  effort  to  reduce  illegal  road  hunting  - 
shooting  at  game  from  roads  - the  Commis- 
sion regulation  requires  cartridge  rifles,  shot- 
guns or  muzzleloaders  carried  in  motor  ve- 
hicles or  “conveyances”  to  be  unloaded  and 
enclosed  in  a gun  case  or  in  a gun  rack  while 
the  vehicle  is  on  any  city,  county,  state  or  fed- 
eral road  right-of-way  in  which  wild  game  is 
likely  to  be  present. 

A gun  case  is  defined  in  the  regulation  as  “a 
container  specifically  designed  for  the  purpose 
of  housing  a gun  which  completely  encloses 
such  gun  by  being  zipped,  snapped,  buckled, 
tied  or  otherwise  fastened  with  no  portion  of 
the  gun  exposed.”  Stashing  the  gun  in  a plas- 
tic garbage  bag  and  closing  it  with  a twist-tie 
won’t  do.  But  a gun  sock  tied  shut  will. 

Members  of  the  Commission,  in  drafting  the 
new  rule,  said  illegal  road  hunting  was  the 
number  one  complaint  they  have  received  over 
the  past  year.  Some  persons  sit  in  cars  or  trucks, 
lean  against  them  or  even  sit  atop  them  on  ru- 
ral roads  “waiting  for  a deer  to  cross.”  The 
chances  of  hitting  a deer  moving  quickly  across 
a road  are  negligible.  But  a danger  looming  is 
that  such  a shot  may  travel  down  the  road  to 
endanger  persons  in  vehicles  or  nearby  houses. 
In  many  areas  of  Arkansas,  new  residents  have 
bought  small  acreages  in  woodlands  that  are 
good  wildlife  habitat.  The  sparsely  settled  ar- 
eas of  a few  decades  ago  are  now  peopled. 


Wildlife’s  top  man-killer  is  a surprise 

What  animal  is  the  most  deadly  for  humans?  Limit 
the  question  to  the  United  States.  Is  it  cougars,  grizzly 
bears,  rattlesnakes,  wasps?  Surprise.  It’s  white-tailed 
deer.  According  to  the  National  Highway  Traffic  Safety 
Administration,  there  are  an  average  of  130  deer-re- 
lated fatalities  in  the  nation  each  year,  mostly  deer-auto 
collisions.  Far  back  in  second  place  in  animal-caused 
deaths  are  bees,  with  an  average  of  43  fatalities  per 
year  from  allergic  reactions.  Dogs  cause  an  average  of 
1 4 deaths  per  year,  rattlesnakes  1 0 a year  and  spiders  4 
a year.  Elephants,  goats  and  jellyfish  cause  more  deaths 
on  the  average  than  do  bears,  mountain  lions,  water 
moccasins  or  copperheads. 
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Radiological  Case 
of  the  Month 


Stan  L.  Kellar,  M.D.,  F.C.C.P. 
David  L.  Harshfield,  M.D. 
Kelly  G.  Grigg,  B.S. 


Figure  1 


Figure  2 


HISTORY: 

This  32-year-old  female  was  in  good  health  until  approximately  8 days  prior  to  her  referral  for  pulmonary  consul- 
tation from  her  home  town  hospital.  She  had  a “cold”  along  with  a pressure  in  her  sub-sternal  region.  She  had  a 
temperature  to  approximately  1 00  degrees  at  that  time  and  was  treated  at  her  local  medical  facility  with  an  antibiotic. 
Also,  at  that  time,  she  had  a cough  productive  of  white  sputum  with  a “pinkish  tint”  and  had  slight  shortness  of  breath. 
Her  temperature  during  that  hospitalization  rose  to  102.7. 

The  patient  was  referred  for  pulmonary  consultation.  Her  physical  exam  revealed  a well  developed  female  in  no 
acute  distress.  She  was  afibrile  on  presentation  with  a respiratory  rate  of  20  and  a heart  rate  of  80.  HEENT  exam  was 
unremarkable.  Her  lungs  revealed  minimal  bilateral  crackles  without  pleural  rubs.  Her  heart  had  a regular  rhythm  with 
a Grade  I/VI  systolic  murmur. 

The  patient  underwent  bronchoscopy  with  washings,  brushings,  transbronchial  biopsies  and  a protected  brush 
catheter  being  performed.  The  transbronchial  biopsies  showed  “mild  non-specific  chronic  inflammation  and  filling  of 
alveolar  spaces  with  blood  and  proteinaceous  appearing  material.”  Mycology  reported  possible  organism  consistent 
with  Blastomycosis. 

The  patient  had  slight  symptomatic  improvement  after  treatment  with  broad  spectrum  antibiotics.  Following  iden- 
tification of  what  was  thought  to  be  Blastomycosis,  the  patient  was  changed  to  Sporanox  and  was  treated  with  200mg 
daily  for  six  months.  In  December  of  1 994,  after  six  months  of  anti-fungal  therapy,  her  chest  x-ray  was  unchanged  At 
that  time  a very  strong  recommendation  for  thoroscopic  lung  biopsy  was  made.  She  consented  and  a biopsy  was 
performed. 
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Pulmonary  Alveolar  Proteinosis 


X-RAY  FINDINGS: 

Figure  1 shows  a diffuse  density  with  a parahilar  distribution  and  involvement  of  the  lower  lungs  (Black  arrows). 
The  cardiac  silouette  is  normal  in  size. 

Figure  2 reveals  there  has  been  slight  improved  aeration  in  15  months  but  a persistent  diffuse  bilateral  parahilar 
radiating,  flocular  appearing  density  (Black  arrows).  Note:  The  patient  has  a normal  cardiac  silhouette  and  there  was 
no  clinical  indication  to  suggest  uremia. 

DIAGNOSIS: 

Pulmonary  alveolar  proteinosis. 

DISCUSSION: 

In  the  late  1950’s  when  Rosen,  Castleman,  and  Liebow  described  the  first  27  cases  of  this  entity  there  was  a 
mortality  rate  of  approximately  30%.  The  entity  was  named  pulmonary  alveolar  proteinosis  based  on  the  histologic 
appearances  which  are  characterized  by  an  alveolar  consolidation  of  protein-like  material  with  an  absence  of  inflam- 
matory infiltration.  The  majority  of  the  initial  cases  were  adults  ranging  in  age  from  20  to  50  with  a male  preponder- 
ance of  2.5  to  1 .0.  The  predominating  symptom  was  described  as  progressive  dyspnea,  insidious  in  onset,  occasion- 
ally preceded  by  one  or  more  febrile  illnesses  often  thought  to  be  pneumonic.  It  is  known  that  once  the  illness 
becomes  established,  fever  is  not  generally  a feature.  Other  common  symptoms  include  cough  (usually  productive 
and  occasionally  blood  stained),  fatigue,  chest  pain,  and  slight  loss  of  weight. 

The  x-ray  findings  are  the  clue  to  the  diagnosis.  The  symptoms  are  usually  inappropriate  to  the  gross  radiological 
abnormalities.  The  radiographs  typically  demonstrate  a fine,  soft,  diffuse,  bilateral,  parahilar-radiating,  flocular-ap- 
pearing  density.  This  usually  has  a "butterfly"  or  “bat-wing"  distribution  which  is  typically  associated  with  pulmonary 
edema  or  uremia.  The  fact  that  there  is  absence  of  cardiomegaly  and  no  evidence  of  uremia,  increases  the  suspicion 
for  this  disease.  Also,  the  absence  of  hilar  adenopathy  helps  distinguish  these  radiographic  findings  from  those 
associated  with  sarcoidosis.  Although  the  x-ray  picture  is  distinctive,  it  is  certainly  not  diagnostic  and  diagnosis  can 
only  be  firmly  established  by  lung  biopsy. 

The  anoxia  seen  in  this  disease  is  not  only  a problem  of  diffusion  because  of  the  alveolar  spaces  being  filled  with 
proteinacious  material,  but  also  related  to  shunting  on  a physiologic  rather  than  anatomic  basis.  The  pathophysiology 
in  this  disease  appears  to  be  a result  of  the  alveoli  either  being  completely  or  partially  filled  by  granular  and  follicular 
proteinacious  material.  Complete  filling  in  of  large  areas  results  in  areas  of  venous  admixture  and  physiologic  shunt- 
ing. Incomplete  filling  of  the  alveolus  results  in  interference  of  diffusion  of  the  alveolar-capillary  block  type,  in  which 
alteration  in  the  biophysical  properties  of  the  septal  cells  themselves  may  play  a role. 
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AMS  Newsmakers 


Dr.  David  H.  Roberts,  of  Mountain  Home,  and 
Drs.  Edgardo  J.  C.  Angtuaco  and  Teresita  L.  Angtuaco, 
both  of  Little  Rock,  have  been  named  fellows  of  the 
American  College  of  Radiology.  Selected  for  their  out- 
standing contributions  to  the  field,  they  were  3 of  130 
named  fellows  by  the  College's  Board  of  Chancellors. 

Dr.  George  Micheal  Finley  has  been  named  di- 
rector of  AHEC-Southwest  where  since  1988  he  has 
directed  the  development  of  the  Family  Practice  Resi- 
dency Program. 

Dr.  David  Jacks,  a urologist  at  the  South  Arkan- 
sas Urology  Clinic  in  Pine  Bluff,  has  been  elected  head 
of  the  Arkansas  Urological  Society  where  he  has  been 
a member  since  1981. 

Dr.  John  Lumb,  a general  surgeon  at  Hot  Spring 
County  Memorial  Hospital,  recently  attended  a semi- 
nar on  a new  laproscopic  surgery  technique.  The  tech- 
nique uses  carbon  dioxide  to  expand  the  abdominal 
wall  away  from  the  intestines  and  allow  the  surgeon 
to  remove  the  gall  bladder  or  perform  procedures  on 
the  stomach  or  hernias. 

Dr.  Sandra  Nichols,  Arkansas  Department  of 
Health  Director,  was  the  special  guest  speaker  recently 
at  the  Jacksonville  Business  and  Professional  Women's 
meeting.  She  discussed  family  planning  and  women's 
health  issues. 

Dr.  Hampton  Roy,  a Little  Rock  eye  surgeon,  re- 
cently returned  from  Lima,  Peru  and  La  Paz,  Bolivia 
where  he  was  a guest  speaker  at  the  national  meet- 
ings of  ophthalmology  societies  in  those  countries.  He 
spoke  about  some  of  the  latest  innovations  in  eye  sur- 
gery including  clear  cornea  and  no-stitch  cataract  sur- 
gery, topical  anesthesia  in  cataract  surgery  and  use  of 
the  excimer  laser  in  refractive  surgery. 


Dr.  James  Y.  Suen,  professor  and  chairman  of  the 
department  of  otolaryngology,  head  and  neck  surgery 
at  UAMS,  recently  received  the  "Distinguished  Alum- 
nus Award"  from  the  M.D.  Anderson  Cancer  Center 
in  Houston.  Graduates  of  the  center's  fellowship  and 
residency  programs  selected  Suen  for  making  signifi- 
cant contributions  in  his  field. 

Dr.  Sloan  Wilson  of  Little  Rock  received  the  Se- 
nior Honor  Award  by  the  American  Academy  of  Oph- 
thalmology at  its  annual  meeting  in  Atlanta  earlier  this 
month.  He  is  the  first  Arkansan  to  receive  this  award. 

Dr.  George  F.  Wynne  a family  practitioner  of  War- 
ren has  recently  retired. 

Physician's  Recognition  Award  

The  Physician’s  Recognition  Award  is  awarded  each 
month  to  physicians  who  have  completed  acceptable  pro- 
grams of  continuing  education.  Recipients  for  the  month 
of  August  are: 


Michael  Steven  Bouton 

Fort  Smith 

John  Timothy  Dow 

Jonesboro 

Edwin  Carroll  Jones 

Springdale 

Robert  Leigh  Kale 

Fort  Smith 

Horace  N.  Marvin 

Little  Rock 

Kenneth  Eugene  Murphy 

Conway 

Gregory  Wayne  Neaville 

Batesville 

Robert  Edward  Powers 

Little  Rock 

David  Lawrence  Reding 

Little  Rock 

Harold  Patrick  Stem 

Little  Rock 

Elizabeth  Callejo  Tolosa 

El  Dorado 

Alonzo  Dean  Williams 

Little  Rock 

Resolution 


Vida  H.  Gordon,  M.D. 

WHEREAS,  the  membership  of  the  Pulaski  County  Medical  Society  is  saddened  to  learn  of  the  death  of  an 
esteemed  colleague,  Vida  H.  Gordon,  M.D.;  and 

WHEREAS,  she  had  demonstrated  her  devotion  to  her  profession  by  serving  as  a loyal  member  of  this 
Society  for  over  forty-eight  years;  and 

WHEREAS,  Dr.  Gordon  had  earned  the  respect  of  her  colleagues  for  her  pioneering  contributions  to  the 
medical  community  as  Arkansas'  first  Board  Certified  Pediatric  Allergist;  and 

WHEREAS,  she  had  won  the  love  and  admiration  of  her  patients  through  her  thoughtful  and  considerate  manner; 
BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  adopted  and  filed  in  the  archives  of  the  Society;  and 

THAT,  a copy  of  this  resolution  be  sent  to  Dr.  Gordon's  family  as  a token  of  our  heart-felt  sympathy;  and 
THAT,  a copy  of  this  resolution  be  forwarded  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 

Adopted:  By  Order  of  the  Memorials  Committee 

Board  of  Directors  Samuel  B.  Welch,  M.D.,  Chairman 

August  17,  1995  Bruce  E.  Schratz,  M.D. 

James  W.  Headstream,  M.D. 
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Medicine  in  the  News 


Health  Care  Access  Foundation 

As  of  October  1,  1995,  the  Arkansas  Health  Care 
Access  Foundation  has  provided  free  medical  service 
to  9,889  medically  indigent  persons,  received  18,448 
applications  and  enrolled  36,893  persons.  This  program 
has  1,685  volunteer  health  care  professionals  includ- 
ing medical  doctors,  dentists,  hospitals,  home  health 
agencies  and  pharmacists.  These  providers  have  ren- 
dered free  treatment  in  69  of  the  75  counties. 

How  Much  Patient  Care  Might  Be  Eliminated? 

The  march  of  managed  care,  new  technologies, 
and  alternative  settings  will  prompt  a 34%  decrease  in 
inpatient  hospital  days  over  the  five  years  from  1994 
to  1999,  according  to  a new  analysis  by  the  Sachs 
Group.  In  the  same  period,  discharges  could  decline 
by  26%,  from  32.5  million  to  24.2  million,  the  Sachs 
study  suggests,  while  average  length  of  stay  could  drop 
11%  from  6.1  to  5.5  days.  The  study  also  projected 
patterns  for  specific  types  of  care: 

* Ambulatory  facilities  will  eliminate  many  surgi- 
cal inpatient  days,  with  orthopedics  dropping  38%  to 
10.5  million  and  general  surgery  down  15%  to  13.9 
million  days. 

* Use  of  birthing  centers  will  increase,  and  many 
new  mothers  and  healthy  newborns  will  be  in  hospi- 
tals for  stays  averaging  12  hours  that  won't  count  as 
discharges.  Thus,  OB  discharges  will  decline  30%  from 
3.9  million  to  2.7  million,  while  length  of  stay  will  drop 
from  2.6  to  2.1  days. 

* Although  there  will  be  an  11%  increase  in  HIV 
patient  discharges  from  121,000  to  134,000,  length  of 
stay  will  decline  25%  from  12.2  to  9.2  days  as  use  of 
hospices  expands. 

* Mental  health  care  will  be  delivered  more  often 
in  residential  settings  such  as  halfway  houses,  elimi- 
nating nearly  a million  psychiatric  discharges  for  a 
decline  of  59%  and  new  total  of  712,000.  This  is  the 
biggest  projected  decline,  in  both  percent  and  abso- 
lute numbers,  for  any  type  of  care. 

Facts  Sheets  by  FAX 

Brief  but  comprehensive  information  on  commonly 
asked  office  laboratory  questions  and  the  CLIA  '88 
regulations  is  now  immediately  available  free  of  charge 
via  same-day  FAX  to  physicians  and  their  staffs  through 
the  Commission  on  Office  Laboratory  Accreditation 
(COLA).  Thirty-three  CLIA  Fact  Sheets  condense  in- 
formation from  a variety  of  voluminous  sources,  such 
as  the  Federal  Register  and  laboratory  manuals,  into  a 
user-friendly,  one-  and  two-page  format.  This  service, 
made  possible  through  a cooperative  agreement  with 
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the  Centers  for  Disease  Control  and  prevention  (CDC), 
is  available  by  calling  COLA  Customer  Service  toll- 
free  at  (800)  298-8044.  The  complete  list  of  fact  sheets 
includes: 

1.  How  to  Register  Your  Laboratory  for  CLIA  Purposes 

2.  How  to  Find  Out  More  About  Your  Laboratory's 

State  Licensure  Law 

3.  Seeking  Accreditation  from  a HCF A- Approved 

Accreditation  Program 

4.  How  to  Properly  Register  Your  Shared  Laboratory  with  HCF  A 

5.  How  to  Get  a copy  of  the  CLIA  Regulations 

6.  Requirements  for  Provider-Performed  Microscopy 

Procedures 

7.  How  to  Change  Your  CLIA  Certificate 

8.  Notification  Requirements  and  Other  Responsibilities  to  HCF  A 

9.  Writing  a Procedure  Manual 

10.  Proficiency  Testing  Information 

1 1 . What  Every  Laboratory  Should  Know  About  Documentation 

12.  Quality  Control  for  Moderate  Complexity  Testing 

13.  Quality  Control  for  High  Complexity  Testing 

14.  Remedial  Actions 

15.  Quality  Control  for  Microbiology 

16.  Quality  Control  for  Hematology  and  Immunohematology 

17.  Quality  Control  for  Immunology 

18.  Quality  Control  for  Mycobacteriology,  Mycology,  and 

Virology 

19.  Quality  Control  Requirements  for  Blood  Gas  Analysis 

and  Drug  Test  Screening 

20.  A possible  Way  to  Manage  Quantitative  Quality 

Control  Results 

21.  Calibration  and  Calibration  Verification  Procedures 

22.  Safety  Standards 

23.  OSH  A Standards  for  Bloodborne  Pathogens 

24.  Meeting  the  Personnel  Standards  for  Moderate 

Complexity  Testing 

25.  Meeting  the  Personnel  Standards  for  High  Complexity 

Testing 

26.  Grandfathered  Laboratory  Directors 

27 . Responsibilities  of  the  Directors 

28.  Grandfather  Provisions  for  the  General  Supervisor 

29.  New  Pathivays  to  Qualify  as  the  General  Supervisor 

and  Testing  Personnel  for  High  Complexity  Testing 

30.  Quality  Assurance  in  the  Laboratory 

31.  What  to  Expect  During  Your  CLIA  Inspection 

32.  How  to  Respond  After  Your  On-site  Survey 

33.  CLIA  Sanctions  and  Procedures  for  Appeal 

Clinical  Alert  from  the  National  Heart,  Lung, 
& Blood  Institute,  National  Institutes  of  Health 

Bypass  Over  Angioplasty  for  Patients  with  Diabetes 
The  National  Heart,  Lung,  and  Blood  Institute 
(NHLBI),  part  of  the  National  Institutes  of  Health,  recently 
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announced  that,  as  a first  revascularization  procedure, 
coronary  artery  bypass  graft  (CABG)  surgery  has  been 
shown  to  have  a markedly  lower  5-year  death  rate  than 
angioplasty  for  persons  with  diabetes  mellitus  (Type  I 
or  II)  who  are  on  oral  hypoglycemic  agents  or  insulin. 

The  finding  came  from  the  NHLBI-funded  Bypass 
Angioplasty  Revascularization  Investigation  (BARI). 
The  multicenter,  international,  randomized  trial  stud- 
ied patients  who  needed  a first  revascularization  be- 
cause of  severe  ischemia  with  obstructions  in  two  or 
more  major  coronary  arteries.  Over  5 years,  patients 
with  diabetes  mellitus  who  were  on  drug  therapy  had 
a significantly  lower  (p  = 0.002)  mortality  rate  with 
CABG,  compared  with  percutaneous  transluminal 
coronary  angioplasty  (PTCA).  The  5-year  CABG  mor- 
tality rate  was  19  percent,  compared  with  35  percent 
for  PTCA.  By  contrast,  in  patients  without  diabetes 
and  in  those  with  diabetes  but  not  on  drug  treatment, 
the  5-year  mortality  rates  for  CABG  and  PTCA  were 
both  about  9 percent. 

The  higher  death  rate  for  PTCA  was  not  due  to 
complications  of  the  procedure  itself.  Those  with  dia- 
betes are  known  to  have  an  excessive  cardiovascular 
risk  and  a higher  mortality  rate  was  expected  for  them, 
regardless  of  revascularization  procedure.  However, 
the  excess  mortality  with  PTCA  had  not  been  anticipated. 

BARI's  results  indicate  that  CABG  should  be  the 
preferred  treatment  for  patients  with  diabetes  on  drug 
or  insulin  therapy  who  have  multivessel  coronary  ar- 
tery disease  and  need  a first  coronary  revascularization. 
These  results  have  a significant  impact  on  the  clinical 
care  of  these  patients. 

Coronary  revascularization  plays  an  important  role 
in  the  treatment  of  clinically  severe  coronary  artery 
disease.  The  two  most  commonly  used  methods  of 
revascularization  are  CABG  and  PTCA.  PTCA  is  a cath- 
eter-based nonsurgical  approach  that  directly  targets 
coronary  obstructions  by  dilation  of  the  vessel  at  the 
point  of  obstruction.  The  process  is  accompanied  by 
local  vascular  injury  and  subsequent  healing.  The  ex- 
tent of  injury  and  the  healing  process  may  be  different 
in  diabetic  and  nondiabetic  patients.  Not  all  lesions 
can  be  dilated,  due  largely  to  technical  reasons.  CABG 
is  a major  operation,  requiring  opening  of  the  chest.  It 
provides  a new  channel,  with  a lumen  frequently  larger 
than  the  native,  diseased  lumen.  There  is  no  instru- 
mentation of  the  local  lesion  and,  therefore,  no  related 
vascular  injury.  While  both  treatments  alleviate  the 
effects  of  coronary  artery  disease,  they  do  not  correct 
or  alter  the  natural  course  of  the  disease. 

Before  PTCA,  CABG  was  the  traditional 
revascularization  strategy.  But  PTCA,  first  performed 
in  the  United  States  in  1977,  has  grown  rapidly  in  use. 
In  1993,  about  362,000  PTCAs  were  done  in  the  United 
States,  compared  with  about  309,000  CABG  surgeries. 

However,  PTCA  use  has  expanded  not  just  in 


number  but  also  in  the  type  of  patient  treated.  Ini- 
tially, PTCA  was  done  on  patients  with  one  obstructed 
vessel.  But,  with  increased  physician  expertise  and  an 
improved  technology,  PTCA  use  has  rapidly  expanded 
to  include  patients  with  more  complex,  multivessel 
coronary  obstructions,  once  treated  exclusively  with 
CABG.  This  has  led  to  uncertainties  about  the  long- 
term effectiveness  and  safety  of  PTCA  compared  with 
CABG  and  prompted  the  NHLBI  to  fund  a rigorous 
evaluation  of  the  two  methods. 

That  rigorous  investigation — the  BARI  study — tests 
whether  the  use  of  PTCA  as  an  initial  treatment  com- 
promised the  clinical  outcome  for  patients  with 
multivessel  coronary  artery  disease  who  needed 
revascularization  and  could  be  treated  by  either  PTCA 
or  CABG.  BARI  did  not  test  outcomes  for  repeat  pro- 
cedures. It  also  studied  only  PTCAs  performed  with 
the  standard  balloon  technique. 

The  trial  is  the  largest  randomized  study  of  its  type, 
with  enough  patients  to  be  able  to  address  key  end- 
points, both  overall  and  in  predetermined  patient  sub- 
groups. The  subgroups  were  based  on  patients'  angi- 
nal status,  number  of  diseased  vessels,  and  left  ven- 
tricular function.  Also  studied  are  various  demographic 
factors  such  as  gender,  age,  race,  and  the  presence  of 
diabetes. 

The  primary  endpoint  is  mortality  after  5 years  of 
follow-up.  Other  important  endpoints  include  the  oc- 
currence of  a myocardial  infarction,  need  of  repeat 
revascularization  procedures,  angina,  functional  sta- 
tus, quality  of  life,  and  utilization  of  health-care  re- 
sources. (Both  quality  of  life  and  utilization  of  health- 
care resources  are  studied  in  detail  in  a separately 
funded  ancillary  study.) 

Patients  were  eligible  for  the  trial  if  they  had  coro- 
nary artery  disease  with  a 50  percent  or  more  luminal 
obstruction  (as  measured  by  calipers)  in  at  least  two  of 
the  coronary  vessels  supplying  two  or  three  major 
coronary  territories.  They  also  had  to  have  clinically 
severe  ischemia  but  not  a prior  revascularization.  Pa- 
tients were  ineligible  for  the  trial  if  they  had,  for  ex- 
ample, insufficient  angina  or  ischemia,  required  emer- 
gency revascularization,  left  main  stenosis  of  50  per- 
cent or  greater,  a noncardiac  illness  expected  to  result 
in  limited  survival,  primary  coronary  spasm,  or  a poor 
quality  angiogram.  Baseline  angiograms  were  reviewed 
and  classified  by  the  Central  Radiographic  Laboratory 
(Dr.  Edwin  L.  Alderman,  director)  at  the  Stanford 
University  Medical  Center  in  Palo  Alto,  CA. 

Between  August  1988  and  August  1991,  18  clinical 
centers  randomized  1,829  patients,  ages  17  to  80  and 
including  353  on  drug  treatment  for  diabetes.  Half  of 
the  patients  were  randomly  assigned  to  PTCA  and  the 
other  half  to  CABG.  At  baseline,  the  mean  age  of  the 
randomized  patients  was  61  years.  Thirty-nine  per- 
cent of  the  randomized  patients  were  age  65  or  older. 
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27  percent  were  women,  25  percent  were  classified  as 
having  diabetes  (of  these,  76  percent  were  being  treated 
with  oral  hypoglycemic  agents  or  insulin),  60  percent 
had  two-vessel  disease  and  40  percent  had  three-ves- 
sel disease,  and  98  percent  had  angina  (of  these,  64 
percent  had  unstable  angina  and  17  percent  had  class 
3-4  angina).  At  the  time  of  this  alert,  66  percent  of 
patients  had  completed  follow-up.  Patients  will  be  fol- 
lowed for  a minimum  of  7 years.  The  trial  is  expected 
to  finish  follow-up  on  all  patients  by  November  1998. 

Follow-up  includes  annual  functional  status  assess- 
ments and  an  electrocardiogram  (ECG),  and  a bien- 
nial exercise  stress  test.  As  required  by  the  protocol, 
risk  factor  modification  was  initiated  for  all  patients 
after  their  enrollment.  This  includes  help  with  smok- 
ing cessation,  exercise,  and  diet.  Patients  also  were 
treated  as  needed  for  hypertension,  elevated  blood 
cholesterol,  and  diabetes.  Risk  factors  and  medical 
problems  were  managed  by  each  patient's  primary  care 
physician. 

The  trial  has  been  closely  monitored  by  both  the 
study  chairman  (Dr.  Robert  Frye,  Mayo  Clinic  Foun- 
dation), the  Clinical  Coordinating  Center  (Dr.  Katherine 
Detre,  University  of  Pittsburgh),  and  the  independent 
Data  and  Safety  Monitoring  Board  (chaired  by  Dr.  J. 
David  Bristow,  Oregon  Health  Sciences  University). 
The  Data  and  Safety  Monitoring  Board  is  composed  of 
PTCA  experts,  cardiovascular  surgeons,  clinical  cardi- 
ologists, and  experts  in  biostatistics  and  ethics.  The 
Board  regularly  reviews  the  monitoring  reports.  ECG 
analyses  are  being  done  by  the  Central  ECG  Labora- 
tory (Dr.  Bernard  R.  Chaitman,  director)  at  the  St.  Louis 
University  Medical  Center.  An  independent  Mortality 
and  Morbidity  Classification  Committee  (chaired  by 
Dr.  Ronald  Prineas,  University  of  Miami)  categorizes 
fatal  events  in  the  trial. 

On  September  13,  1995,  the  Data  and  Safety  Moni- 
toring Board  held  an  urgent  session  to  review  the  5- 
year  mortality  data.  The  Board  concluded  that  the 
unfavorable  mortality  results  for  the  patients  on  drug 
treatment  for  diabetes  and  first  treated  with  PTCA  were 
unlikely  to  be  due  to  chance.  The  Board  recommended 
to  the  National  Institutes  of  Health  that  physicians 
and  other  health  care  professionals  and  the  public  be 
promptly  informed  of  the  results. 

In  summary:  BARI's  findings  should  not  be  ap- 
plied to  all  persons  with  diabetes.  They  apply  only  to 
those  on  oral  hypoglycemic  agents  or  insulin  for  dia- 
betes and  who  have  multivessel  coronary  artery  dis- 
ease and  are  undergoing  an  initial  revascularization 
procedure.  The  data  offer  the  following  guidelines  for 
such  patients:  They  will  probably  fare  better  with  CABG 
than  PTCA  as  an  initial  treatment.  For  patients  who 
have  already  had  a PTCA  and  are  asymptomatic — 
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experiencing  no  ischemia,  angina,  or  other  symptom — 
they  should  take  no  special  action  but  continue  their 
regular  care.  Alternatively,  if  they  have  already  had  a 
PTCA  and  had  their  ischemia  return  (e.g.,  reappear- 
ance of  angina),  they  should  consult  their  physicians 
to  assess  their  current  health  status  and  review  opti- 
mal strategies  for  further  care.  Close  physician  moni- 
toring is  particularly  important  for  patients  with  dia- 
betes who  have  coronary  artery  disease,  since  they 
may  not  experience  symptoms  during  periods  of  ischemia. 

Finally,  all  patients  who  have  evidence  of  coro- 
nary artery  disease,  with  or  without  a prior  PTCA  or 
CABG,  should  receive  an  aggressive  approach  to  medi- 
cal management  of  known  risk  factors  for  coronary 
artery  disease,  including  smoking  cessation  for  smok- 
ers, appropriate  control  of  elevated  blood  pressure  or 
serum  cholesterol,  and  optimal  control  of  diabetes. 

Estrogen/Androgen  Combination  Provides 
Enhanced  Symptom  Relief  in  Older 
Menopausal  Women 

A recent  study  concluded  that  the  use  of  an  estro- 
gen/androgen combination  may  provide  enhanced 
symptom  relief  in  older  postmenopausal  women.  The 
results  were  presented  by  Angela  Bowen,  MD  of  The 
Middleton  Foundation,  Olympia,  WA,  at  the  1995 
North  American  Menopause  Society  meeting. 

Ordinarily,  symptoms  associated  with  a reduction 
in  estrogen  levels  begin  in  perimenopause  and  increase 
throughout  early  menopause.  Symptoms  may  decrease 
with  increasing  age;  however,  older  women  still  expe- 
rience some  symptoms  and  may  thrive  with  the  added 
benefit  of  an  estrogen  or  estrogen/androgen  replace- 
ment therapy.  This  study  compared  oral  esterified  es- 
trogens with  and  without  low-dose  oral  androgen 
(Estratab®v.  Estratest®)  in  25  women  who  were  post- 
menopausal for  5 to  22  years.  Approximately  half  the 
patients  were  over  60  years  of  age. 

Both  treatments  significantly  relieved  physical 
symptoms  of  hot  flashes,  sweating  and  vaginal  dry- 
ness, but  only  estrogen  combined  with  androgen  sig- 
nificantly relieved  psychosomatic  symptoms  of  fatigue, 
insomnia  and  palpitations.  Psychologic  symptoms  in- 
cluding irritability,  nervousness,  depression,  anxiety 
and  lack  of  concentration  also  decreased  with  the  use 
of  an  estrogen/'androgen  combination  but  not  with  es- 
trogen alone. 

Three  weeks  after  patients  stopped  taking  hormone 
therapy,  symptom  relief  in  the  estrogen/androgen 
group  persisted,  but  symptoms  reappeared  in  the  es- 
trogen only  group.  The  addition  of  low-dose  oral  an- 
drogen to  oral  estrogen  did  not  reduce  the  effective- 
ness of  estrogen  and  may  provide  enhanced  symptom 
relief  in  older  women. 
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VISA  Health  Care  Volume  Grows  at 
Record  Rates  by  Mid-Year  1995 

Visa  card  payment  volume  in  the  health  care  in- 
dustry grew  to  a record  $3.2  billion  during  the  first 
two  quarters  of  1995,  a 38  percent  increase  over  the 
same  period  in  1994. 

With  $582  million  in  transactions  during  June  alone. 
Visa's  annual  health  care  volume  is  expected  to  reach 
$6.8  billion  for  1995,  according  to  statistics  released  in 
August.  Visa  card  payment  volume  grew  by  35  per- 
cent in  physicians'  offices,  by  28  percent  in  hospitals 
and  41  percent  in  dental  facilities,  as  compared  with 
the  first  six  months  of  1994. 


"Visa's  phenomenal  rate  of  growth  in  health  care 
is  directly  related  to  the  proliferation  of  managed  care 
plans  that  have  increased  consumers'  out-of-pocket 
expenses,"  said  Les  Mann,  senior  vice  president  of 
Health  Care  Marketing  at  Visa.  He  said  the  bankcard 
is  a convenient  means  of  managing  the  consumers' 
increased  responsibility  for  co-payments  and 
deductibles. 

The  Visa  card  is  accepted  today  at  210,000  health 
care  locations  nationwide,  including  95  percent  of 
hospitals,  80  percent  of  dental  facilities  and  51  percent 
of  physicians'  offices. 


Disciplinary  Action  Bulletin  - Arkansas  State  Board  of  Nursing 

The  nurses  listed  in  this  bulletin  have  had  disciplinary  action  taken  against  their  licenses.  When  a 
nurse's  license  to  practice  nursing  is  revoked  or  suspended,  return  of  the  license  to  the  Board  Office  is 
requested;  however,  licenses  may  not  be  returned.  Also,  individuals  placed  on  probation  usually  must 
continue  to  meet  conditions  for  the  retention,  or  future  reinstatement,  of  their  licenses.  When  hiring  such  an 
individual  the  Board  office  should  be  contacted.  Therefore,  it  is  suggested  that  this  list  be  shared  with  the 
appropriate  supervisory  personnel  and  recruiters  in  your  agency. 

At  the  completion  of  the  disciplinary  period,  the  nurse  applies  for  reinstatement.  Reinstatement  is 
contingent  upon  meeting  the  requirements  listed  in  the  disciplinary  action  document. 

In  accordance  with  the  Arkansas  Nurse  Practice  Act  and  the  Arkansas  Administrative  Procedure  Act, 
the  Arkansas  State  Board  of  Nursing  took  the  following  action  after  individual  hearings: 

As  of  September  13,  1995 

Wanda  Denese  Tate,  LPN  22768  (El  Dorado/Norphlet)  - REVOKED 

Julie  Anna  McCaghren,  LPN  27573  (Key  West,  FL)  - Renewal  Denied  Indefinitely 

Thomas  Lee  Ervin,  RN  37092  (Coeur  d'Alene,  ID/San  Leandro,  CA)  - Suspended  Indefinitely 

Laura  Jean  Hesson  Helton,  RN  13290/CRNA  C-311  (Ft.  Smith)  - Suspended  5 years 

Susan  Jayne  Morgan  Bohannon,  RN  40450  (Eureka  Springs)  - REVOKED 

Deborah  Fay  Tyler,  LPN  17094  (Little  Rock)  - Consent  Agreement  Suspended  1 year 

As  of  October  11,  1995 

Jimmy  Lee  Beard,  RN  48579  (Ft.  Smith)  - REVOKED 

Ava  Nell  Watson,  LPN  17840  (Hornersville,  MO)  - License  not  renewable 

Amanda  Nikita  Rochelle  Gilliam,  RN  43730  (Texarkana,  TX)  - Probation  3 months 

John  Samuel  Brooks,  RN  16521  (El  Dorado)  - Suspension  5 years 

Barry  Russell  West,  Jr.,  RN  39866  (Fayetteville)  - Probation  5 years 

As  of  October  12,  1995 

Ginger  Gail  Wilson  Jones,  LPN  32838  (Williford)  - REVOKED 
Connie  Sue  Ray  Roy,  LPN  30759  (Ft.  Smith)  - Suspension  2 years 

Audrey  Mae  Todd  Orsby,  LPN  20682  (Cherry  Valley)  - Probation  extended  additional  6 months 
Carol  Rene  Taylor  Wimsett,  RN  41425  (Hot  Springs)  - Suspension  2 years 
Mary  Sue  Sipes,  LPN  11992  (Crossett)  - Suspension  1 year  civil  penalty 

i ALERT  

If  you  have  employed  one  of  the  following  nurses  or 
have  any  knowledge  of  their  whereabouts,  please  notify  the  Board  of  Nursing  at  (501)686-2700: 

Betty  Jean  Groden  - (Gardner),  LPN  #16020 
Frances  Prater  Sherwani,  LPN  #31073 
Ava  Nell  Watson,  LPN  #17840  (Does  not  have  a valid  Arkansas  license) 
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Things  To  Come 


December  7-9 

Improving  Rural  Health  Care  Through  Commu- 
nity Development.  Hyatt  Regency  Savannah  Hotel, 
Savannah,  Georgia.  Sponsored  by  the  National  Rural 
Health  Association.  Co-sponsored  by  the  American 
Academy  of  Family  Physicians  and  the  American  Hos- 
pital Association.  Registration  deadline  is  November 
30,  1995.  For  more  information,  write  to  National  Ru- 
ral Health  Association,  One  West  Armour  Boulevard, 
Suite  301,  Kansas  City,  Missouri,  64111. 

December  9 

Cardiology  Seminar.  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri.  Sponsored  by  the  Office  of  Continu- 
ing Medical  Education,  Washington  University  School 
of  Medicine.  For  more  information,  call  (800)  325-9862. 

December  15  - 18 

Ethical  Issues  in  the  Care  of  Terminally  111  and 
Dying  Patients.  The  Rolling  Hills  Hotel  & Golf  Resort, 
Ft.  Lauderdale,  FL.  Sponsored  by  the  CEREC  Center 
of  Southeast  Florida.  For  more  information,  call  (305) 
424-9304. 

January  12  - 13,  1996 

What's  New  In  General  Surgery  - 18th  Annual 
Postgraduate  Course.  Hyatt  Regency,  Sacramento,  CA. 
Sponsored  by  the  Office  of  Continuing  Education  and 
UC  Davis  School  of  Medicine  and  Medical  Center.  For 
more  information,  call  (916)  734-5390. 

January  26  - 28,  1996 

The  15th  Annual  Perspectives  on  New  Diagnos- 
tic & Therapeutic  Techniques  in  Clinical  Cardiology. 

Lake  Buena  Vista,  Florida.  Sponsored  by  the  Ameri- 
can College  of  Cardiology.  For  more  information,  call 
800-257-4739. 

February  7-10,  1996 

1996  International  Conference  on  Physician  Health 
"Uncertain  Times:  Preventing  Illness,  Promoting 
Wellness."  Sheraton  San  Marcos  Hotel  in  Chandler, 
Arizona.  Sponsored  by  the  American  Medical  Asso- 
ciation, Canadian  Medical  Association,  Federation  of 
State  Licensing  Boards,  and  the  Federation  of  Provin- 
cial Licensing  Boards.  For  more  information,  call  (312) 
464-5066. 
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February  9 - 10,  1996 

(Mardi  Gras  Season) 

Neuropsychiatric  Aspects  of  Primary  Care:  Anxi- 
ety and  Depression  - Across  the  Life  Cycle.  Royal 
Sonesta  Hotel,  New  Orleans,  Louisiana.  Sponsored 
by  Tulane  University  Medical  Center,  Office  of  Con- 
tinuing Medical  Education.  For  more  information,  call 
(504)  588-5466  or  1-800-588-5300. 

February  10-13,  1996 
Fifty-first  Annual  Postgraduate  OB/GYN  Assem- 
bly. Beverly  Hilton  Hotel,  Beverly  Hills,  California. 
Sponsored  by  the  OB/GYN  Assembly  of  Southern 
California.  For  more  information,  call  (213)  937-5514. 

February  17-19,  1996 

Mardi  Gras  Anesthesia  Update  in  New  Orleans. 

Westin  Canal  Place  Hotel,  New  Orleans,  Louisiana. 
Sponsored  by  the  Department  of  Anesthesiology  & 
Office  of  Continuing  Education,  Tulane  LIniversity 
Medical  Center.  For  more  information,  call  (504)  588- 
5466  or  1-800-588-5300. 

February  19  - 23,  1996 
"New  Technological  Applications  in  Imaging  & 
Intervention."  Manor  Vail  Lodge,  Vail,  Colorado.  Spon- 
sored by  the  Departments  of  Radiology  at  Louisiana 
State  University  School  of  Medicine  and  Tulane  Uni- 
versity Medical  Center.  For  more  information,  call  (504) 
588-5466  or  1-800-588-5300. 

April  26  - May  3,  1996 

Fifty-fifth  Annual  American  Occupational  Health 
Conference.  San  Antonio  Convention  Center,  San 
Antonio,  Texas.  Sponsored  by  the  American  College 
of  Occupational  and  Environmental  Medicine.  For  more 
information,  call  (708)  228-6850. 

June  6-9,  1996 

Symposium  on  Computer  Assisted  Radiology  S / 
CAR  '96.  Denver  Marriott  Hotel  City  Center,  Denver, 
Colorado.  Sponsored  by  the  Society  for  Computer 
Applications  in  Radiology.  Co-sponsored  by  the  Uni- 
versity of  Colorado  Health  Sciences  Center.  For  more 
information,  call  (703)  716-7548 
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Keeping  Up 


December  5,  1995 

5th  Annual  Women  in  Medicine  and  Research  Day 

Sponsored  by  UAMS  College  of  Medicine 
Location:  Arkansas  Children's  Hospital,  Brandon  Conference  Center 
7:30  a. m.  Registration  and  Continental  Breakfast 
4 Category  I credit  hours 
$5  UAMS  faculty  $10  Non-UAMS 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAVETTEVILLE-VA  MEDICAL  CENTER 

General  Internal  Medicine  Review,  Wednesdays,  12:00  noon.  Room  238  Bldg.  1 

Medical  Grand  Rounds/ General  Medical  Topics,  Thursdays,  12:00  noon.  Auditorium,  Bldg.  3 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon,  Conference  Room 

LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Thursdays,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Chest  Conference,  4th  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 
Interdisciplinary  AIDS  Conference,  2nd  Friday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Journal  Club,  Tuesdays,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Spine  Center  Conference,  1st  Wednesday,  7:00  a.m.,  Southwestern  Bell/Arkla  Room.  Light  Breakfast  provided. 

Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  Southwestern  Bell/Arkla  room.  Refreshments  provided 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m.,  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon,  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 
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MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m.,  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon.  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon,  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category  I 
of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bide., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 
Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 
CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 
Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5C114 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m..  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m.,  Gastroenterology  conference  room,  3D29 
Gl/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology/Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m..  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:00  p.m..  Room  2E-142  at  VAMC 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7 C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 
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Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  VA  Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

VA  Chest  Conference  (combined  Surgical/Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

VA  Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

VA  GREECI Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

VA  Hematology/Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

VA  Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

VA  Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

VA  Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  & Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary,  White  County  Memorial  Hospital, 
Searcy 

EL  DORADO-AHEC 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Chest  Conference,  3rd  Wednesday,  12:30  p.m.,  Warner  Brown  Flospital 
Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
GYN  Conference,  2nd  Friday,  12:30  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:30  p.m.,  AHEC-South  Arkansas 
Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon,  AHEC  - South  Arkansas.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Conference,  3rd  Friday,  12:30  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:30  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:30  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:30  p.m.,  AHEC  - South  Arkansas 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  Washington  Regional  Medical  Center 
AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  Washington  Regional  Medical  Center 
Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

Gastroenterology  Conference,  3rd  Tuesday  every  other  month,  7:00  a.m.,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  3rd  Wednesday,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
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Neuroradiology  Conference,  1st  Tuesday,  11:30  a.m..  Sparks  Regional  Medical  Center 
Sparks  Tumor  Conference,  Thursdays,  12:00  noon,  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 

JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m.,  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Cityunde  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon,  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m.,  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conference,  December  28,  7:30  a.m..  Board  Room,  Northeast  Arkansas  Rehabilitation  Hospital. 

Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon.  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Residency  Noon  Conference,  Mondays  through  Thursdays,  12:00  p.m.,  AHEC-Southwest  Family  Practice  Clinic 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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JliaMutif 
Protection 

Dotting  the  i’s  and  crossing  the  t’s...it’s  what  makes  API 
so  good  at  what  we  do... protecting  and  defending  our 
Members.  Paying  obsessive  attention  to  detail,  gather- 
ing every  piece  of  necessary  information,  devoting  our 
every  effort  to  winning  every  case.  That’s  what  makes 
API  one  of  a kind  in  medical  professional  liability  insur- 
ance. 

Paying  such  minute  attention  to  detail  has  helped. 

Here’s  how: 

• We’ve  won  over  90%  of  the  claims  we’ve  taken  to 
court. 

• 70%  of  our  total  claims  filed  have  resulted  in  no 
payment  to  the  plaintiff. 

• Our  individualized  risk  management  programs  help 
our  Members  learn  how  to  reduce  the  likelihood  of 
litigation. 

When  claims  have  merit  they  are  settled  quickly  and 
fairly;  but  never  without  the  written  consent  of  the 
doctors  we  serve.  It’s  what  you’d  expect  from  API.  Call 
us.  We  care. 

American  Physicians 
Insurance  Exchange 
1-800-252-3628 

1301  S.  Capital  of  Texas  Hwy. 
Suite  B-320 
Austin,  Texas  78746 
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Editorial 


Managed  Care 

Are  We  Ready  for  the  Changes? 

Jerry  Byrum,  M.D.* 


As  1995  comes  to  a close,  it  is  a good  time  to  re- 
flect on  the  changes  that  we  have  seen  in  Arkansas 
medicine  this  year.  I think  we  shall  never  be  the  same. 

For  me,  seeing  the  changes  that  were  coming  be- 
gan in  January.  It  was  time  for  that  once  a year  chore 
that  each  of  us  must  go  through  for  our  respective 
hospitals  - the  annual  meeting  - when  hospital  admin- 
istration gives  us  their  version  of  the  "state  of  the 
union."  In  the  past  I have  generally  not  been  too  in- 
terested in  such  events.  Usually  I fill  the  time  with 
visions  of  snow  skiing  or  some  other  fun  activity.  In 
fact,  most  of  these  meetings  have  had  a low  frequency 
"buzz"  as  physicians  use  the  time  to  quietly  chat  with 
each  other  during  the  proceedings.  This  year  was  to 
be  different. 

The  speaker  began  by  asking  us  for  three  minutes 
of  attention.  If  we  would  give  him  our  undivided  at- 
tention for  three  minutes,  and  then  we  weren't  inter- 
ested in  what  he  had  to  say,  we  could  go  back  to  our 
conversations.  That  sounded  fair.  So  he  began,  "There 
has  been  a paradigm  shift  in  medicine."  There  are 
certain  words  that  just  don't  carry  much  impact.  The 
word  "paradigm"  is  one  of  these.  It's  a word  you 
might  expect  to  see  in  a paper  on  quantum  mechan- 
ics, but  not  pertaining  to  the  practice  of  medicine. 


The  room  became  quiet,  eerily  quiet.  "Let  me  tell 
you  about  an  example  of  a 'paradigm  shift'  which  oc- 
curred in  the  watch-making  business,"  he  said.  Over 

* Jerry  Byrum,  M.D.,  is  a Pediatrician  with  the  All  For  Kids 
Pediatric  Clinic  in  Little  Rock.  He  is  a member  of  the 
editorial  board  for  The  Journal  of  the  Arkansas  Medical  Society. 


the  next  few  minutes  he  gave  us  a first  hand  vocabu- 
lary lesson  on  how  the  word  "paradigm"  might  im- 
pact an  economic  system,  in  this  case,  the  watch-mak- 
ing industry.  He  said,  "In  1960  the  Swiss  made  85% 
of  the  world's  watches.  They  were  excellent  at  what 
they  did.  The  technology  and  manufacturing  ability  of 
the  Swiss  in  building  watches  at  that  time  was  the 
best  in  the  world.  Factories  were  geared  up  for  maxi- 
mum production.  People  were  employed  and  made 
money.  All  was  well. 

"Then  a group  of  Swiss  watch-making  research- 
ers made  a fascinating  discovery.  Cheap  quartz  crys- 
tals could  be  caused  to  vibrate  in  a typical  way  when  a 
small  electrical  current  was  passed  through  them  and 
this  could  be  calibrated  to  keep  time.  This  amazing 
discovery  was  presented  at  an  international  watch- 
making convention  in  the  early  sixties.  The  establish- 
ment of  the  Swiss  watch-making  industry  found  these 
findings  'interesting,'  but  because  of  the  huge  cost 
involved  in  retooling  to  take  advantage  of  this  unproved 
technology,  the  large  Swiss  companies  rejected  it. 

"There  was  also  another  company  at  this  conven- 
tion in  the  early  sixties.  It  was  then  a small  unknown 
company  named  Seiko.  The  rest  we  know.  Seiko  and 
other  companies  used  the  new  technology  to  make 

high  quality 
watches  at  a 
fraction  of 
the  cost  of 
the  old  sys- 
tem. The 
Swiss  lost 
the  vast  ma- 
jority of  their  market  share  to  new,  cheaper  technol- 
ogy. You  see,  it  is  possible  to  have  a new  develop- 
ment in  an  economic  system  (or  any  model  for  that 
matter)  which  is  so  radical  that  it  changes  all  the  rules 
for  that  model.  The  old  financial  structure  which 
worked  in  the  past  may  not  work  anymore.  Things 


Even  though  governmental  health  care  reform  is  dead,  market-driven 
changes  are  definitely  revolutionizing  how  we  practice.  Here  in  Arkansas 
the  changes  of  pre-paid  managed  care  which  have  already  swept  the  nation 
are  just  now  beginning  to  really  be  felt. 
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Because  of  competition,  physicians  find  themselves  being  forced  to  find 
cheaper  ways  of  providing  care,  while  at  the  same  time  maintaining 
quality.  This  has  led  to  changes  in  physician  practice  patterns. 


that  were  profitable  in  the  past  may  not  be  profitable 
in  the  new  system.  The  rules  have  changed." 

So  the  vocabulary  lesson  was  over.  I understood 
what  he  was  saying.  It  is  possible  for  one  seemingly 
insignificant  factor  to  revolutionize  an  economic  system. 

"Ladies  and  gentlemen,  there  has  been  a 'para- 
digm shift'  in  medicine,"  he  went  on  to  say.  The 
speaker  then  explained  his  version  of  what  this  para- 
digm shift 
was.  Now 
let  me  ask 
you,  what  is 
he  talking 
about?  What 
are  we  facing 
that  is  so 
revolutionary 

that  all  the  rules  have  changed?  The  answer  is:  pre- 
paid managed  health  care. 

Even  though  governmental  health  care  reform  is 
dead,  market-driven  changes  are  definitely  revolution- 
izing how  we  practice.  Here  in  Arkansas  the  changes 
of  pre-paid  managed  care  which  have  already  swept 
the  nation  are  just  now  beginning  to  really  be  felt. 
How  does  pre-paid  managed  care  prove  to  be  such  a 
radical  difference?  Let's  look  at  it. 

Under  the  old  fee  for  service  system,  physicians, 
pharmacists,  hospitals  and  other  medical  providers  are 
paid  on  the  basis  of  what  services  are  provided.  This 
means  that  full  waiting  rooms,  full  operating  rooms, 
occupied  hospital  beds  and  facilities,  and  utilization 
of  pharmacy  services  mean  secure  income  streams. 
Utilization  means  financial  reward. 

Under  the  new  system  however,  enrollment,  capi- 
tation rates  and  low  utilization  mean  financial  reward. 
These  systems  are  so  different  that  it  behooves  us  to 
thoroughly  understand  them. 

The  first  question  to  ask  is,  why  is  market-driven 
health  care  reform  occurring?  There  are  probably  at 
least  four  reasons.  The  first  is  money.  While  most 
Americans  want  to  spare  no  expense  for  their  indi- 
vidual health  care,  there  is  a belief  that  too  much  money 
is  spent  on  health  care  in  our  country.  This  is  particu- 
larly true  in  the  business  sector  where  there  is  con- 
stant pressure  to  reduce  health  care  costs.  The  second 
reason  is  almost  as  important  as  the  first.  There  are 
increased  numbers  of  physicians  and  medical  facilities 
in  our  country  which  have  led  to  price  competition. 
Particularly  in  large  metropolitan  areas,  these  two  fac- 
tors have  led  to  the  growth  of  "managed  care."  In 
addition  to  cost  and  price  competition,  two  other  fac- 
tors play  a part.  These  are  problems  of  access  to  health 
care  and  fragmentation  of  care  (patients  being  treated 
by  multiple  physicians  for  various  problems).  In  sum- 
mary, for  the  above  reasons,  pre-paid  managed  health 
care  has  emerged  as  a way  to  provide  high-quality, 
cost-effective  medicine. 


How  does  "managed  care"  control  costs  while  at 
the  same  time  providing  high-quality  care?  First  of 
all,  for  the  first  time,  access  to  a primary  care  physi- 
cian is  easy  both  for  the  patient  and  the  physician. 
One  local  HMO  advertises  that  the  only  paperwork 
needed  for  a physician's  visit  is  a ten  dollar  bill.  Along 
with  access  to  care,  the  patient's  health  is  actually 
managed  by  the  primary  care  physician.  This  man- 


agement includes  managing  access  to  specialists,  tests 
and  treatment  (a  must  for  cost-effective  care)  and  man- 
aging the  patient's  health  (a  much  harder  thing  to  do). 
Minor  illnesses  are  managed  by  primary  care  physi- 
cians instead  of  specialists  with  cost  savings.  Because 
of  this  trend,  along  with  increased  numbers  of  spe- 
cialist physicians,  competition  and  decreased  demand 
lower  specialist  physicians  salaries. 

Because  of  competition,  physicians  find  themselves 
being  forced  to  find  cheaper  ways  of  providing  care. 


Emergency  Care  Specialists  is  one  of 
America's  fastest  growing  contract 
management  groups.  Our  physicians 
pride  themselves  on  providing  the 
highest  quality  care  while  working  in  a 
stable  and  rewarding  work  environment. 


Currently  we  are  recruiting  physicians  seeking  the 
advantages  of  small-town  living  in  beautiful  Eastern 
Arkansas,  only  a 45  minute  drive  from  Memphis. 

Qualified  candidates  should  be  Board  prepared  or 
Board  certified  in  emergency  medicine,  or  a primary 
care  specialty  with  experience  in  an  emergency 
department  of  1 2,000  annual  patient  visits  or  greater. 

CONTACT: 

DAVE  MCLEOD 

1550  NE  MIAMI  GARDENS  DRIVE,  SUITE  504 
NORTH  MIAMI  BEACH,  FL  33025 
PHONE:  800-372-2600 
FAX:  305-947-9990 
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nile  at  the  same  time  maintaining  quality.  This  has 
led  to  changes  in  physician  practice  patterns.  Guide- 
lines for  care  are  developed  and  instituted.  For  the 
first  time,  preventative  care  is  financially  feasible.  This 
leads  to  decreased  hospital  utilization  and  lower  costs. 

Because  access  is  not  a problem,  expensive  emer- 
gency room  visits  are  avoided.  Fragmentation  of  care 
is  resolved.  Duplication  of  tests  are  avoided. 

As  can  be  seen  from  the  above,  managed  care  low- 
ers costs.  Because  of  increased  numbers  of  physicians, 
competition  forces  physicians  to  participate  or  lose  their 
patient  base  (market  share).  Large  companies  make 
managed  care  plans  their  only  health  insurance  avail- 
able to  their  employees. 

In  addition  to  the  problem  of  changed  practice 
patterns,  physicians  also  face  other  problems  with 
managed  care.  Contracts  with  managed  care  compa- 
nies have  to  be  individually  evaluated  and  executed. 
Because  of  the  logistics  in  securing  physicians  on  a 
managed  care  plan,  companies  desire  to  enter  into 
agreements  with  groups  of  doctors.  This  favors  the 
formation  of  physician  groups. 

Because  of  these  complexities,  it  is  difficult  for  in- 
dividual physicians  to  function  in  this  environment. 
As  a result,  physicians  are  becoming  part  of  larger  or- 
ganizations. This  is  taking  the  form  of  practice  acquisi- 
tion by  hospitals.  Independent  Physician  Organizations, 


Management  Service  Organizations  and  Physician 
Hospital  Organizations.  It  seems  that  the  changes  go 
on  and  on. 

One  is  tempted  to  ignore  these  things  and  keep 
on  practicing  medicine  just  as  we  have  done  all  these 
years.  If  only  it  was  safe  to  do  that.  If  Arkansas  medi- 
cine follows  the  same  route  as  other  states  have  done, 
we  will  continue  to  see  major  changes.  Managed  care 
plans  will  grow  exponentially. 

Practice  acquisition  by  hospitals  and  other  compa- 
nies will  continue.  Other  physician  groups  will  grow. 
Nurse  practitioners  will  assume  a much  larger  respon- 
sibility in  providing  primary  care.  Preventative  care 
will  be  very  important.  Hospital  utilization  will  de- 
cline. Practice  guidelines  will  be  in  place  for  common 
problems.  Physicians  will  lose  even  more  autonomy. 

Maybe  we  should  learn  from  Seiko  in  the  new 
environment  that  we  find  ourselves.  The  survival  of 
our  practices  with  any  degree  of  autonomy  will  re- 
quire new  ideas  and  innovation.  Those  of  us  who  refuse 
to  change  may  well  find  ourselves  just  as  the  Swiss 
did,  with  loss  of  market  share  and  out  of  business.  ■ 


Editor's  Note:  What  is  your  opinion  of  this  editorial?  Do 
you  agree?  Disagree?  Comments  are  welcome,  as  always, 
and  may  be  published  in  an  upcoming  Journal. 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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Health  insurance  claim  filing  and 
insurance  reimbursement  are  two  of  the 
most  important  aspects  of  your  business. 
Arkansas  Blue  Cross  and  Blue  Shield's 
experienced  Electronic  Services  staff  can 
help  you  file  Medicare  A,  Medicare  B, 
Medicare  Secondary  Payor  (MSP),  Blue 
Cross  and  Blue  Shield,  USAble 
Administrators,  Health  Advantage, 

HMO  Arkansas  and  selected  Arkansas' 
FirstSource  claims  quickly  and  accurately. 

New  opportunities  now  exist  for  related 
uses  of  electronic  data  interchange  (EDI) 
which  will  provide  additional  benefits 
such  as  electronic  remittance  advice, 
electronic  funds  transfer  and  remote 
inquiry /entry/  update. 

To  find  out  how  electronic  billing  and 
EDI  can  work  for  you,  contact  our 
experienced  staff  of  professionals  at 
(501)  378-2419. 

Cal!  today  and  find  out  how 
to  get  started! 
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SERVICES 


Making  the  Most  of 
Your  Time  and  Money 

(501)  378-2419 


Arkansas 

BlueCross  BlueShield 

An  Independent  Ucensee  of  (be  Blue  Cross  and  Blue  Shield  Association 

P.O.  Box  2181  • Little  Rock,  AR  72203-2181 


Family  Medicine  Faculty,  Assis- 
tant or  Associate  Protessor.  Com- 
munity-based, twenty-seven  resident 
program  with  university  affiliation.  Seven 
full-time  physician  faculty  members  with 
plans  to  expand  to  nine.  Responsibilities 
include  teaching  and  supervision  of  resi- 
dents and  medical  students,  three  to 
four  half  days  of  patient  care  per  week, 
and  research  if  desired.  Obstetrical  skills 
essential.  Fayetteville  is  the  location  of 
the  main  campus  of  the  University  of 
Arkansas  and  is  situated  in  the  beauti- 
ful Ozark  Mountains.  School  system  and 
economy  are  considered  the  strongest 
in  the  state.  Salary  very  competitive. 

Contact: 

Ray  Bredfeldt,  M.D. 

2907  East  Joyce  Blvd. 

Fayetteville,  Arkansas  72703 
(501)  521-0263 


IT  DOESN’T 
TAKE  A LOT  OF 
REMODELING 
TO  MAKE 
YOUR  OFFICE 
A CANCER 
PREVENTION 


AND  DETECTION 


CENTER- 


The  Cancer  Resources  in  Education  (CARE) 
Box  gives  you  easy  access  to  information 
you  need  - all  in  one  location. 

Developed  by  leading  oncologists,  the 
CARE  Box  contains  easy-to-read 
information  about  the  early  detection, 
screening  and  prevention  of  cancer, 
corresponding  presentation  slides,  plus 
an  overview  for  development  of  CME  core 
curriculum  objectives. 

The  complete  kit  also  includes  a booklet 
designed  to  help  you  communicate  better 
with  your  cancer  patients,  and  make  public 
or  physician  presentations. 


To  oriei  or  request  more  information  about  the  CARE  Box.  contact: 


©TEXAS 
CANCER 
COUNCIL 


Physician  Oncology  Education  Program 

Texas  Medical  Association 

401  West  15th  Street,  Austin,  Texas  78701-1680 

512-370-1672 
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Interstate  30  at  South  University 


EXPERIENCE  THE  STERLING  ADVANTAGE 


EMERGENCY  MEDICINE  OPPORTUNITIES 


ARKANSAS 

Jonesboro,  Wynne 

* Excellent  compensation  packages  (signing  bonus) 
*Paid  Malpractice  with  extended  coverage 
* Discounted  disability  coverage  (30%  off  premiums) 
* Continuing  Medical  Education  (tuition-free) 

* NO  RESTRICTIVE  COVENANTS 

Please  contact  Vince  Lyons  at  800-874-4053 

(INQUIRE  ABOUT  OUR  REFERRAL  BONUS) 

STERLING 
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Special  Article 


Overview  of  Newborn  Screening 
in  Arkansas 

Robert  West,  M.D.* 

Cheryl  Hale,  R.N.C.** 


Introduction 

Since  the  introduction  of  the  Guthrie  test  for 
phenylketonuria  (PKU)  in  1961,  screening  of  newborns 
for  genetic  and  other  metabolic  disorders  has  become 
a standard  of  care  in  all  fifty  states.  Through  the  years, 
individual  states  have  added  a wide  array  of  new 
screening  assays  to  their  newborn  screening  profiles, 
usually  in  response  to  mandates  by  their  respective 
legislatures.  The  resulting  lack  of  uniformity  among 
states'  newborn  screening  practices  has  become  a fre- 
quent source  of  confusion  for  both  parents  and  physi- 
cians. Furthermore,  since  the  conditions  screened  for 
are  relatively  uncommon,  parents  (and  perhaps  some 
physicians)  may  at  times  question  the  utility  of  screen- 
ing itself.  In  this  brief  article  we  review  the  conditions 
screened  for  in  Arkansas  to  date,  provide  data  on  case 
detection,  and  suggest  future  possibilities  for  newborn 
screening. 

Three  disorders  are  currently  screened  for  in  Ar- 
kansas: PKU,  congenital  hypothyroidism  (CH),  and 
sickle  cell  disease.  All  fifty  states  mandate  PKU  and 
CH  testing,  while  40  provide  at  least  some  screening 
(voluntary  or  mandatory)  for  sickle  cell.  The  three  dis- 
orders will  be  discussed  separately. 

Phenylketonuria 

Classic  PKU  is  an  inborn  error  of  metabolism  re- 
sulting from  the  lack  of  the  enzyme  phenylalanine 
hydroxylase.  This  enzyme  catalyzes  the  conversion  of 
phenylalanine  to  tyrosine.  In  the  absence  of  enzyme 
activity,  phenylalanine  and  its  metabolites  accumulate, 


* Robert  West,  M.D.,  is  a Pediatric  Consultant  with  the  Arkan- 
sas Department  of  Health. 

**  Cheryl  Hale,  R.N.C.,  is  a State  Genetics  Coordinator  with  the 
Arkansas  Department  of  Health 


eventually  leading  to  brain  damage.  Degeneration  oc- 
curs rapidly,  such  that  by  the  end  of  the  first  year 
untreated  infants  are  typically  severely  retarded.  Other 
features  commonly  seen  in  untreated  cases  include 
hypertonia,  spasticity,  microcephaly,  and  seizures.  A 
seborrheic  or  eczematoid  skin  rash  along  with  a pecu- 
liar musty  odor  have  also  been  described.  Almost  all 
cases  occur  among  white  individuals,  with  most  be- 
ing fair-haired  and  blue-eyed. 

By  definition,  infants  with  classic  PKU  have  plasma 
phenylalanine  levels  above  20  mg/dL.  However,  so- 
called  PKU  variants  are  also  associated  with  elevated 
phenylalanine  levels.  A small  percentage  of  such  cases 
are  due  to  defects  in  tetrahydrobiopterin  (BH4)  syn- 
thesis or  recycling.  BH4  is  a cofactor  needed  for  the 
conversion  of  phenylalanine  to  tyrosine,  which  when 
absent  results  in  moderate  to  severe  elevations  of  phe- 
nylalanine and  clinical  features  similar  to  those  of  classic 
PKU.  However,  the  usual  dietary  treatment  for  classic 
PKU  is  unsuccessful  in  preventing  neurological  dete- 
rioration in  these  infants,  probably  related  to  concomi- 
tant under-production  of  the  neurotransmitters  dopam- 
ine and  serotonin.  At  least  three  distinct  enzyme  de- 
fects are  responsible  for  BH4  deficiency. 

Less  severe  degrees  of  hyperphenylalaninemia  (5 
- 20  mg/dL)  may  be  seen  in  conjunction  with  partial 
reductions  in  phenylalanine  hydroxylase  activity.  These 
children  often  develop  normally,  sometimes  in  the 
absence  of  specific  therapy.  Although  recommenda- 
tions vary  somewhat  by  treatment  center,  it  is  gener- 
ally agreed  that  infants  and  children  having  phenyla- 
lanine levels  of  greater  than  about  8 mg/dL  should  be 
monitored  closely  and  that  most  should  receive  di- 
etary therapy. 

Consequences  of  PKU  can  be  largely  averted 
through  early  initiation  of  an  appropriately  conceived 
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dietary  plan  that  results  in  control  of  plasma  phenyla- 
lanine levels.  The  diet  must  be  formulated  and  super- 
vised by  an  individual  having  extensive  experience  with 
the  special  metabolic  needs  of  the  phenylketonuric. 
Judging  by  the  severe  effects  noted  when  insufficient 
amounts  of  phenylalanine,  tyrosine,  and  total  protein 
have  been  prescribed  for  PKU  patients,  over-treatment 
can  be  as  harmful  as  under-treatment.  With  reason- 
ably strict  adherence  to  an  appropriate  regimen,  how- 
ever, most  individuals  with  PKU  can  expect  to  attain 
normal  intelligence  with  a minimum  of  neurological 
sequelae.  In  the  past  it  was  common  to  discontinue 
the  diet  at  about  six  years  of  age.  Because  test  scores 
of  older  children  have  been  found  to  be  positively  cor- 
related with  the  age  at  which  dietary  control  is  lost,  it 
is  now  recommended  that  dietary  treatment  be  con- 
tinued into  adulthood.1 

Due  to  the  availability  of  an  accurate,  inexpensive 
screening  technique  along  with  a treatment  which  suc- 
cessfully prevents  mental  retardation,  the  cost-benefit 
ratio  for  PKU  screening  is  quite  favorable.  In  recogni- 
tion of  this,  Arkansas  Act  192  of  1967  mandated  screen- 
ing of  all  newborns  in  the  state  for  PKU.  At  present, 
blood  for  this  and  the  other  newborn  screening  assays 
is  collected  on  a filter  paper  form  and  shipped  to  the 
Public  Health  Laboratories  in  Little  Rock.  Levels  of 
phenylalanine  of  >4  mg/dL  are  considered  positive  for 
screening  purposes.  While  PKU  testing  in  Arkansas  is 
still  performed  using  the  semi-quantitative  Guthrie 
method,  it  is  anticipated  that  a quantitative  fluorometric 
method  will  soon  be  employed  by  the  state  laboratory. 

Results  of  Screening.  Given  an  estimated  incidence 
of  about  one  in  15,000  for  all  forms  of  PKU  and  about 
35,000  annual  births  it  can  be  predicted  that  two  to 
three  cases  of  PKU  will  be  detected  in  Arkansas  in  an 
average  year.  Follow-up  data  collected  by  the  New- 
born Screening  Program  at  the  Department  of  Health 
tend  to  support  the  efficacy  of  screening  in  terms  of 
detection.  As  seen  in  Figure  1,  since  screening  began 
a total  of  78  cases  of  PKU  and  its  variants  have  been 
detected,  for  an  average  of  2.8  per  year.  Case  detec- 
tion has  ranged  from  zero  to  six  per  year.  Only  one 
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Fig.  1.  Number  of  cases  of  pnenylketonuria  (including  variants)  detected  in 
Arkansas  each  year  since  the  inception  of  newborn  screening. 


case  of  hyperphenylalaninemia  due  to  biopterin  defi- 
ciency has  been  detected  so  far. 

Since  screening  began,  virtually  all  cases  of  PKU 
have  been  evaluated  and  managed  through  the  UAMS 
Department  of  Pediatrics/Arkansas  Children's  Hospi- 
tal (ACH)  system.  Some  of  the  older  children  and  adults 
with  the  disorder  have  been  lost  to  long-term  follow- 
up, related  in  part  to  the  previous  recommendations 
calling  for  termination  of  treatment  at  age  six.  None- 
theless, the  Division  of  Genetics  maintains  an  active 
caseload  of  31  children  and  adolescents  with  the  dis- 
order. To  date,  standard  intelligence/performance  test- 
ing and  clinical  observation  have  revealed  mild  to  mod- 
erate cognitive  and  attentional  deficits  among  some 
Arkansas  phenylketonuncs.  However,  since  screen- 
ing began,  no  cases  of  severe  mental  retardation  due 
to  PKU  are  known  to  have  occurred  in  the  state.  For- 
mal, in-depth  neuropsychological  evaluation  of  PKU 
patients  is  now  being  planned  by  UAMS/ ACH  staff. 

Congenital  Hypothyroidism 

Many  different  conditions  are  responsible  for  in- 
sufficient production  of  thyroid  hormone  in  the  new- 
born. In  the  United  States,  the  most  common  cause 
by  far  is  thyroid  dysgenesis  (aplasia  or  ectopic  thyroid 
remnants).  Other  causes  include  defects  of  thyroxine 
(T4)  synthesis,  endemic  cretinism  (iodine  deficiency), 
fetal  exposure  to  radioiodine,  deficiency  of  thyroid- 
stimulating  hormone  (TSH),  and  various  thyroid  hor- 
mone and  TSH  receptor  defects.  Transient  cases  of 
hypothyroidism  may  also  result  from  transplacental 
passage  of  maternal  anti-TSH  antibodies  or  from  fetal 
exposure  to  maternal  anti-thyroid  medications  such 
as  propylthiouracil  or  methimazole.  The  overall  inci- 
dence of  CH  is  between  1:3,600  and  1:5,000,  although 
the  incidence  among  African-Americans  is  believed  to 
be  substantially  lower.2  Girls  are  said  to  be  affected 
about  twice  as  often  as  boys. 

Clinical  features  of  CH  are  usually  not  apparent  at 
birth.  They  may  appear  gradually  over  a period  of  sev- 
eral months,  delaying  diagnosis  in  the  absence  of  new- 
born screening.  Affected  infants  may  display  prolonged 
physiologic  jaundice,  feeding  difficulties,  respiratory 
problems,  excessive  somnolence,  sluggishness,  and 
constipation.  Physical  findings  may  include  large  an- 
terior and  posterior  fontanels,  umbilical  hernia,  large 
protruding  tongue,  dry  skin,  coarse  and  brittle  hair, 
myxedema,  and  delayed  dentition.  With  time,  growth 
is  significantly  delayed  and  there  is  persistent  mental 
deficiency. 

Treatment  with  sodium-L-thyroxine  beginning  in 
the  first  few  weeks  of  life  has  been  quite  successful  in 
preventing  the  growth  and  mental  retardation  associ- 
ated with  CH.3  Although  therapy  is  lifelong,  the  syn- 
thetic hormone  is  inexpensive  and  well-tolerated  when 
given  at  an  appropriate  dosage.  Excellent  guidelines 
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for  evaluation  and  management  of  infants  with  CH 
have  recently  been  published  by  the  American  Acad- 
emy of  Pediatrics.4 

Screening  for  CH  in  Arkansas,  as  in  the  rest  of 
North  America,  involves  assay  of  the  initial  filter  pa- 
per specimen  for  T . Values  in  the  lowest  10%  of  each 
day's  run  are  then  tested  for  TSH.  Presumptive  posi- 
tives for  primary  hypothyroidism  have  TSH  values  of 
> 25  wU/ml.  Values  of  T4  of  < 5 ng/dl  in  conjunction 
with  normal  TSH  values  are  also  reported  as  abnor- 
mal. The  low  T.  - "normal"  TSH  combination  of  val- 
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ues  may  be  seen  in  association  with  prematurity,  low 
thyroid  binding  globulin,  secondary  hypothyroidism 
(hypopituitarism),  or  primary  hypothyroidism  with  de- 
layed rise  in  TSH.  Due  to  occasional  human  or  techni- 
cal error,  or  rare  clinical  situations  in  which  the  onset 
of  hypothyroidism  is  delayed,  even  the  best-designed 
newborn  screening  program  is  capable  of  missing  cases. 
Thus,  even  in  the  face  of  normal  screening  results, 
physicians  must  be  alert  to  the  possibility  of  CH  if 
clinical  signs  are  suggestive. 

Results  of  Screening.  CH  screening  was  initiated  in 
Arkansas  in  response  to  Act  481  of  1981 . National  inci- 
dence estimates  would  predict  that  about  seven  to  nine 
cases  would  be  detected  in  the  state  during  an  aver- 
age year.  As  shown  in  Figure  2,  case-detection  has 
roughly  achieved  the  expected  results.  Between  1981 
and  1994  a total  of  95  cases  of  primary  CH  were  con- 
firmed, for  an  average  of  6.8  per  year  and  an  approxi- 
mate incidence  of  1 in  every  5,200  births.  Through 
September  1995  a total  of  58  females  and  39  males  have 
been  detected  (about  a 1.5:1  ratio).  African-Americans 
have  accounted  for  nine  cases  detected  so  far,  for  an 
estimated  incidence  of  1:13,000  in  that  population.  The 
one  to  two  cases  of  transient  hypothyroidism  detected 
on  average  each  year  are  not  included  in  these  figures. 

Because  congenital  hypothyroidism  is  managed 
largely  by  primary  care  physicians  throughout  the  state, 
little  systematic  data  on  the  long-term  mental  and 
physical  outcomes  of  treated  patients  are  available.  The 
Newborn  Screening  Program  does  attempt  to  assess 
treatment  status  for  known  patients  up  to  at  least  five 
years  of  age,  however.  The  latest  such  survey  revealed 
that  among  those  for  whom  follow-up  information  was 
available  (71%),  all  were  receiving  appropriate  therapy 
for  CH.  In  the  remainder  of  cases,  follow-up  informa- 
tion was  not  available  due  to  the  child  having  moved,  etc. 

Sickle  Cell  Disease 

This  well-known  autosomal  recessive  disorder  of 
hemoglobin  production  is  caused  by  substitution  of  a 
single  amino  acid  (glu->val)  at  position  6 of  the  beta 
globin  chains.  In  its  most  severe  form  (S-S  disease), 
sickle  cell  is  responsible  for  such  varied  sequelae  as 
vaso-occlusive  (pain)  crises,  splenic  sequestration, 
aplastic  crises,  splenic  dysfunction  with  predisposition 


■81  '82  '83  '84  '85  '86  '87  '88  '89  '90  '91  '92  '93  '94  '95* 

Flg.2.  Number  of  cases  of  congenital  hypothyroidism  detected  in  Arkansas 
since  the  inception  of  newborn  screening  ('95  = partial  year). 


to  sepsis  from  encapsulated  organisms,  acute  chest 
syndrome,  and  stroke.  Homozygous  S-S  disease  oc- 
curs in  approximately  1:500  to  1:600  African  Ameri- 
cans, while  the  heterozygous  carrier  state  (trait)  ap- 
pears in  about  8%  of  this  population.  Somewhat  milder 
forms  of  the  disease  involve  compound  heterozygote 
states,  most  commonly  sickle-hemoglobin  C (S-C)  and 
sickle-B ' -thalassemia . 

The  stimulus  for  newborn  screening  for 
hemoglobinopathies  was  a 1986  NIH  collaborative 
study  on  the  effects  of  penicillin  prophylaxis  in  pre- 
venting severe  bacterial  (primarily  pneumococcal)  in- 
fections in  infants  and  young  children  with  the  disor- 
der.5 The  study  provided  compelling  evidence  of  ben- 
efit from  a twice  daily  regimen  of  penicillin  V initiated 
prior  to  four  months  of  age.  More  recently,  guidelines 
from  an  expert  Agency  for  Health  Care  Policy  and  Re- 
search (AHCPR)  consensus  panel  recommended  ini- 
tiation of  prophylaxis  before  two  months  of  age.6  Early 
detection  is  therefore  vital. 

Act  573  of  1987  mandated  screening  of  all  non- 
Caucasian  newborns  in  Arkansas  for  sickle  cell  dis- 
ease. However,  consistent  with  recommendations  by 
AHCPR  as  well  as  the  policies  of  virtually  all  states 
which  do  sickle  testing,  all  newborns  in  Arkansas  are 
screened.  This  practice  helps  eliminate  missed  cases 
due  to  incorrect  recording  or  "assignment"  of  race  by 
hospital  personnel,  as  well  as  costs  and  potential  er- 
rors related  to  selective  testing  by  the  Public  Health 
Laboratories.  In  Arkansas,  isoelectric  focusing  followed 
by  confirmatory  citrate  agar  electrophoresis  is  the 
screening  methodology  employed. 

Results  of  Screening.  A previous  article  in  The  Jour- 
nal summarized  results  from  the  first  two  years  of  test- 
ing.7 Subsequently,  case  detection  has  proceeded  at  a 
fairly  steady  pace  (see  Figure  3).  Since  universal  screen- 
ing began  in  January  1989,  a total  of  95  cases  of  pre- 
sumed S-S  and  48  cases  of  S-C  have  been  uncovered. 
All  infants  found  to  have  one  of  these  disorders  have 
been  black.  Factoring  in  twelve  other  known  cases  of 
presumed  homozygous  disease  involving  resident 
newborns  screened  in  surrounding  states,  the  estimated 
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Fig.  3.  Number  of  cases  of  presumed  S-S  and  S-C  disease  detected  in 
Arkansas  through  newborn  screening  ('95  = partial  year). 


incidence  of  S-S  among  African-Americans  in  Arkan- 
sas is  about  one  per  515  births.  Eighteen  cases  of  he- 
moglobin C disease  and  ten  cases  of  hemoglobin  E 
disease  have  also  been  detected  through  newborn 
screening. 

About  600  infants  are  found  to  have  sickle  trait 
each  year,  including  approximately  50-60  infants  whose 
newborn  screening  slip  indicates  race  as  "white."  The 
latter  is  not  surprising  in  view  of  the  multiple  ethnic 
backgrounds  associated  with  sickle  hemoglobin.  Coun- 
seling for  families  of  infants  found  to  have  sickle  and 
other  hemoglobin  traits  is  offered,  at  no  charge, 
through  the  Newborn  Screening  Program. 

Short-term  follow-up  of  sickle  disease  states  has 
indicated  rates  of  entry  to  appropriate  care  (including 
antibiotic  prophylaxis)  of  85-100%  for  each  year  since 
screening  began.  Longer  term  follow-up  by  the  New- 
born Screening  Program  reveals  that  of  all  cases  of  S-S 
disease  detected  since  1989,  94%  are  currently  known 
to  be  under  care  of  a physician.  Seventy-two  percent 
of  S-C  cases  are  known  to  be  under  care;  follow-up 
information  is  not  available  for  13%  of  this  group. 
Unfortunately,  so  far  two  deaths  directly  related  to  S- 
S disease  are  known  to  have  occurred  among  the  cases 
detected.  One  of  these  deaths  involved  pneumococcal 
sepsis  in  a toddler  known  to  have  had  penicillin  pro- 
phylaxis prescribed.  The  other  involved  a case  of  "prob- 
able meningitis"  in  a four  year  old  not  thought  to  be 
taking  penicillin  at  the  time. 

Current  Issues 

One  of  the  most  pressing  concerns  relative  to  new- 
born screening  is  the  early  discharge  (i.e.  < 24  hours 
of  age)  of  neonates  from  hospitals.  A study  by  Doherty 
et  al  in  1991  implied  that  with  a cutoff  of  4 mg/dL,  all 
cases  of  PKU  could  be  detected  with  screening  after  24 
hours  of  age.8  However,  before  24  hours  of  age,  sig- 
nificant numbers  of  cases  are  likely  to  be  missed  on 
initial  screening.  Lowering  the  cutoff  value  for  sus- 
pected PKU,  to  2 mg/dL  for  example,  would  probably 
detect  all  cases  but  would  also  result  in  thousands  of 
false  positive  results  requiring  follow-up  each  year  in 


Arkansas.  Another  costly  but  effective  option,  already 
undertaken  by  a few  states,  would  be  to  mandate  a 
second  screening  of  all  newborns  at  one  to  two  weeks 
of  age.  Lor  now,  it  is  imperative  that  hospitals  and 
physicians  involved  in  early  discharge  adhere  to  the 
Arkansas  rules  and  regulations  which  call  for  screen- 
ing of  all  newborns  prior  to  discharge,  and  repeat 
screening  of  early-discharged  infants  within  the  first 
seven  days  of  life.  Should  this  "selective"  second 
screening  policy  prove  inadequate,  however,  imple- 
mentation of  one  of  the  other  options  will  likely  be 
necessary  due  to  the  rapidly  increasing  number  of 
babies  discharged  early  in  the  state. 

Early  discharge  also  creates  problems  for  CH 
screening.  As  opposed  to  the  PKU  dilemma,  the  prob- 
lem here  concerns  excessive  false  positives  generated 
due  to  the  physiologically  higher  TSH  levels  present 
in  the  first  day  or  two  of  life.  Excessive  positive  results 
raise  program  costs  through  follow-up  time  and  test- 
ing, and  also  generate  unnecessary  parental  anxiety. 
On  the  other  hand,  raising  the  TSH  cutoffvalue  car- 
ries risk  of  missing  true  cases  of  CH. 

Apart  from  early  discharge,  another  issue  being 
closely  examined  is  standardization  of  newborn  screen- 
ing across  the  U.S.  A movement  is  afoot  to  establish 
standards  that  would  make  screening  practices  more 
uniform  from  state  to  state,  theoretically  resulting  in 
higher  quality,  less  confusion  and  better  communica- 
tion among  states  regarding  infants  who  cross  state 
lines.  However,  substantial  concerns  relating  to 
whether  all  states  have  the  resources  or  desire  to  meet 
the  proposed  guidelines  have  yet  to  be  resolved.  In 
particular,  changes  in  screening  methodologies  would 
entail  major  expenditures  for  many  states. 

Future  Prospects 

The  latest  addition  to  the  newborn  screening  pro- 
file in  Arkansas,  galactosemia,  was  mandated  by  Act 
113  of  1995.  The  Department  of  Health  anticipates  ini- 
tiation of  galactosemia  screening  in  early  1996.  This 
topic  will  be  explored  in  detail  in  an  upcoming  Journal 
article 

It  is  likely  that  newborns  in  Arkansas  will  be 
screened  for  additional  disorders  in  the  not  too  dis- 
tant future.  New  technologies  such  as  the  highly  au- 
tomated fluorometric  and  enzyme  immunoassay  sys- 
tems already  developed  have  made  it  possible  to  per- 
form assays  for  a variety  of  metabolic  disorders  at  a 
fraction  of  the  previous  costs.  Thus,  cost-benefit  ra- 
tios for  even  relatively  rare  disorders  such  as  maple 
syrup  urine  disease  and  biotinidase  deficiency  may 
now  be  favorable.  In  Arkansas,  perhaps  the  most  rea- 
sonable choice  for  consideration  next  is  congenital  ad- 
renal hyperplasia  (21-hydroxylase  deficiency),  which 
occurs  in  about  1 in  12,000  births  overall.2  Males  with 
the  salt-wasting  form  of  the  disorder  are  at  particular 
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risk  for  early  death  unless  promptly  diagnosed  and 
treated. 

In  summary,  newborn  screening  in  Arkansas  has 
had  the  cumulative  impact  of  identifying,  and  facili- 
tating treatment  for,  hundreds  of  infants  at  risk  for 
premature  death  or  serious  disability.  Within  the  con- 
text of  a rapidly  changing  health  care  system,  contin- 
ued attention  to  issues  of  costs  and  quality  of  this  public 
health  program  will  be  necessary  in  order  to  expand 
upon  the  progress  made  to  date. 
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management  groups.  Our  physicians 
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stable  and  rewarding  work  environment. 


Currently  we  are  recruiting  physicians  seeking  the 
advantages  of  beautiful  Central  Tennessee,  a subur- 
ban community  of  Nashville,  or  a peaceful  small  town 
in  South  Central  Tennessee  neighboring  the  city  of 
Chattanooga. 

Qualified  candidates  should  be  Board  prepared  or 
Board  certified  in  emergency  medicine,  ora  primary 
care  specialty  with  experience  in  an  emergency 
department  of  1 2,000  annual  patient  visits  or  greater. 
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1550  NE  MIAMI  GARDENS  DRIVE,  SUITE  504 
NORTH  MIAMI  BEACH,  FL  33025 
PHONE:  800-372-2600 
FAX:  305-947-9990 


EXCEPTIONAL  LAKE  GET-AWAY 

Located  on  beautiful  Greers  Ferry  Lake  and  a short, 
pleasant  drive  from  Pulaski  County.  This  cabin  in 
Fairfield  Bay  was  designed  for  functionality  and 
relaxation.  Check  out  these  features: 


♦Lake  Front 
♦Zoned  for  Boat  Dock 
♦Fairfield  Bay  Charter  Lot 
(very  low  POA  fees) 

* Paved  Roads 
♦Cable  TV 
♦City  Water  & Sewer 
♦7  Ceiling  Fans 
♦JenAire  Grill 
♦Dishwasher 

♦Game  Room  in  Basement 
♦Single  Car  Garage 
w/Remote  Door 


♦Central  Heat  & Air 
♦Central  Vacuum  System 
♦Large  Screened  Porch 
♦Incredible  View  of  Sugar  Loaf 
*2  Bedroom  - 2 Full  Bath 
♦Separate  Hot  Water  Heaters 
♦Insulated  Windows 
♦Beautiful  Oak  Cabinets 
♦Full  cook  top  w/vent  hood 
* 1 538  Sq.  Ft.  Heat  & Air 
♦Large  Clean  Basement  Storage 
♦Much  more  - Call 


This  exceptional  value  is  expected  to  move  fast. 
Maintained  in  like  new  condition.  Shows  very  little  use. 
Still  smells  new.  Call  now  for  more  details  on  this 
end-of-season  bargain. 

Ennis  Realty  in  Batesville 
Patsy  C.  Craig 
Office:  (501)793-6891 
Residence:  (501)  793-7480 
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Special  Article 


One  Doctor’s  Field  of  Dreams 


William  R.  Scurlock,  M.D.,  F.A.C.S.* 

As  a kid  in  Waldo,  Arkansas  (Population  1,492),  I 
grew  up  in  the  era  of  small  town  baseball.  Every  little 
community  had  a baseball  field.  In  that  day  prior  to 
television,  baseball  drew  a great  deal  of  local  interest. 
One  could  always  expect  to  see  a large  crowd  at  games 
on  Saturday  or  Sunday  afternoon.  A great  rivalry  be- 
tween the  teams  was  always  present.  Newspapers 
always  carried  the  box  score  and  description  of  the 
games.  Wherever  men  would  gather,  whether  it  be 
church,  the  barber  shop,  or  the  billiard  hall,  the  con- 
versation sooner  or  later  turned  to  baseball. 

I was  the  typical  lad  who  lived  and  breathed  base- 
ball from  the  first  sign  of  spring  until  the  autumn  leaves 
fell.  Like  so  many  of  you,  I could  give  you  the  name 
of  every  major  league  player,  their  position,  batting 
average,  and  number  of  homeruns. 

My  best  friend  was  Bill.  It  so  happened  that  Bill's 
dad  was  a major  league  baseball  player.  Bill's  dad 
was  Travis  Jackson,  the  shortstop  for  the  old  New  York 
Giants  1921-1937.  His  playing  days  were  followed  by 
several  years  as  a coach  for  the  Giants  and  later  the 
Milwaukee  Braves.  Since  I came  along  in  the  late  1930's 
and  40's,  I will  admit  I did  not  fully  appreciate  Mr. 
Jackson's  playing  years.  All  I knew  was  that  I could 
always  expect  him  to  return  to  Waldo  after  every  base- 
ball season  was  over.  I could  expect  him  to  attend  all 
of  our  basketball  games,  help  with  transportation,  sup- 
port the  team  and  the  school,  and  assist  with  the  coach- 
ing as  his  time  would  permit. 

During  those  days  every  young  man  who  loved 
the  game  dreamed  of  playing  major  league  ball.  I certainly 


William  R.  Scurlock,  M.D.  is  a retired  general  surgeon  and 
lives  in  El  Dorado,  Arkansas. 


was  no  exception.  I was  fortunate  in  the  early  1950's 
to  have  the  opportunity  to  attend  a tryout  camp  with 
the  Saint  Louis  Cardinals.  Paul  Dean  (brother  of  Dizzy 
Dean)  managed  the  camp  at  that  time.  Paul,  also 
known  as  "Daffy,"  was  an  ex-Cardinal  pitcher  and  was 
then  a scout  for  the  club.  I shall  never  forget  one 
thing  he  said  to  us  in  his  opening  remarks.  He  said, 
"Men,  if  you  don't  make  it  to  the  big  leagues,  don't 
feel  bad,  only  one  in  2,800  do."  I found  out  there  was 
a giant  leap  from  semi-pro  to  professional  baseball. 
Very  few  were  chosen.  Needless  to  say,  I was  not  one 
of  them. 

I continued  my  education  and  chose  the  medical 
profession.  Poliowing  college,  medical  school,  intern- 
ship, and  surgery  residency,  I entered  a general  sur- 
gery practice  in  El  Dorado,  Arkansas.  Travis  Jackson 
had  retired  in  Waldo.  Since  I lived  only  30  miles  away, 
I would  occasionally  see  Bill  and  his  dad. 

As  the  years  went  by,  I began  to  realize  Travis 
Jackson's  great  career  as  a shortstop.  Even  in  his  early 
years.  Giant  manager  John  McGraw  appointed  him 
team  captain.  This  was  a great  compliment  in  an  in- 
field whose  members  all  are  now  Hall  of  Famers.  He 
topped  a .300  batting  average  six  times  in  his  career. 
His  lifetime  batting  average  was  .291.  He  hit  21  hom- 
ers in  1929  and  had  a batting  average  of  .339  in  1930. 
These  were  very  impressive  stats  for  a shortstop.  He 
was  voted  the  outstanding  major  league  shortstop  by 
The  Sporting  Neivs  in  1927,  1928,  and  1929.  This  was 
prior  to  all-star  teams  and  included  both  the  American 
and  National  Leagues.  His  glove  work,  along  with 
the  impressive  batting  stats  for  a shortstop  of  his  era, 
convinced  the  Veterans  Committee  to  choose  him  for 
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the  Baseball  Hall  of  Fame  in  1982.  This  is  the  greatest 
accolade  a player  can  receive. 

Needless  to  say,  there  was  much  excitement 
around  Waldo  following  this  announcement.  It  be- 
came my  privilege  to  accompany  Mr.  Jackson  to 
Cooperstown,  along  with  Bill,  Mrs.  Jackson,  their 
daughter  and  son-in-law,  my  uncle,  cousin,  and  my 
12-year-old  son,  John.  A local  businessman  loaned 
his  private  plane  for  the  trip. 

Cooperstown  is  a relatively  small  town  in  Mid- 
New  York  State.  It  is  the  alleged  site  of  the  first  base- 
ball game  ever  played.  Doubleday  field  continues  to 
host  a "Hall  of  Fame"  game  every  year  between  two 
major  league  teams.  Carl  Hubbell  once  said  as  he 
stepped  off  the  train,  "So  this  is  where  all  the  grief  started." 

The  Hall  began  as  a modest  brick  building  in  1939. 
It  has  been  enlarged  and  improved  many  times.  They 
now  have  a real  showcase  composed  of  long  rows  of 
individual  display  cases  containing  memorabilia, 
awards,  and  plaques  for  each  player.  The  array  of 
original  balls,  bats,  gloves,  and  photographs  can 
quickly  cast  a spell  on  the  baseball  fan.  One  can  easily 
imagine  Ruth,  Gehrig,  Cobb,  or  even  Shoeless  Joe  Jack- 
son,  stepping  right  out  of  the  cornfield  into  the  room. 

I was  surprised  to  find  that  Cooperstown  had  only 
one  hotel.  This  wonderful  old  lodge  had  been  reserved 
for  the  Hall  of  Fame  members  and  inductees.  The 
entire  building  was  roped  off  and  heavily  guarded. 
We  were  delighted,  however,  to  find  that  we  were 
admitted  along  with  Mr.  Jackson  and  could  come  and 
go  with  a special  pass. 

The  following  two  days  in  this  hotel  were  abso- 
lutely unbelievable.  The  lobby,  dinning  room,  and 
huge  rear  porch  were  constantly  filled  with  Hall  of 
Fame  greats.  These  men  were  my  idols  during  my 
youth.  To  be  in  the  presence  of  players  like  DiMaggio, 
Williams,  Musial,  Spahn,  Feller,  Ernie  Banks,  and  so 
many  others  was  difficult  to  comprehend.  What  do 
baseball  Hall  of  Famers  talk  about?  The  same  things 
we  do,  that  is  golf,  the  politics  of  baseball,  the 
cattleranch,  etc.  There  was  very  little  shop  talk  about 
games,  records,  and  the  like.  I found  them  extremely 
friendly,  very  kind,  and  very  often  comical.  In  this 
relaxed  atmosphere,  I came  to  know  and  appreciate 
these  men  as  very  fine  gentlemen. 

Now  I thought  this  was  the  ultimate  experience. 
Then  an  even  greater  thrill  took  place  for  me.  When  I 
attempted  to  cross  the  roped  off  area  someone  shouted, 
"There's  Johnny  Mize."  The  large  crowd  and  photog- 
raphers quickly  engulfed  me  for  an  autograph.  This 
happened  every  time  I would  leave  the  building.  Now 
it  so  happened  that  Johnny  Mize  was  my  very  special 
boyhood  hero.  I would  wait  anxiously  for  the  Arkan- 
sas paper  to  arrive  every  morning  to  see  what  "The 
Big  Cat"  had  done.  During  those  days  he  was  a 
homerun  slugging  first  baseman  for  the  Giants.  He 
had  previously  been  with  the  Cardinals  and  later  the 
Yankees.  Mize  had  been  named  to  the  Hall  of  Fame  in 


the  previous  year,  1981. 

In  spite  of  my  repeatedly  telling  the  crowd  that  I 
was  a doctor  and  not  a ball  player,  they  were  persis- 
tent. Now  the  real  Johnny  Mize  happened  to  be  right 
there  in  the  hotel.  Having  the  same  height  and  body 
build  as  Mize,  I knew  we  needed  to  clear  up  the  con- 
fusion. So  I approached  Mize  and  asked  if  he  would 
appear  out  front  and  convince  these  people.  In  a 
moment  of  fun,  as  these  men  were  prone  to  have,  he 
turned  to  a fellow  player  and  asked,  "What  should  I 
do?"  The  player  answered,  "Tell  him  to  just  sign  your 
name!"  So  I became  a Hall  of  Famer.  In  all  honesty,  1 
did  always  explain  to  them  that  I was  just  a "look 
alike"  but  that  made  no  difference  to  them.  They  were 
just  as  pleased  with  that  autograph.  What  an  unde- 
served thrill! 

Travis  Calvin  Jackson  was  a great  man.  A man  of 
outstanding  and  noble  character.  He  was  always  a 
very  tough  competitor,  but  a real  gentleman.  To  those 
who  knew  him  well,  he  remained  a very  humble,  kind 
man.  Following  his  retirement  he  spent  some  time 
every  day  answering  requests  for  autographs.  He  av- 
eraged three  letters  per  day.  He  never  charged  a dime. 
Although  his  quite  frail  body  at  age  82  was  riddled 
with  crippling  arthritis  and  required  heavy  medica- 
tion, he  never  left  the  long  lines  of  autograph  seekers 
until  every  kid  was  satisfied.  I shall  never  forget  at 
one  point  during  his  acceptance  speech,  he  turned  to 
face  the  members  on  the  stand  (all  baseball  greats) 
and  said,  "Now  I know  it  is  a great  temptation  to  avoid 
these  long  lines  of  autograph  seekers,  but  it  is  our 
duty.  These  kids  are  the  major  league  players  of  to- 
morrow and  we  owe  it  to  them."  My  little  hometown 
will  always  be  proud.  Travis  Jackson  died  on  July  27, 
1987,  in  Waldo,  Arkansas. 

In  a time  when  baseball  is  losing  its  popularity 
there  is  still  no  greater  thrill  for  the  baseball  fan  than 
to  visit  Cooperstown.  There  is  a very  good  reason 
baseball  is  our  national  pastime.  Baseball  requires  the 
utmost  in  individual  athletic  ability,  mental  toughness, 
team  play,  and  coaching  strategy.  To  be  named  to  the 
Hall  of  Fame  is  the  highest  honor  for  an  American  athlete. 

There  was  a time  when  I would  have  given  all  I 
had  to  play  major  league  baseball.  Instead,  I was  redi- 
rected into  the  highly  rewarding  field  of  general  sur- 
gery. I will  never  have  any  regrets  whatsoever.  I now 
have  two  sons  in  medicine.  John  is  now  a junior  in 
medical  school.  I would  encourage  any  young  person 
to  enter  the  field  of  medicine.  I would  certainly  do 
the  same  again. 

But,  having  said  that,  I would  have  to  add... I will 
always  remember  this  experience.  It  was  exactly  like 
stepping  into  a Field  of  Dreams.  A chance  to  reminisce 
with  the  past... and  for  just  one  shining  moment,  the 
opportunity  to  get  just  a glimpse  of  what  it  would  feel 
like  to  be  a baseball  Hall  of  Famer.  What  a tremen- 
dous experience  it  was  for  me.  B 
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William  E.  Golden,  M.D., 
Elected  President  of  the 
American  Society  of 
Internal  Medicine 


William  E.  Golden,  M.D.,  director  of  General  Internal  Medicine  at  the  University  of  Arkansas  for  Medi- 
cal Sciences  (UAMS)  in  Little  Rock,  was  installed  as  president  of  the  American  Society  of  Internal  Medicine 
(ASIM)  at  the  Society’s  39th  Annual  Meeting.  He  was  elected  president-elect  last  year  and  has  been  a 
member  of  ASIM’s  Board  of  Trustees  since  1986. 

At  UAMS,  Dr.  Golden  - who  was  named  to  his  current  UAMS  position  in  1983  - maintains  an  active 
internal  medicine  practice,  serves  as  an  associate  professor  of  medicine,  and  supervises  students  and  resi- 
dents in  their  outpatient  primary  care  training. 

In  addition  to  UAMS  responsibilities,  Dr.  Golden  is  vice  president  for  clinical  quality  improvement  of 
the  Arkansas  Foundation  for  Medical  Care  and  has  been  recognized  for  his  quality  improvement  studies  on 
the  state’s  Medicare  and  Medicaid  programs.  He  also  is  a board  member  of  the  Center  for  Clinical  Quality 
Evaluation  and  serves  on  a National  Committee  for  Quality  Assurance  (NCQA)  committee  charged  with 
updating  quality  standards  for  the  managed  care  industry.  Recently  he  completed  a two-year,  federally  funded 
program  to  evaluate  the  dissemination  of  practice  guidelines  to  physicians’  offices,  and  has  served  on  a 
practice  guidelines  development  panel  for  the  Agency  for  Health  Care  Policy  and  Research. 

As  a member  of  the  executive  committee  of  ASIM’s  Internal  Medicine  Center  to  Advance  Research  and 
Education  (IMCARE),  Dr.  Golden  initiated  IMCARE’s  practice  guidelines  network,  which  uses  internist- 
volunteers  to  “reality  test”  practice  guidelines  prior  to  completion  and  dissemination  to  physicians.  Also 
through  IMCARE,  he  helped  develop  a series  of  socioeconomic  education  modules  to  help  internal  medi- 
cine residents  and  fellows  better  understand  the  “real  world”  of  medical  practice. 

Currently,  Dr.  Golden  is  chair  of  the  American  Medical  Association’s  (AMA)  Council  on  Medical 
Education  and  a senior  member  of  the  AMA's  Association  of  American  Medical  Colleges  liaison  committee 
on  medical  education.  Previously,  he  chaired  an  AMA  task  force  on  physician  workforce  planning,  another 
special  interest  of  his. 

Dr.  Golden  received  his  bachelor’s  degree  from  Brown  University  and  a medical  degree  from  Baylor 
College  of  Medicine.  He  was  a Moms  Fishbein  Fellow  in  Medical  Journalism  and  a Robert  Wood  Johnson 
Clinical  Scholar.  He  was  certified  by  the  American  Board  of  Internal  Medicine  in  1982  and  received  a 
special  certificate  in  geriatrics  in  1988. 
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Managed  Care: 

Global  or  Local? 


Arkansas  Managed  Care  Organization  Serves 
Local  Partnerships  Providing  Community  Care. 


The  world  of  managed  care  is  expanding,  often 
ignoring  the  benefits  of  local  partnerships  among 
employers,  employees,  doctors  and  hospitals. 
The  global  outlook  suggests  restricted  health  care 
delivered  only  by  those  providers  who  agree  to 
lower  rates  in  return  for  guaranteed  patients. 
Arkansas  Managed  Care  Organization  (AMCO) 
believes  there  is  a better  way  to  reduce  cost  and 
ensure  quality  care. 

Health  Care's  Better  Way 

Formed  as  a PPO  in  1994,  AMCO  has  assembled 
a strong  network  of  1 ,700  local  doctors  and  38 
local  hospitals  covering  75%  of  Arkansas.  Our 
philosophy  for  quality  care  relies  on  these  stable 
local  partnerships  - run  by  local  boards  made  up 
of  doctors,  hospitals  and  employers  - to  ensure 
access  and  affordability.  And  AMCO  can  provide 
coverage  to  Arkansas’  multi-state  employers 
through  our  national  network. 


Physician's  Practice 
Where  Patients  Live 

AMCO’s  local  partnerships  mean  physicians  can 
still  practice  where  patients  live,  while 
experiencing  practice  growth  through  local 
employer  contracts.  The  link  between  managed 
care  and  community  care  combines  the  benefits 
of  a statewide  network  with  the  security  and 
convenience  of  hometown  medical  attention. 

For  information  on  local  partnerships  for 
community  care,  call  AMCO  at  1-800-278-8470. 


#10  Corporate  Hill  Drive  • Suite  200  • Little  Rock,  Arkansas  72205  • (501)  225-8470/FAX  (501)  225-7954  • 1-800-278-8470 

AMCO  is  affiliated  with  Arkansas  Medical  Society  Management  Company. 
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THANK  YOU  FOR  MAKING  THE  DIFFERENCE! 


From  left  to  right:  Sen. 
Fay  Boozman,  M.D., 
Rep.  Scott  Ferguson, 
M.D.,  Sen.  Vic  Snyder, 
M.D.,  Congresswoman 
Blanche  Lincoln  and 
AMS  Governmental 
Affairs  Director  Lynn 
Zeno. 


Physician  Members  of  Arkansas 
Legislature  Meet  with  Arkansas 
Congressional  Delegation 

State  Senator  Fay  Boozman,  M.D.,  of  Rogers; 
State  Senator  Vic  Snyder,  M.D.,  of  Little  Rock; 
and  State  Representative  Scott  Ferguson,  M.D., 
of  West  Memphis  (Chairman  of  the  AMS  Gov- 
ernmental Affairs  Committee);  along  with  AMS 
Director  of  Governmental  Affairs  Lynn  Zeno  met 
with  the  Arkansas  Congressional  Delegation  and 
their  key  staffers  in  Washington  prior  to  the  U.S. 
House  of  Representatives  Budget  Reconciliation 
(Medicare)  vote. 

The  discussion  centered  around  concerns 
about  the  deep  financial  cuts  proposed  under  the 
Medicare  budget  and  its  impact  on  rural  hospi- 
tals, and  Medicare  patients'  access  to  medical  care. 
Other  measures  discussed  were: 

* Language  allowing  "Provider  Sponsored  Net- 
works" and  accompanying  antitrust  reforms. 

* A $250,000  cap  on  non-economic  damages  in 
medical  liability  cases,  as  well  as  other  legal 
reforms. 

* Regulatory  reform  including  sensible  relief 
from  CLIA  regulations  and  STARK  I & II  self- 
referral laws. 

* Optional  "Medical  Savings  Accounts"  for 
Medicare  recipients. 

* A prohibition  against  federal  preemption  of 
state  "Any- willing  Provider"  protections. 


(From  left  to  right)  U.S.  Rep.  Jay  Dickey,  State  Sen.  Vic  Snyder,  M.D., 
U.S.  Rep.  Tim  Hutchinson,  State  Sen.  Fay  Boozman,  M.D.,  and  State  Rep. 
Scott  Ferguson,  M.D. 


Lauren  Gaddy  and  Ed  Fry  of  Congressman  Ray  Thornton's  staff  visit  with 
Sen.  Vic  Snyder,  M.D. 
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Introducing  the  new  Mercedes-Benz.  A car  that  starts  at  $30,950.* 
But  that’s  where  comparisons  with  other  cars  in  its  class  end.  To 
experience  the  difference,  we  suggest  you  visit  Riverside  Motors,  Inc., 
your  authorized  Mercedes-Benz  dealer  and  ask  to  see  the  most 


C-CLASS.  STARTING  AT  $30,950.* 
E-CLASS.  STARTING  AT  $41,000.* 
S-CLASS.  STARTING  AT  $62,700.* 


Riverside  Motors,  Inc. 

1403  Rebsamen  Park  Rd./Little  Rock,  AR  72202 
666-9457  & 1-800-457-6226 

* Prices  exclude  tramportation  charge,  all  taxes,  title/documentary  fees, 
registration,  tags,  dealer  prep  charges,  insurance,  optional  equipment, 
certificate  of  compliance  or  noncompliance  fees,  and  finance  charges. 
©1994  Authorized  Mercedes-Benz  Dealers 


Cardiology  Commentary  and  Update 

J.  David  Talley,  M.D.* 


AN  UPDATE  ON  CARDIOGENIC  SHOCK 


Cardiogenic  shock  is  the  leading  cause  of  death  of 
patients  hospitalized  for  acute  myocardial  infarction 
(MI).  This  complication  of  acute  MI  occurs  in  approxi- 
mately 10%  of  patients  and  is  accompanied  by  80% 
mortality.  Unfortunately,  over  the  last  20  years,  the 
incidence  and  mortality  of  this  condition  is  unchanged.1 
In  this  issue  of  CCU,  I review  recent  advances  in  treat- 
ment that  may  improve  survival  of  this  near  univer- 
sally fatal  condition. 

Intra-aortic  Balloon  Pump  Counterpulsation.  The  use 
of  the  intra-aortic  balloon  pump  to  augment  diastolic 
coronary  artery  perfusion  and  lower  systemic  vascu- 
lar resistance  has  become  a mainstay  in  the  treatment 
of  acute  Ml  complicated  by  cardiogenic  shock.  Inter- 
estingly however,  in  the  two  randomized  trials  of  the 
use  of  the  balloon  pump  in  acute  MI,  this  therapy  by 
itself,  did  not  change  mortality  (Table  l).2, 3 These  stud- 
ies show  that  the  balloon  pump  may  provide  short- 
term hemodynamic  stability,  however,  long-term  sur- 
vival seems  dependent  on  adjunctive  revascular- 
ization.4 

Thrombolytic  Therapy.  Recently  it  has  been  noted 
that  thrombolytic  therapy  used  by  itself  is  also  ineffec- 
tive in  cardiogenic  shock.  Prewitt  and  colleagues 
showed,  in  an  animal  model  of  cardiogenic  shock,  that 
the  velocity  of  clot  lysis  with  r-tPA  was  markedly  de- 
pressed in  the  setting  of  hypotension.  The  use  of  r- 
tPA  and  an  intra-aortic  balloon  pump  doubled  the  rate 
of  clot  lysis  (9%  lysis  per  15  minute  without  the  bal- 
loon pump,  versus  17%  per  15  minutes  with  the  bal- 
loon pump,  P<0.025).  Similar  results  were  noted  with 
the  aggressive  use  of  norepinephrine  to  attain  a systolic 

* Dr.  Talley  is  Professor  of  Internal  Medicine  & Associate  Director, 

Division  of  Cardiology,  UAMS. 


blood  pressure  of  130  mmHg.5  These  studies  show 
that  hypotension  substantially  depresses  the  rate  of 
clot  lysis  and  that  there  is  marked  improvement  in  the 
rate  of  lysis  when  the  blood  pressure  is  normalized 
with  either  the  intra-aortic  balloon  pump 
counterpulsation  or  norepinephrine. 

The  outcome  of  patients  with  acute  MI  compli- 
cated by  cardiogenic  shock  in  the  GUSTO  - 1 (Global 
Utilization  of  Streptokinase  and  Tissue  plasminogen 
activator  for  Occluded  coronary  arteries)  and  the  In- 
ternational trial  has  been  presented.  These  trials  evalu- 
ated the  value  of  the  early  open  artery  with  the  use  of 
accelerated,  weight  adjusted  r-tPA  or  streptokinase. 
Overall,  the  mortality  remains  exceeding  high  (Table 
2).  Data  from  these  trials  both  show  that  streptokinase 
is  the  superior  thrombolytic  drug  for  patients  with  acute 
MI  complicated  by  cardiogenic  shock.  This  finding  is 
perplexing  and  paradoxical,  because  r-tPA  established 
reperfusion  faster  and  causes  less  hypotension.  How- 
ever, possible  explanations  of  the  superiority  of  strep- 
tokinase include:  1)  the  prolonged  systemic  fibrinolytic 
state  continues  to  act  on  the  large  clot  burden  with 
low  coronary  artery  perfusion;  2)  lower  blood  viscos- 
ity; and  3)  greater  clot  penetration  by  less  fibrin-spe- 
cific agent  due  to  less  binding  of  the  agent  along  the 
surface  of  the  clot.6 

Randomized  Trials  of  Reperfusion  Strategies.  There 
are  two  ongoing  randomized  clinical  trials  to  decide 
the  optimal  initial  management  of  patients  with  acute 
MI  complicated  by  cardiogenic  shock.  The  SHOCK 
(SHould  we  revascularize  Occluded  Coronaries  for  car- 
diogenic Shock)  is  a prospective  randomized 
multicentered  study,  sponsored  by  the  National  Insti- 
tute of  Health.  This  study  has  a target  enrollment  of 
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Table  1:  Randomized  Trials  of  Intra-Aortic  Balloon  Pump 

Counterpulsation  in  Acute  Myocardial  Infarction 


Reference 

# patients 

Peak  CK-MB 

Mortality 

IABP 

Control 

IABP 

Control 

O'Rourke2 

30 

243 

224 

50% 

44% 

Flaherty3 

20 

1352 

587 

40% 

30% 

Combined 

46% 

38%o 

Abbreviations:  CK  = creatine  kinase,  IABP  = intra-aortic  balloon  pump  counterpulsation 


Table  2:  A Comparison  of  r-tPA  and  Streptokinase  in  Cardiogenic  Shock 


Total 

Patient 

Enrollment 

Cardiogenic 

Shock 

Total 

Mortality 

SK/ASA 

Mortality 

r-tPA/ASA 

Mortality 

International  Trial 

20,891 

2% 

71.5%) 

64.9%, 

78.1%, 

GUSTO  Trial 

41,021 

1%, 

57.8%o 

56.4%, 

61.3%, 

Abbreviations:  ASA  = aspirin,  GUSTO  = Global  Utilization  of  Streptokinase  and  Tissue  plasminogen  Activator  for 

Occluded  coronary  arteries,  r-tPA  = recombinant  tissue  plasminogen  activator 


328  patients  in  cardiogenic  shock.  Patients  are  random- 
ized to  receive  optimal  medical  management  (includ- 
ing an  intra-aortic  balloon  pump  and  thrombolytic 
therapy)  or  cardiac  catheterization  with  mechanical 
revascularization  (balloon  angioplasty  or  coronary  ar- 
tery bypass  graft  surgery).  Approximately  100  patients 
have  been  enrolled  thus  far. 

The  SMASH  (Swiss  Multicentered  study  of 
Angioplasty  for  SHock)  trial  is  a prospective 
multicentered  trial  of  patients  in  cardiogenic  shock. 
Patients  are  randomly  assigned  conservative  or  invasive 
treatment.  Enrollment  is  one-half  completed. 

Conclusions.  Acute  MI  complicated  by  cardiogenic 
shock  is  a dreadful  disease.  Right  now,  ideal  initial 
management  includes  insertion  of  an  intra-aortic  bal- 
loon pump  and  administration  of  thrombolytic  therapy, 
preferably,  streptokinase.  The  role  of  urgent  coronary 
arteriography  and  mechanical  revascularization  is 
speculative  and  is  under  intense  investigation  in  ran- 
domized clinical  trials. 
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in  the  International  Trial  and  the  GUSTO  trial  (abstract).  J 
Am  Coll  Cardiol  1994;32:313A. 
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Quality  Service  and 

Commitment.  Since  1923. 


Medical  Aits  Laboratory  (MAL)  is  an 
Oklahoma-based,  full-service  clinical  and 
anatomic  pathology  reference  laboratory, 
dedicated  to  quality  medical  service. 

We  save  over  3,000  physicians,  hospitals, 
nursing  homes,  home  health  agencies  and 
managed  care  groups  in  Oklahoma,  Texas, 
Kansas,  Missouri  and  Arkansas. 


Our  certified  pathologists  and  technical 
staff  are  available  around  the  clock  to  answer 
questions  and  discuss  results.  For  more 
information,  contact: 

Main  Laboratory 

1111  N.  Lee  / Oklahoma  City,  OK  73103 
(405)239-7111  / 1-800-REF-LAB  1 

Tulsa  Laboratory 

3233  E.  31st,  Suite  102  / Tulsa,  OK  74105 
(918)747-7506  / (800)722-0721 


Medical  Arts  Laboratory® 

Physicians  Sewing  Physicians  Since  1923. 

Member  of  the  Independent  Pathology  Institute,  Inc. 


R»«l  IS 


Oka*. 


The  Latest  In  Technology.  The  Best  In  Care. 

Offices  in  Little  Rock,  Foil  Smith,  Russellville,  Mountain  Home,  Fayetteville,  and  Hot  Springs. 
Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 


CADCAM  + Ultralight  Composites  = 
Faster,  Lighter,  More  Agile 

Snell  Laboratory  has  found  that  our  patients  most  often  bring  a winning  spirit  to  the  process  of  rehabilitation.  Our 
goal  is  to  combine  that  spirit  with  the  most  appropriate  technology  and  genuine  personal  concern  so  we  can  design  and  fit 
a prosthetic  or  orthotic  device  that  will  best  help  that  person  get  back  on  track  with  life. 

Dedication  to  our  patients  is  the  reason  Snell  Laboratory  was  one  of  the  first  in  the  country, 
and  the  only  prosthetic  and  orthotic  company  in  Arkansas,  to  offer  Computer  Aided  Design  and 
Manufacturing  (CAD/CAM)  as  well  as  the  newest  development  in  the  field,  Computer  Pressure 
Analysis.  We  were  also  among  the  first  to  fit  patients  with  NASA  inspired  ultra  light  materials. 

Since  1911,  Snell  Prosthetic  & Orthotic  Laboratory  has  brought  patients  the  latest 
in  technology,  and  the  best  in  care. 


Prosthetic  & Orthotic 
Laboratory 


r# 

State  Health  Watch 

Information  provided  by  the  Arkansas  Department  of  Health 

Increased  Hepatitis  Incidence  in  Arkansas  and  Surrounding  States 


In  1995,  there  has  been  an  increase  in  the  num- 
bers of  Hepatitis  A (HA)  cases  reported  in  Arkan- 
sas, with  489  cases  reported  by  mid-October.  Re- 
cent years  have  shown  a cyclic  rise  and  fall  in  the 
disease  in  Arkansas,  in  the  West/South  Central 
Region,  and  nationally.  (See  Graph  1)  Annual 
state  totals  have  ranged  from  lows  of  74  in  1993 
and  100  in  1985  to  highs  of  608  in  1990  and  477  in 
1989. 

Surrounding  states  have  experienced  similar 
cyclic  HA  incidence,  with  1995  bringing  large  in- 
creases. (See  Graph  2)  Tennessee,  for  example,  is 
experiencing  an  outbreak  in  the  Memphis/Shelby 
county  area,  with  over  1,260  cases  reported.  An- 
other large  outbreak  is  occurring  in  eastern  Ten- 
nessee. Both  of  these  outbreaks  have  involved  child 
care  settings,  with  the  0-9  year  age  group  predomi- 
nating. In  the  previous  ten  years,  the  largest  num- 
ber of  cases  reported  statewide  in  Tennessee,  347, 
was  in  1994. 

Hepatitis  A has  been  reported  at  record  rates 
in  Oklahoma,  as  well.  For  the  same  period  in  1995, 
over  1,000  cases  have  been  reported,  giving  a pro- 
visional incidence  rate  of  32  cases/100,000  (state- 
wide). A single  county,  adjacent  to  the  Sebastian/ 
Crawford  county  area,  has  had  138  cases  reported, 
for  a county  incidence  rate  of  over  400/100,000. 

Outbreaks  of  HA  in  the  Garland  county  and 
Sebastian/Crawford  county  areas  have  swelled  the 
numbers  reported  to  the  Arkansas  Department  of 
Health.  While  no  single  point  sources  have  led  to 
large  case  groups,  community-wide  spread  of  HA 
has  occurred.  As  of  mid-October,  the  combined 
outbreak  total  of  322  cases  represents  66%  of  the 
489  cases  reported  statewide.  Both  the  Garland 
county  and  Sebastian/Crawford  county  areas  have 
had  case  loads  far  in  excess  of  their  usual  rates. 
Combined,  these  areas  reported  only  14  cases  in 
1994.  Counties  reporting  the  largest  number  of 
cases  in  1995  are:  Garland,  134;  Sebastian,  82; 


Graph  1 

Hepatitis  A,  US,  Arkansas,  and  W/S  Central  US 

Rates  per  100,000  population 
1985-1994 

Rate  per  100,000 


Year 

WSC  US  AR 
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Hepatitis  A in  AR,  OK,  MO  and  TN 

Crude  Case  Rates 


# Cases 


1985-1994 
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Graph  3 

Age  of  HA  Cases,  (%  by  Age  Group) 

Outbreak  vs.  Non-Outbreak 
Through  Mid-October,  1995 

% Cases 


0-9  10-19  20-29  30-39  40-49  50-up 

Age  group 

Outbreak  Non-Outbreak 


Hepatitis  A Case  Rate  per  100,000  pop.  by  County 

YTD  1995  through  mid-October 


□ no  reported  c 

H 0.1  - 10.0 

III!  10.0-24.9 

25.0  -49.9 

50.0  - 99.9 
> 1 


Statewide  case  rate  is  20.8 


Crawford,  63;  Phillips,  40;  Montgomery,  22;  Wash- 
ington, 21;  Pulaski,  17.  In  all,  HA  has  been  re- 
ported in  44/75  counties.  (See  map  for  the  inci- 
dence rate  of  HA.) 

The  age  distribution  of  persons  involved  in  the 
1995  outbreaks  in  Arkansas  differs  slightly  from 
the  non-outbreak  cases.  (See  Graph  3)  Cases  in- 
volved in  outbreaks  have  been  clustered  in  the  20- 
29  age  group  (47%)  more  than  the  non-outbreak 
cases  (29%).  This  reflects  the  greater  social  activity 
in  this  group  and  the  higher  risk  of  disease  which 
may  be  related  to  various  social  activities.  Also,  a 
much  smaller  proportion  of  outbreak  cases  are 
under  10  years  of  age  than  are  non-outbreak  cases. 
The  Tennessee  outbreaks  show  a more  typical  age 
distribution,  with  a higher  proportion  of  cases  in 
the  0-9  year  age  group.  The  age  distribution  of 
Oklahoma  cases  is  more  similar  to  Arkansas  with 
the  20-29  year  age  group  predominating. 

Prompt  reporting  of  suspected  cases  by  hospi- 
tals and  physicians  and  the  rapid  availability  of  con- 
firmatory testing  has  enabled  the  Arkansas  Depart- 
ment of  Health  to  perform  rapid  follow-up  and  in- 
vestigation of  reported  cases.  As  the  primary 
method  of  case  prevention  has  been  the  adminis- 
tration of  Immune  Globulin  (1G),  the  rapidity  of 
reporting  greatly  influences  the  ability  to  control 
the  spread  of  HA.  Unless  IG  can  be  administered 
to  exposed  contacts  within  14  days,  no  benefit  may 
be  expected.  ■ 


Medical  Doctor  Wanted 

Full  Time  - Part  Time 
New  Medical  Clinic  in  Fort  Smith,  AR. 
No  Evenings,  Weekends  or  Holidays. 
Flexible  Hours 

Call  501-785-0400 

or  send  resume  or  curriculum  vitae  to: 

Physician 

4300  Rogers  Avenue,  Suite  15 
Fort  Smith,  Arkansas  72903 


NORTHWEST  FLORIDA:  Outstanding  opportunities, 
with  a variety  of  practice  options,  to  join  primary  care 
physicians  practicing  in  a progressive  hospital  environment. 
We  are  seeking  BE/BC  Internists,  Family  Practitioners  and 
Endocrinologists.  Highly  competitive  salary  with  incentive 
opportunities.  Excellent  school  systems  and  affordable  high 
quality  housing  readily  available.  Eisenbud  & Associates,  Inc. 
is  a healthcare  consulting  firm  specializing  in  physician 
recruitment.  FEES  & EXPENSES  PAID  BY  OUR  CLIENTS. 
If  you  are  interested  in  more  information  on  this  or  other 
opportunities,  call  us  or  FAX  your  C.V.  to:  Barbara  G. 
Eisenbud,  President;  Eisenbud  & Associates,  Inc.,  757 
Panorama  Road,  Villanova,  PA  19085,  1-800-342-2890,  FAX 
(610)  527-7732. 
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Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  September  1995 

The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due 
to  the  effects  of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the 
date  the  disease  was  reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases  SepL 
1995 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 
Reported 
Cases 
YTD  1993 

Total 

Reported 

Cases 

1994 

Total  ; 

Reported 
Cases 
1993 

Campylobacteriosis 

li 

103 

140 

105 

187 

130 

Giardiasis 

6 

71 

82 

114 

126 

150 

Shigellosis 

7 

85 

139 

132 

193 

201 

Salmonellosis 

41 

201 

432 

311 

534 

402 

Hepatitis  A 

74 

452 

190 

55 

253 

74 

Hepatitis  B 

8 

50 

41 

75 

60 

90 

HIB 

0 

3 

3 

8 

6 

8 

Meningococcal  Infections 

1 

25 

41 

23 

55 

27 

Viral  Meningitis 

1 

22 

57 

66 

62 

79 

Lyme  Disease 

0 

7 

15 

8 

15 

8 

Rocky  Mountain  Spotted  Fever 

4 

27 

18 

15 

18 

17 

Tularemia 

1 

19 

20 

34 

23 

36 

Measles 

0 

2 

1 

0 

5 

0 

Mumps 

1 

5 

5 

7 

7 

10 

Rubella 

0 

0 

0 

0 

0 

0 

Gonorrhea 

586 

3844 

5506 

5316 

7078 

7590 

Syphilis 

83 

910 

993 

1237 

1324 

1612 

Legionellosis 

0 

1 

10 

5 

16 

6 

Pertussis 

4 

35 

32 

14 

33 

17 

Tuberculosis 

13 

159 

197 

165 

264 

209 

TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatrics 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 

S\  The  Curare  Group,  Inc. 

Mary  Latter 

— (800)  520-2028 

#M152MC 


Orthopaedic  surgeon  would  like  to  retire.  Excellent,  unique 
practice  situated  in  the  foothills  of  the  Ozarks  in  a recre- 
ational area  which  includes  a very  large  lake,  Greers  Ferry, 
and  an  excellent  trout  fishing  river,  the  Little  Red  River. 
Approximately  19,000  in  the  county  and  6,000  in  the  town 
of  Heber  Springs.  Practice  Type:  A-l  member.  Subspe- 
cialty interests  needed:  1.  Date  Available:  May  1996. 
Contact: 

Evelyn  Thomas  or  Jerry  L.  Thomas,  M.D. 
Thomas  Orthopaedic  Clinic 
102  Ash  Street,  P.O.  Box  957 
Heber  Springs,  AR  72543 

Phone:  (501)362-9991  Fax:  (501)362-9994 
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HIV  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 


1983-1995 
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HIV+  CASES 
REPORTED 

□ 1 to  3 

□ 4 to  49 

■ 50  to  99 

■ 100  to  1196 


I County  of  residence  at  the  lime  of  test  for  the  3,351  Arkansans  reported  to  be  HIV+.  (10/12/95)1 


HIV 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

s 

E 

Male 

100 

215 

248 

413 

400 

392 

352 

367 

291 

2,778 

83 

X 

Female 

8 

26 

37 

68 

85 

81 

94 

90 

84 

573 

17 

<5 

1 

1 

2 

8 

13 

6 

3 

7 

2 

43 

1 

5-12 

0 

1 

1 

5 

1 

2 

1 

0 

1 

12 

0 

A 

13-19 

0 

7 

8 

14 

19 

25 

11 

22 

12 

118 

4 

G 

20-29 

33 

110 

123 

183 

149 

156 

175 

145 

114 

1,188 

36 

E 

30-39 

44 

86 

104 

196 

208 

179 

168 

171 

156 

1,312 

39 

40-49 

22 

25 

35 

56 

70 

67 

65 

77 

59 

476 

14 

>49 

8 

6 

11 

17 

22 

38 

23 

35 

31 

191 

6 

R 

White 

87 

170 

174 

328 

298 

292 

278 

259 

228 

2,115 

63 

A 

Black 

21 

69 

108 

151 

184 

173 

163 

183 

136 

1,189 

35 

C 

Hispanic 

0 

1 

2 

1 

3 

4 

1 

7 

3 

22 

1 

E 

Other/Unknown 

0 

2 

3 

2 

3 

8 

5 

15 

8 

25 

1 

Male/Male  Sex 

64 

137 

140 

243 

246 

260 

241 

229 

120 

1,680 

50 

Injection  Drug  User  (IDU) 

13 

30 

48 

74 

96 

75 

64 

71 

39 

510 

15 

R 

Male/Male  Sex  & IDU 

19 

23 

24 

32 

30 

34 

26 

23 

21 

232 

7 

1 

Heterosexual  (Known  Risk) 

5 

25 

26 

59 

64 

68 

100 

87 

38 

472 

14 

S 

K 

Transfusion 

5 

5 

4 

6 

8 

10 

0 

2 

1 

41 

1 

Perinatal 

1 

1 

2 

8 

13 

8 

4 

7 

0 

44 

1 

Hemophiliac 

0 

0 

6 

18 

5 

6 

2 

3 

3 

43 

1 

Undetermined 

1 

20 

35 

41 

23 

12 

9 

35 

153 

329 

10 

HIV  CASES  BY  YEAR 

108 

241 

285 

481 

485 

473 

446 

457 

375 

3,351 

100 

Arkansas  Department  of  Health  HIV/AIDS  Surveillance  Program 
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Arkansas  HIV/AIDS  Report 

1983-1995 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  State  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 


AIDS 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

S 

Male 

85 

77 

70 

170 

176 

250 

336 

253 

192 

1,609 

87 

X 

Female 

5 

6 

10 

20 

25 

35 

64 

42 

31 

238 

13 

<5 

0 

1 

1 

6 

6 

3 

2 

1 

2 

22 

1 

5-12 

0 

1 

0 

1 

1 

0 

1 

0 

2 

6 

0 

A 

13-19 

0 

0 

0 

4 

3 

2 

4 

3 

1 

17 

1 

G 

20-29 

31 

27 

24 

55 

57 

81 

110 

67 

47 

499 

27 

E 

30-39 

39 

36 

41 

78 

80 

128 

178 

133 

100 

813 

44 

40-49 

15 

10 

7 

35 

41 

52 

78 

61 

41 

340 

19 

>49 

5 

8 

7 

11 

13 

19 

27 

30 

30 

150 

8 

R 

White 

74 

61 

58 

141 

134 

206 

275 

190 

138 

1,277 

69 

A 

Black 

16 

20 

21 

47 

66 

75 

121 

102 

82 

550 

30 

C 

Hispanic 

0 

0 

0 

0 

0 

2 

1 

2 

3 

8 

0 

E 

Other/Unknown 

0 

2 

1 

2 

1 

2 

3 

1 

0 

12 

1 

Male/Male  Sex 

55 

59 

50 

122 

120 

183 

239 

165 

103 

1,096 

60 

Injection  Drug  User  (IDU) 

12 

4 

11 

18 

29 

45 

70 

46 

36 

271 

15 

R 

Male/Male  Sex  & IDU 

16 

6 

6 

18 

17 

21 

27 

23 

18 

152 

8 

1 

Heterosexual  (Known  Risk) 

5 

3 

7 

11 

12 

24 

52 

41 

17 

172 

9 

S 

If 

Transfusion 

2 

7 

3 

7 

11 

3 

2 

4 

2 

41 

2 

Perinatal 

0 

1 

1 

6 

6 

3 

3 

1 

3 

24 

1 

Hemophiliac 

0 

1 

1 

5 

5 

4 

5 

6 

6 

33 

2 

Undetermined 

0 

2 

1 

3 

1 

1 

2 

9 

38 

58 

3 

AIDS  CASES  BY  YEAR 

90 

83 

80 

190 

201 

284 

400 

295 

223 

1,847 

100 

Arkansas  Department  of  Health  HIV/AIDS  Surveillance  Program 


AIDS  In 
Arkansas 
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AIDS  CASES 
REPORTED 

□ 

0 

□ 

1 to  3 

□ 

4 to  49 

■ 

50  to  615 

I Of  the  3,351  Arkansans  reported  to  be  HIV-*-,  1,847  have  been  diagnosed  with  AIDS.  (10/12/95)1 
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Your  People 
on  the  Inside 

M.D.  ONLINE  - EASY-ACCESS  SUPPORT  SERVICES 

From  Arkansas  Children’s  Hospital 


Voice  mail.  The  run-around.  Long  lists 
of  phone  numbers.  Forget  all  those  hassles! 
When  you  need  patient  information,  M.D. 
Online  services  are  like  an  extension  of 
your  staff  — inside  Arkansas  Children’s 
Hospital. 

First,  there’s  the  toll  free  number: 
1-800-777-7700.  With  M.D.  Connect,  it’s 
the  only  phone  number  you  need.  Call  us 
and  we’ll  quickly  locate  the  person  or  infor- 
mation you  need.  We’ll  phone,  we’ll  fax, 
we’ll  do  whatever  it  takes  to  respond  with 
the  vital  information  you  require. 

And  with  our  Online  Service,  you  can 
access  patient  information  directly  in  the 
ACH  computer  system.  We  provide  the  soft- 


Debbie 

Hicks 


ware  and  support.  All  you  need  is  the  hard- 
ware. 

There’s  just  one  more  introduction  you 
need:  our  M.D.  Online  staff.  Dedicated  to 
making  your  life  easier,  these  are  your  peo- 
ple on  the  inside  at  1-800-777-7700.  Give 
them  a call! 

ARKANSAS 

CHILDREN'S 

HOSPITAL 
cvy^GjFj^  CH/LDREH'5  L'VeS 

800  Marshall  Street  • Little  Rock  • 501-320-1  100 


Kristi 

Schichtl 


New  Members 


CABOT 

Shurley,  Floyd  A.,  Jr.,  Family  Practice.  Medical 
Education,  UAMS,  1979.  Internship/Residency, 
Carlswell  Air  Force  Base,  Texas,  1980/1982.  Board  certified. 

EL  DORADO 

Sokolyk,  Stephen  Michael,  Cardiology.  Medical 
Education,  University  of  Texas  Southwestern  Medical 
School,  Dallas,  TX,  1988.  Residency,  Hennepin  County 
Medical  Center,  Minneapolis,  MN,  1991.  Board  certified. 

FORT  SMITH 

Akkad,  Nabil,  General/Vascular  Surgery.  Medical 
Education,  Damascus  University,  Syria,  1982.  Intern- 
ship/Residency, State  University  of  New  York  at  Stony 
Brook,  NY,  1992/1995.  Board  eligible. 

A1  Mounajed,  Ghanem,  Internal  Medicine/Gas- 
troenterology. Medical  Education,  Damascus  Univer- 
sity, Syria,  1983.  Internship/Residency,  University  of 
Illinois,  Chicago,  1990/1992.  Fellowship,  University  of 
North  Carolina,  1995.  Board  certified. 

Al-Ghussain,  Emad  A.M.M.,  Internal  Medicine. 
Medical  Education,  Kuwait  University,  1983.  Intern- 
ship, Al-Amiri  Hospital,  Kuwait,  1992.  Residency,  St. 
Joseph  Mercy  Hospital,  Pontiac,  MI,  1995.  Board  certified. 

Barsik,  Tamara,  Internal  Medicine.  Medical  Edu- 
cation, University  of  Damascus,  Syria,  1990.  Intern- 
ship, Medical  Care  Center  Hospital,  1992.  Residency, 
State  University  of  New  York  at  Stony  Brook,  1995. 
Board  eligible. 

Concepcion,  Maria  Cecilia  L„,  Pediatrics.  Medical 
Education,  Far  Eastern  University,  Manila,  Philippines, 
1989.  Internship/Residency,  St.  Lukes-Roosevelt  Hos- 
pital, 1993/1995.  Board  eligible. 

de  Mondesert,  Eduardo  Antonio,  Internal  Medi- 
cme/Gastroenterology.  Medical  Education,  Universidad 
Nacional  Pedro  Henriquez  Urena,  Santo  Domingo, 
Dominican  Republic,  1988.  Internship/Residency,  The 
Graduate  Hospital,  Philadelphia,  PA,  1990/1992.  Fel- 
lowship, The  Graduate  Hospital,  1994.  Board  certified. 

Hazar,  Derya  Bora,  Internal  Medicine/Nephrology. 
Medical  Education,  Cerrahpasa  Medical  School, 
Istanbul,  Turkey,  1990.  Internship/Residency,  Carney 
Hospital,  Boston  University,  1992/1993.  Fellowship, 
Harvard  University,  Boston,  MA,  1995.  Board  certified. 

Kannout,  Fareed,  Internal  Medicine.  Medical  Edu- 
cation, Damascus  University,  Syria,  1988.  Internship/ 
Residency,  Columbus  Hospital,  Chicago,  IL,  1993/1995. 
Board  eligible. 


HOT  SPRINGS 

Josef,  Stanley  S.,  Cardiology.  Medical  Education, 
Georgetown  University  College  of  Medicine,  Washing- 
ton, D.C.,  1977.  Internship,  Washington  Hospital  Cen- 
ter, 1980.  Residency,  Medical  College  of  Pennsylva- 
nia, 1995.  Board  certified. 

Weyrich,  Randall  P.,  Otolaryngology/Facial  Plas- 
tic. Medical  Education,  West  Virginia  School  of  Medi- 
cine, Morgantown,  WV,  1979.  Internship/Residency, 
West  Virginia  University  Medical  Center,  Morgantown, 
WV,  1980/1983.  Board  certified. 

LITTLE  ROCK 

McKinnon,  L.  Jane,  Cardiothoracic  & Vascular 
Surgery.  Medical  Education,  UAMS,  1985.  Residen- 
cies, University  of  New  Mexico,  Albuquerque, 
NM,1990;  Royal  Infirmary  Edinburgh,  Scotland,  1992; 
University  of  Calif.,  San  Diego,  1994  and  San  Diego 
Children's  Medical  Center,  1995.  Board  certified. 

Stanford,  Royce  Allan,  Jr.,  Pediatrics.  Medical 
Education,  UAMS,  1981.  Internship/Residency,  Arkan- 
sas Children's  Hospital,  1982/1984.  Board  certified. 

Quinn,  Brian  Dennis,  Pathology.  Medical  Educa- 
tion, The  Johns  Hopkins  University  School  of  Medi- 
cine, Baltimore,  MD,  1986.  Internship/Residency,  The 
Johns  Hopkins  Hospital,  Baltimore,  MD,  1987/1991. 
Board  certified. 

OZARK 

Dinulescu,  Stefan  Dan,  Internal  Medicine.  Medi- 
cal Education,  Faculty  of  Medicine,  Bucharest,  Roma- 
nia, 1986.  Internship/Residency,  Lincoln  Medical  & 
Mental  Health  Center,  Bronx,  NY,  1993/1995. 

PINE  BLUFF 

Dharamsey,  Shabbir  A.,  Cardiology.  Medical  Edu- 
cation, Sind  Medical  College,  Pakistan,  1986.  Intern- 
ship/Residency, Chicago  Medical  School,  1989/1991. 
Board  certified. 

Orange,  Betty  L.,  OB/GYN.  Medical  Education, 
Oklahoma  College  of  Osteopathic  Medicine  and  Sur- 
gery, 1989.  Internship,  Hillcrest  Medical  Center,  1990. 
Residency,  Deaconess  Medical  Center  West,  1995. 

SPRINGDALE 

Deen,  Lewis  Stanley,  Psychiatry.  Medical  Educa- 
tion, UAMS,  1978.  Internship/Residency,  Baylor  Col- 
lege of  Medicine,  1979/1982.  Board  certified. 
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Caldwell,  Charles  Robert,  Medicine/Cardiology. 

Medical  Education,  UAMS,  1991.  Internship/Residency, 

Emory  University,  Atlanta,  GA,  1992/1994.  Fellowship, 

UAMS,  1997. 

Graham,  Missy,  Pediatrics.  Medical  School,  UAMS, 

1994.  Internship/Residency,  UAMS,  1995/presently, 

Hou,  Di,  Family  Medicine.  Medical  Education,  The 
Fourth  Military  Medical  University,  Xian,  People's 
Republic  of  China,  1983.  Internship/Residency,  UAMS, 

1995/1997. 

Knight,  Michael  Vern,  Psychiatry.  Medical  Edu- 
cation, UAMS,  1994.  Internship,  William  S.  Hall  Psy- 
chology Institute/University  of  South  Carolina  Medi- 
cal School,  Columbia,  1995.  Residency,  UAMS,  presently. 

Manavalan,  Pius  Louis,  internal  Medicine.  Medi- 
cal Education,  St.  John's  Medical  College,  Bangalore, 

India,  1983.  Internship,  St.  John's  Medical  College, 

1983.  Residency,  UAMS,  1998. 

Mitchell,  Bruce  Gregory,  Family  Medicine.  Medi- 
cal Education,  UAMS,  1994.  Residency,  UAMS,  1997. 

Moore,  Kimberly  Suzanne,  Pediatrics.  Medical 
Education,  University  of  Texas  Health  Science  Center, 

Houston,  TX,  1994.  Internship/Residency,  UAMS,  1995/ 
presently. 

PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 

Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 


(404)  907-2174 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE! 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 


Shaw,  Allison  Michelle,  Internal  Medicine.  Medi- 
cal Education,  UAMS,  1991.  internship,  UAMS,  presently. 

Wilson,  Patricia  ].,  Internal  Medicine/Dermatol- 
ogy. Medical  Education,  Marshall  University  Medical 
School,  Huntington,  WV,  1994.  Internship/Residency, 
UAMS,  1995/1998. 

Yuskevich,  Jeffrey  Steven,  Anesthesiology.  Medi- 
cal Education,  Far  Eastern  University  Institute  of  Medi- 
cine, Manila,  Philippines,  1985.  Internship,  Frankford 
Hospital,  Philadelphia,  PA,  1992.  Residency,  Albert 
Einstein  Medical  Center,  1995.  Fellowship,  Arkansas 
Children's  Hospital,  presently. 

STUDENTS 

Joel  Christopher  Cobb 
Tim  David  Dibble 
Lane  England 

Laura  Anne  Fulmer-Massey 
Gayle  S.  Gordon 
Blane  Alan  Graves 
Jason  William  Guin 
Rhonda  Michele  Haley 
Rhonda  J.  Matlock 
Lori  L.  McDaniel 
Rodney  Keith  McDonald 
Joseph  G.  Rose 
Cecilia  L.  Woods 
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Radiological  Case 
of  the  Month 


Steven  R.  Nokes,  M.D. 


Figure  1:  AP  lumbar  spine.  Figure  2:  Lateral  lumbar  spine. 


HISTORY: 

This  67-year-old  female  presented  back  pain.  AP  and  lateral  lumbar  spine  films  were  obtained  (Figures  1 and  2). 
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L,  Posterior  Element  Metastasis 


Diagnosis: 

L3  posterior  element  metastasis 

Radiographic  Findings: 

There  is  destruction  of  the  l3  lamina,  inferior  articulating  process  and  the  spinous  process  best  seen  on  the  AP 
view.  This  was  confirmed  on  a subsequent  MR  scan.  This  appearance  has  been  referred  to  as  the  “empty  vertebral 
body  sign.” 

Discussion: 

This  case  illustrates  a perceptive  difficulty  encountered  when  interpreting  plain  films.  It  is  much  more  difficult  to 
perceive  a normal  structure  that  is  absent  than  an  abnormal  structure  that  is  present. 

Plain  films  remain  the  initial  imaging  study  in  patients  with  low  back  pain  although  sensitivity  and  specificity  are 
low.  The  differential  diagnosis  of  low  back  pain  is  broad  including  degenerative  disease,  inflammation  (arthritis), 
trauma,  congenital  stenosis,  infection,  neoplasm,  ana  osteoporosis. 

The  spine  is  one  of  the  most  frequent  sites  of  tumor  metastasis,  probably  due  to  slow  venous  flow  in  Batson’s 
plexus.  The  arterial  wall  is  resistant  to  tumor  penetration  in  the  absence  of  infection.  Osseous  destruction  of  the 
posterior  elements  could  also  be  secondary  to  infection  or  primary  neoplasm. 

References: 

1.  Kelen  G,  Noji  E,  Doris  P.  Guidelines  for  use  of  lumbar  spine  radiology.  Ann  Emerg  Med  1986,  15:245. 


Author/Editor  Steven  R.  Nokes,  M.D.  is  associated  with  Radiology  Consultants  in  Little  Rock. 


THE  BEST  BUSINESS  FARTHER  INTHE 
ACCOUNT  RECEIVABLE  MANAGEMENT  NDUSTRY 


ESTABLISHED  19-41 

Post  Office  Box  2676,  Batesville,  AR  72503 

1-800-373-0757 

BATESVILLE  • BLYTHEVILLE  • CONWAY  • HELENA  • JONESBORO  • PARAGOULD  • WEST  MEMPHIS 


'tfiia 


Professional  protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 


FITNESS  F-X 


Private  Fitness  Training  Center 


Not  Your  Average  Gym 


FITNESS  F-X  is  a private  gym  which  provides  professional  exercise  instruction  to  establish  independent 
fitness  lifestyles. 

FITNESS  F-JTis  fully  equipped  with  top-of-the-line  equipment  and  degreed  professionals  with  over  25 
years  experience  in  the  health  fitness  industry.  Let  us  end  the  confusion  of  choosing  the  right  workout 
facility  by  providing  you  with  quality  care. 

*No  Contracts  *No  Crowds  *Fitness/  Exercise  Education  *One-on-One/Small  Group  Training 


Markham  St. 

* 


N.  Bowman  Rd. 


FITNESS  F-X 


Private  Fitness  Training  Center 
400  N.  Bowman  Rd.,  Suite  A-10 
Little  Rock,  AR  72211 
(501)  221-0720 


AMS  Newsmakers 


At  the  81st  Annual  Clinical  Congress  of  the  Ameri- 
can College  of  Surgeons,  which  met  in  New  Orleans 
in  October,  Dr.  Charles  W.  Logan  was  elected  as  sec- 
retary of  the  organization's  board  of  governors. 

Dr.  Wendell  Ross  of  Van  Buren  was  recently 
awarded  with  a plaque  of  appreciation  from  the  Ar- 
kansas Highway  Traffic  Safety  Administration  for  his 
assistance  in  a Drug  Recognition  Expert  School  spon- 
sored by  the  Fort  Smith  police.  Dr.  Ross  taught  a class 
of  officers  about  the  effects  of  various  drugs  on  the 
human  body. 

Dr.  Gene  Bruce  Waldon  of  Rogers  was  a delegate 
in  the  39th  Annual  Meeting  of  the  American  Society 
of  Internal  Medicine  in  October  in  Washington,  D.C. 
Topics  discussed  include  patient  care  in  a managed 
care  environment  and  the  need  to  restructure  the 
Medicare  program  to  ensure  solvency,  affordability  and 
continued  quality  care  in  the  21st  Century. 


Physician's  Recognition  Award  

The  Physician’s  Recognition  Award  is  awarded  each 
month  to  physicians  who  have  completed  acceptable  pro- 
grams of  continuing  education.  Recipients  for  the  month 
of  September  are: 

James  W.  Campbell  Hot  Springs 

Joseph  Miller  Gettys  Little  Rock 

Stephen  Chas  Manus  Fort  Smith 

Robert  Carlton  Power  Little  Rock 

Kenneth  Vance  Robbins  Little  Rock 

Douglas  Alan  Treptow  Rogers 

Ronald  Clark  Walker  Little  Rock 

Charles  Floyd  Wells  Morrilton 

Charlotte  Renee  Willis  Little  Rock 


1 


Medicine  in  the  News 


Health  Care  Access  Foundation 

As  of  November  1,  1995,  the  Arkansas  Health  Care  Access  Foundation  has  provided  free  medical  service  to 
10,043  medically  indigent  persons,  received  18,676  applications  and  enrolled  37,266  persons.  This  program  has 
1,710  volunteer  health  care  professionals  including  medical  doctors,  dentists,  hospitals,  home  health  agencies 
and  pharmacists.  These  providers  have  rendered  free  treatment  in  69  of  the  75  counties. 


In  Memoriam 


J.  Arnold  Henry,  M.D. 

Dr.  J.  Arnold  Henry,  of  Russellville,  died  Satur- 
day, October  14,  1995.  He  was  82.  Survivors  include 
his  wife,  Julia  Caldwell  Henry;  three  sons.  Dr.  Andy 
Henry  of  Little  Rock,  Steve  Henry  and  Jeff  Henry  of 
San  Francisco,  Calif.;  one  daughter,  Julia  Ann  Maul  of 
Russellville;  three  grandchildren,  Mathew  Maul,  James 
Henry  and 


John  Charles  Winters,  M.D. 

Dr.  John  Charles  Winters,  of  Desha,  died  Sunday, 
October  22,  1995.  He  was  56.  Survivors  include  his 
wife,  Janine  Navarro  Winters;  son  and  daughter-in- 
law,  Michael  John  and  Ann  Winters  of  Palm  Harbor, 
Florida;  daughter,  Elizabeth  Mary  Winters  of  Milwau- 
kee, Wisconsin;  step-son,  Bruno  Fournier  of  Montreal, 
Canada;  step-daughter,  Murielle  Power  of  Safety  Har- 
bor, Florida;  father,  Alva  Winters  of  Desha  and  four 
grandchildren.  He  was  preceded  in  death  by  his 
mother. 
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Things  To  Come 


January  12  - 13,  1996 
What's  New  In  General  Surgery  - 18th  Annual 
Postgraduate  Course.  Hyatt  Regency,  Sacramento,  CA. 
Sponsored  by  the  Office  of  Continuing  Education  and 
UC  Davis  School  of  Medicine  and  Medical  Center.  For 
more  information,  call  (916)  734-5390. 

January  26  - 28,  1996 
The  15th  Annual  Perspectives  on  New  Diagnos- 
tic & Therapeutic  Techniques  in  Clinical  Cardiology. 

Lake  Buena  Vista,  Florida.  Sponsored  by  the  Ameri- 
can College  of  Cardiology.  For  more  information,  call 
800-257-4739. 

February  7-10,  1996 

1996  International  Conference  on  Physician  Health 
"Uncertain  Times:  Preventing  Illness,  Promoting 
Wellness."  Sheraton  San  Marcos  Hotel  in  Chandler, 
Arizona.  Sponsored  by  the  American  Medical  Asso- 
ciation, Canadian  Medical  Association,  Federation  of 
State  Licensing  Boards,  and  the  Federation  of  Provin- 
cial Licensing  Boards.  For  more  information,  call  (312) 
464-5066. 

February  9 - 10,  1996 

(Mardi  Gras  Season) 

Neuropsychiatric  Aspects  of  Primary  Care:  Anxi- 
ety and  Depression  - Across  the  Life  Cycle.  Royal 
Sonesta  Hotel,  New  Orleans,  Louisiana.  Sponsored 
by  Tulane  University  Medical  Center,  Office  of  Con- 
tinuing Medical  Education.  For  more  information,  call 
(504)  588-5466  or  1-800-588-5300. 

February  10-13,  1996 
Fifty-first  Annual  Postgraduate  OB/GYN  Assem- 
bly. Beverly  Hilton  Hotel,  Beverly  Hills,  California. 
Sponsored  by  the  OB/GYN  Assembly  of  Southern 
California.  For  more  information,  call  (213)  937-5514. 

February  11  - 16,  1996 
Emergency  Medicine:  1996  19th  Annual  UCD 
Winter  Conference.  Hyatt  Regency,  Incline  Village, 
Nevada.  Sponsored  by  the  Office  of  Continuing  Edu- 
cation and  UC  Davis  School  of  Medicine  and  Medical 
Center.  For  more  information,  call  (916)  734-5390. 


February  17-19,  1996 

Mardi  Gras  Anesthesia  Update  in  New  Orleans. 

Westin  Canal  Place  Hotel,  New  Orleans,  Louisiana. 
Sponsored  by  the  Department  of  Anesthesiology  & 
Office  of  Continuing  Education,  Tulane  University 
Medical  Center.  For  more  information,  call  (504)  588- 
5466  or  1-800-588-5300. 

February  19  - 23,  1996 

"New  Technological  Applications  in  Imaging  & 
Intervention."  Manor  Vail  Lodge,  Vail,  Colorado.  Spon- 
sored by  the  Departments  of  Radiology  at  Louisiana 
State  University  School  of  Medicine  and  Tulane  Uni- 
versity Medical  Center.  For  more  information,  call  (504) 
588-5466  or  1-800-588-5300. 

March  18  - 22,  1996 

PET  and  SPECT  Imaging  in  Cancer  Diagnosis 
and  Treatment.  Ihilani  Resort  and  Spa,  Kapolei,  Ha- 
waii. Sponsored  by  the  Johns  Hopkins  University 
School  of  Medicine.  For  more  information,  call  (410) 
955-2959  or  (410)  955-8582. 

April  26  - May  3,  1996 

Fifty-fifth  Annual  American  Occupational  Health 
Conference.  San  Antonio  Convention  Center,  San 
Antonio,  Texas.  Sponsored  by  the  American  College 
of  Occupational  and  Environmental  Medicine.  For  more 
information,  call  (708)  228-6850. 

May  13  - 24,  1996 

7th  Annual  Tropical  Health  Update.  Tulane  Uni- 
versity School  of  Public  Health  & Tropical  Medicine, 
New  Orleans,  Lousiana.  Sponsored  by  the  Office  of 
Continuing  Education  and  Tulane  University  Medical 
Center.  For  more  information,  call  (504)  588-5466  or  1- 
800-588-5300. 

June  6 - 9,  1996 

Symposium  on  Computer  Assisted  Radiology  S / 
CAR  '96.  Denver  Marriott  Hotel  City  Center,  Denver, 
Colorado.  Sponsored  by  the  Society  for  Computer 
Applications  in  Radiology.  Co-sponsored  by  the  Uni- 
versity of  Colorado  Health  Sciences  Center.  For  more 
information,  call  (703)  716-7548. 
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Keeping  Up 


January  11,  1996 

Liver  Transplantation 

Sponsored  by  UAMS  AHEC  - South  Arkansas 
Location:  MCSA  Union  Campus  Conf.  Room  #3 
12:30  p.m.  - 1:30  p.m. 

No  fee  - Lunch  served 
1 Category  I credit  hour  offered 

January  25,  1996  February  8,  1996 

Cardio  Renal  Considerations  in  Hypertension  Minimizing  Medication  To  Maximize  Result 

Sponsored  by  UAMS  AHEC  - South  Arkansas  Sponsored  by  UAMS  AHEC  - South  Arkansas 

Location:  MCSA  Union  Campus  Conf.  Room  #3  Location:  MCSA  Union  Campus  Conf.  Room  #3 

12:30  p.m.  - 1:30  p.m.  12:30  p.m.  - 1:30  p.m. 

No  fee  - Lunch  served  No  fee  - Lunch  served 

1 Category  I credit  hour  offered  1 Category  I credit  hour  offered 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAVETTEVILLE-VA  MEDICAL  CENTER 

General  Internal  Medicine  Review,  Wednesdays,  12:00  noon,  Room  238  Bldg.  1 

Medical  Grand  Rounds/General  Medical  Topics,  Thursdays,  12:00  noon,  Auditorium,  Bldg.  3 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon,  Conference  Room 

LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Thursdays,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Chest  Conference,  4th  Wednesday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 
Interdisciplinary  AIDS  Conference,  2nd  Friday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Journal  Club,  Tuesdays,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Spine  Center  Conference,  1st  Wednesday,  7:00  a.m..  Southwestern  Bell/Arkla  Room.  Light  Breakfast  provided. 

Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m..  Southwestern  Bell/Arkla  room.  Refreshments  provided 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m.,  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon,  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 
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MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m..  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon,  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon,  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category  I 
of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 
Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 
CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 
Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5014 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m.,  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m..  Gastroenterology  conference  room,  3D29 
Gil  Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology/Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m.,  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:00  p.m..  Room  2E-142  at  VAMC 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 
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Surgery  Baste  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  V A Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

VA  Chest  Conference  (combined  Surgical/ Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

V A Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

VA  GREECI Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

VA  Hematology/Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

VA  Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

VA  Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

VA  Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  & Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary.  White  County  Memonal  Flospital,  Searcy 

EL  DORADO-AHEC 

Arkansas  Children  s Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  Warner  Brown  Campus,  6th  floor  Conf.  Rm. 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 

Chest  Conference,  3rd  Wednesday,  12:15  p.m.,  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AFIEC  - South  Arkansas 
GYN  Conference,  2nd  Friday,  12:15  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:15  p.m.,  AHEC-South  Arkansas 

Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon.  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5.  Lunch  provided. 

Pediatric  Conference,  3rd  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:15  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:15  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5,  Lunch  provided. 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  AHEC  Classroom 

Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

AHEC  Residency  Program  Noon  Conferences,  12:30  p.m.,  Tuesday-Friday,  AHEC  Building 
Gastroenterology  Conference,  3rd  Tuesday  every  other  month,  7:00  a.m.,  St.  Edward  Mercy  Medical  Center 
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Grand  Rounds,  12:00  noon,  first  Thursday  of  each  month.  Sparks  Regional  Medical  Center 
Neuroradiology  Conference,  3rd  Wednesday,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  1st  Tuesday,  11:30  a.m..  Sparks  Regional  Medical  Center 
Sparks  Tumor  Conference , Thursdays,  12:00  noon.  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Tumor  Conference,  Wednesdays,  12:00  noon.  Sparks  Regional  Medical  Center 

JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m..  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Citywide  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon,  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m.,  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conference,  December  28,  7:30  a.m..  Board  Room,  Northeast  Arkansas  Rehabilitation  Hospital. 

Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon,  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Residency  Noon  Conference,  Mondays  through  Thursdays,  12:00  p.m.,  AHEC-Southwest  Family  Practice  Clinic 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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Arkansas  Medical  Society  Membership  Roster 

as  of  November  10,  1995  # Denotes  deceased  member 


Arkansas  County 

Burleson,  Stan  W. 
Daniel,  Noble  B.  Ill 
Hestir,  John  M. 

Millar,  Paul  H.  Jr. 
Morgan,  Jerry  D. 
Northcutt,  Carl  E. 
Pritchard,  Jack  L. 
Speer,  Hoy  B.  Jr. 
Speer,  Marolyn  N. 
Tracy,  W.  Lee 
Wagner,  Taylor 
Yelvington,  Dennis  B. 

Ashley  County 

Burt,  Frederick  N. 
Garcia,  Luis  F. 
Gresham,  Edward  A. 
Grigsby,  Benson 
Heder,  Guy  W. 
Rankin,  James  D. 

Salb,  Robert  L. 

Spohn,  Peter  J. 
Thompson,  Barry  V. 
Toon,  D.  L. 

Walsh,  Benjamin  J. 

Baxter  County 

Adkins,  Kevin  J. 
Baker,  Robert  L. 
Barker,  Monty 
Barnes,  Gregory 
Beck,  Dennis 
Chatman,  Ira  D. 
Cheney,  Maxwell  G. 
Chock,  Daniel  P. 
Chock,  Helga  E. 
Clarke,  James  S. 
Condrey,  Yoland  M. 
DeYoung,  Bruce 
Douglas,  Donald  S. 
Dyer,  William 
Dykstra,  Peter  C. 
Elders,  John  Gregory 
Foster,  Robert  D. 
Guenthner,  John  F. 
Hardin,  Philip  R 
Johnson,  Stacey  M. 


Kelley,  Lawrence  A. 

Kerr,  Robert  L. 

Kilgore,  Kenneth  M. 

Knox,  Thomas  E. 

Landrum,  William 
MacKercher,  Peter  A. 
Massey,  James  Y. 

McAlister,  Matthew 
Neis,  Paul  R. 

Price,  Michael  D. 

Regnier,  George  G. 

Rigler,  Wilson  F. 

Robbins,  Bruce 
Roberts,  David  H. 

Saltzman,  Ben  N. 

Short,  Luke  H. 

Sneed,  John  W.  Jr. 

Stahl,  Ray  E.  Jr. 

Sward,  David  T. 

TerKeurst,  John 
Trager,  Marc 
Tullis,  Joe  M. 

Turner,  Frederick  C. 

Wells,  Gary 
White,  Edward 
White,  Richard  B. 

Wilbur,  Paul  F. 

Wilson,  Jack  C. 

Yoder,  Robert  Raymond 

Benton  County 

Addington,  Alfred  R. 
Aguilar-Guzman,  Orlando  F. 
Alderson,  Roger 
Allen,  L.  Barry 
Allen,  William  M. 

Arkins,  James 
Atkinson,  Thomas 
Ball,  Eugene  H. 

Becton,  Paul  Jr. 

Benjamin,  George 
Benson,  Stuart 
Black,  Randall  Wayne 
Bledsoe,  James  H. 

Boden,  Donna 
Boozman,  Fay  W.  Ill 
Cantwell,  Janet 
Clemens,  R.  Dale 


Clower,  John  D. 
Cohagan,  Donald  L. 
Cole,  Randall  E. 
Compton,  Neil  E. 
Costaldi,  Mario  E. 
Cuchia,  John 
Dang,  Minh-Tam 
Day,  Geoffrey 
Deatherage,  Joseph  R. 
Denman,  David  A. 
Diacon,  W.  Lindley 
Donnell,  Hugh  Garland 
Donnell,  Robert  W. 
Elkins,  James  P. 

Ewart,  David 
Fioravanti,  Bernard  L. 
Friesen,  Douglas  L. 
Garrett,  David  C.  Ill 
Goss,  Stephen 
Halinski,  David 
Harmon,  Harry  M. 

Heiss,  Nancy 
Henderson,  Oscar  L. 

Hitt,  Jerry  L. 

Hof,  C.  William 
Holder,  Robert  E. 
Honderich,  Jeff  P. 
Horner,  Glennon  A. 
Howard,  K.  Lamar 
Hull,  Robert  R. 

Huskins,  James  D. 
Huskins,  John  A. 

Jacks,  John  W. 

Jennings,  William  E. 
Johnson,  Christopher  S. 
Johnson,  Royce  Oliver  II 
Johnson,  Steven  P. 
Keane,  Patrick  K. 

Knapp,  James  R. 

Lanier,  Karen  A. 
LeBoeuf,  Dorothy 
Lewis,  Rebecca  C. 
Marciniak,  Douglas  L. 
McCollum,  Edward 
McCollum,  William 
McKnight,  William  D. 
Mertz,  John  Douglas 
Mishkin,  David 
Moose,  John  I. 


Morgan,  Martha 
Mould,  David  C. 
Mullins,  Neil  D. 
Neaville,  Gary  A. 
Nugent,  Loyd 
Panettiere,  Frank  J. 
Pappas,  John  J. 

Pearson,  Richard  N. 
Pickens,  James  L. 

Platt,  Michael  R. 
Poemoceah,  Kenneth  M. 
Puckett,  Billy  J. 

Reese,  Michael  C. 
Revard,  Ronald 
Ritz,  Ralph  C. 

Rodkin,  Richard  S. 
Rollow,  John  A. 

Rolniak,  Wallace  A. 
Springer,  Dan  J. 
Steadman,  Hunter  M.  Jr. 
Stinnett,  Charles  H. 
Stinnett,  Scott  G. 

Stolzy,  Sandra 
Summerlin,  William 
Swaim,  Terry  J. 
Swindell,  William  G. 
Tate,  Jeffrey 
Treptow,  Douglas 
Turley,  Jan  T. 

Waldon,  Gene  B. 
Warren,  Grier  D. 
Weaver,  Donald  D. 
Weaver,  Robert  H. 
Webb,  William 
Wilkerson,  Danny 
Youngblood,  Thomas 

Boone  County 

Abdelaal,  Ali  F. 

Ashe,  Barbara 
Bell,  Thomas  Edward 
Bennett,  Joe  D. 

Brandon,  Henry 
Casey,  Rick  E. 
Chambers,  Carlton  L.  Ill 
Chambers,  Sue 
Chu,  Victor 
Collins,  Kenneth 
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Crider,  James  T. 

Daniel,  Charles  D. 
Dunaway,  Geoffrey 
Ferguson,  Noel  F. 
Fowler,  Ross  E. 

Garland,  William  J.  Jr. 
Helmling,  Robert  L. 
Hope,  John  M. 

Kim,  Hyewon 
Klepper,  Charles  R. 
Langston,  James  David 
Langston,  Robert  H. 
Langston,  Thomas 
Ledbetter,  Charles  A. 
Leslie,  Thomas  S. 

Maes,  Stephen  R. 
Mahoney,  Paul  L.  Jr. 
Maris,  Mahlon  O. 

Mears,  Bill 
Miller,  Robert  Jr. 

Padilla,  Jose  S.  Jr. 

Reese,  Ronald  R. 
Rozeboom,  Victor  A. 
Scroggie,  Daniel  J. 
Scroggins,  Sam  J. 
Shapter,  Janet  B. 

Smith,  H.  Van 

Van  Ore,  Stevan  Michael 

Vowell,  Don  R. 

Welch,  William  P. 
Williams,  Rhys  A. 

Bradley  County 

Chambers,  F.  David 
Coyle,  Pamela 
Foscue,  David 
Marsh,  James  W. 
Pennington,  Kerry  F. 
Wharton,  Joe  H. 

Wynne,  George  F. 

Carroll  County 

Card,  Shannon  R. 

Flake,  William  K. 

Horton,  Charles 
Kresse,  Gregory 
Martinson,  Alice 
McAlister,  Robin 
Nash,  John  R. 

Spann,  Eric  G. 

Spurgin,  Randal  Truman 
Stensby,  Harold  F. 
Taylor,  Richard  L. 


Wallace,  Oliver 
Warner,  Milo  N. 

Chicot  County 

Burge,  John  P. 

Kronfol,  Ned 
Mansour,  George 
Russell,  John  R. 

Smith,  Major  E. 
Thomas,  H.  W. 
Tuangsithtanon,  T. 
Tvedten,  Tom 
Weaver,  William  J. 
Wilson,  Thomas  C. 

Clark  County 

Anderson,  P.  R. 

Balay,  John  W. 

Bryan,  Yvon  F. 
Dorman,  Robert  A. 
Elkins,  John  S. 

Ferrari,  Victor  J.  Jr. 
Ford,  Michael  Ray 
Fullerton,  John  C.  Ill 
Hagood,  Noland  Jr. 
Jansen,  Mark 
Kluck,  Carl  Jr. 

Lowry,  James  L. 
McLeod,  Kevin 
Peeples,  George  R. 
Taylor,  George  D. 
Teed,  Frank  S. 

Cleburne  County 

Ashabranner,  Wesley  J. 
Baldridge,  Max 
Barnett,  James  C. 
Barnett,  Michael 
Beasley,  Harold 
Bivins,  Franklin  Jr. 
Quinn,  Cynthia  D. 
Sharp,  Jan 
Thomas,  Jerry  L. 
Vaughan,  G.  Lee 

Columbia  County 

Alexander,  John  E.  Sr. 
Alexander,  John  E.  Jr. 
Baldwin,  Ronald  L. 
Evans,  Matthew  L. 
Farmer,  John  M. 
Griffin,  Rodney  L. 
Hester,  Joe  D. 


Hunter,  Robert  W.  Jr. 
Kelley,  Charles  W. 
McMahen,  H.  Scott 
Murphy,  Fred  Y. 
Parkman,  Robert  L.  Jr. 
Pullig,  Thomas  A. 
Roberts,  Franklin  D. 
Ruff,  John  L. 

Strange,  Vance  M. 
Walker,  Jack  T. 

Conway  County 

Duensing,  Theodore 
Hickey,  Thomas  H. 
Lipsmeyer,  Keith  M. 
Owens,  Gastor  B. 

Wells,  Charles  F. 

Craighead-Poinsett 

County 

Alston,  Herman  D. 
Ameika,  James  A. 

Aston,  J.  Kenneth 
Awar,  Ziad 
Ball,  John 
Barker,  Charles 
Basinger,  James  W. 
Beck,  M.  Lowery 
Berry,  Donald  M. 

Berry,  Michael 
Blachly,  Ronald  J. 
Blaylock,  Jerry  D. 
Bodeker,  Larry  J. 

Bolt,  Michael  E. 

Boyd,  John  T. 

Braden,  Terence  P.  Ill 
Brown,  Dennis  R. 
Brown,  Mark  C. 

Bryan,  James  Earl 
Buckner,  John  H. 

Bums,  Richard  G. 

Bums,  Robert 
Camp,  Michael 
Carpenter,  Kennan 
Casanova,  Robert  Jr. 
Chediak,  Gregory 
Clopton,  Owen  H.  Jr. 
Cohen,  Evan  Scott 
Cohen,  Jeffrey  O. 

Cohen,  Robert  S. 

Cook,  John 
Cranfill,  Ben 
Cranfill,  General  L.  Ill 


Crawley,  Michael  E. 
Deem,  Brent  S. 

Degges,  Russell  D. 
Dickson,  Glenn  E. 

Dow,  J.  Timothy 
Duke,  Billy  L.  II 
Dunn,  Charles  C. 
Eddington,  William  R. 
Edwards,  Carl  B. 
Emerson,  Steven 
Felts,  Larry  S. 

Fields,  L.  Brad 
Foote,  John  W. 
Forestiere,  A.  J. 

Gamer,  William  L. 
George,  F.  Joseph 
Golden,  Stephen  C. 
Gossett,  Clarence  E. 
Goza,  Gary  R. 

Green,  Terri 
Green,  William 
Guinn,  Donald  R. 
Hackbarth,  Mark  A. 
Hall,  Ray  H.  Jr. 

Harvey,  Bryan 
Hiers,  Connie  L. 
Hightower,  Michael  D. 
Hill,  Roger  D. 

Hogue,  Ernest  L. 
Houchin,  Vonda 
Hubbard,  William  S. 
Hurst,  William 
Isaacson,  Michael  L. 
James,  Frank  M. 
Jennings,  R.  Duke 
Jiu,  John  B. 

Johnson,  John  A. 
Johnson,  Larry  H. 
Johnson,  Roehl  W. 
Jones,  K.  Bruce 
Jones,  R.  J. 

Keisker,  Henry  W. 
Kemp,  Charles  E. 
Kostick,  Richard  A. 
Kroe,  Donald  J. 

Kyle,  Richard 
Landry,  Robert  J. 
Lassonde,  Robert  G. 
Lawrence,  Robert  O.  Jr. 
Ledbetter,  Joseph  W. 
Lepore,  Diane  G. 
Levinson,  Mark 
Lewis,  David  M. 

Lunde,  Stephen  P. 
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Luter,  Dennis  W. 
Lynch, John 
Mackey,  Michael 
Maglothin,  Douglas  L. 
Mahon,  Larry  E. 
Marzewski,  David 
McDaniel,  Craig  A. 
McKee,  Sanders 
Modelevsky,  Aaron  C. 
Montgomery,  Earl  W. 
Moseley,  Claiborne  II. 
Nash,  Jerry 
Nixon,  D.  Allen  Jr. 
Owen,  Kip 
Owens,  Ben  Jr. 

Parten,  Dennis 
Peacock,  Loverd 
Porter,  Revel  D. 

Price,  Edwin  F. 

Price,  Herbert  H.  Ill 
Price,  Joel  A. 

Pyle,  David 
Ragland,  Darrell  G. 
Rainwater,  W.  T. 

Rauls,  Stephen  R. 
Ricca,  Dallie 
Ricca,  Gregory  F. 
Richards,  Fraser  M. 
Roberts,  Randy  D. 
Robinette,  James  M. 
Rogers,  James  F. 
Rusher,  Albert  H.  Jr. 
Sales,  Joseph  Hugh 
Sanders,  James  W. 
Sapiro,  Gary  S. 

Sauer,  Curtis 
Savage,  Patrick  Joseph 
Schrantz,  James  L. 
Scriber,  Ladd  J. 
Scroggin,  Carroll  D.  Jr. 
Shanlever,  William  T. 
Sifford,  Mark 
Silas,  David 
Skaug,  Phyllis 
Skaug,  Warren  A. 
Smith,  Floyd  A.  Jr. 
Smith,  Michael  J. 
Smith,  Vestal  B. 

Sneed,  Jane 
Snodgrass,  Scot  J. 
Sparks,  Barrett 
St  Clair,  John  T.  Jr 
Stainton,  Joseph  C. 


Stainton,  Robert  M.  Jr. 
Stallings,  Joe  H.  Jr. 

Stank,  Thomas  M. 

Steffin,  Morris 
Stevenson,  Richard 
Stidman,  Jeff 
Stripling,  Mark  C. 

Stroope,  Henry  F. 
Stubblefield,  Sandra 
Stubblefield,  William 
Swingle,  Charles  G. 

Taylor,  Robert  D. 

Tedder,  Barry  C. 

Tedder,  Michael  E. 

Thomas,  Gary  A. 

Tidwell,  Kenneth  Jr. 
Tonymon,  Kenneth 
Tuck,  Rebecca 
Vines,  Troy  Alan 
Vollman,  Don  B.  Jr. 
Walker,  Meredith  M. 
Warner,  Robert  L.  Jr. 

White,  Anthony  T. 

Wiggins,  H.  Lynn 
Williams,  Anthony 
Williams,  E.  Walden 
Wilson,  Joe  T.  Jr. 

Wisdom,  Garland  Durwood 
Woloszyn,  John 
Wood,  Mark  Cole 
Woodruff,  Stephen  O. 
Woodward,  Gary  W. 

Yates,  Robert  L. 

Young,  Richard  S. 

Young,  William  C.  Jr. 

Crawford  County 

Darden,  Lester  R. 

Delk,  John  II 
Doyle,  Edward 
Edds,  Millard  C. 

Edwards,  Henry  N. 
Flanagan,  Mary  Clare 
Floyd,  Rebecca 
Hefner,  David  P. 

Jennings,  Charles  A. 

Mason,  Joe  N. 

Ross,  R.  Wendell 
Sasser,  L.  Gordon  111 
Schlabach,  Ronald  D. 
Shearer,  Francis  E.  # 
Sills,  D.  Bart 
Travis,  A.  Lawrence 


Crittenden  County 

Adler,  Justin  Jr 
Arnold,  Sidney  W. 

Barr,  Marian 
Bryant,  G.  Edward  Jr. 
Clemons,  Mark 
Deneke,  Milton  D. 
Evans,  Loraine  J. 
Ferguson,  Scott 
Ferguson,  T.  Murray 
Ford,  Robert  C.  Jr. 
Greene,  Robert  W.  Jr. 
Hernandez,  Jacinto 
Hodges,  John  M. 
Huffstutter,  Paul  J. 

Jay,  Gilbert  D.  Ill 
Kaplan,  Bertram 
Kennedy,  Keith  B. 

Khan,  Mohammed  B. 
L’Heureux,  Guy  J. 
Meredith,  Samuel  G.  Jr. 
Miller,  James  L. 

Murray,  Ian  F. 

Nadeau,  Kenneth  R. 
Peeples,  Chester  W.  Jr. 
Peeples,  Guy  Langley 
Pierce,  Trent  P. 
Rudorfer,  Bennett  Lewis 
Ruiz,  Julio  P. 

Schoettle,  Glenn  P. 
Schoettle,  Steve  P. 
Shrader,  Floyd  R. 

Smith,  Bedford  W. 
Smith,  Mark  M. 

Utley,  L.  Thomas 
Wah,  John 
Webb,  Dan  W. 
Westmoreland,  Daniel 
Wright,  William  J. 

Cross  County 

Beaton,  James 
Beaton,  Kenneth  E. 
Bethell,  Robert  D. 

Burks,  Willard  G. 

Crain,  Vance  J. 

Hayes,  Robert  A.  Jr. 
Jacobs,  James  R. 

Dallas  County 

Delamore,  John  H. 
Howard,  Don 


Nutt,  Hugh  A. 

Spears,  Robert  S. 

Desha  County 

Asemota,  Steve 
Go,  Peter  Kong  Hua 
Harris,  Howard  R. 
Hoagland,  Robert  A.  # 
Masquil,  Filipe 
Prosser,  Robert  L.  Ill 
Scott,  Robert 
Turney,  Lonnie  R. 

Young,  James  E. 

Drew  County 

Bums,  Robert  E. 

Busby,  Arlee  K. 

Maxwell,  Ralph  M. 
McKiever,  William  R. 
Wallick,  Paul  A. 

Williams,  William  III 
Wilson,  Harold  F. 

Faulkner  County 

Archer,  Charles  A.  Jr.  # 
Arnold,  Robert 
Beasley,  Margaret  D. 
Benafield,  Robert  B. 
Bowlin,  Randal 
Bowman,  Gary 
Carter,  D.  Mike 
Clark,  Robert  L.  Jr. 

Collins,  Mitchell  L. 
Connaughton,  Michael  A. 
Cummins,  J.  Craig 
Daniel,  Sam  V. 

Dixon,  Jerry  W. 

Dodge,  Ben 
Furlow,  William  C. 
Garrison,  James  S. 
Ghormley,  J.  Tod 
Gordy,  L.  Fred  Jr. 
Hendrickson,  Richard  O.  Jr. 
Hudson,  Thomas  F.  Ill 
Jackson,  Carole 
Landberg,  Karl  H. 

Magie,  Jimmie  J. 

Martin,  David  A. 

McCarron,  Robert 
McChristian,  Paul  L. 
Murphy,  Kenneth 
Raney,  Herschel  D.  Jr. 
Roberts,  Thomas 
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Ross,  Rex  W. 

Shirley,  David  C. 
Smith,  John  D. 

Smith,  Lander  A. 
Stancil,  Vicki 
Stone,  Phillip 
Throneberry,  Bart 
Wright,  Gary  David 

Franklin  County 

Gibbons,  David  L. 
Lachowsky,  John 
Long,  C.  C. 

Smith,  John  C. 

Wilson,  Robert 
Zabad,  Hussein 

Garland  County 

Arthur,  James  M. 
Aspell,  Robert 
Atherton,  Lee  G. 
Bandy,  Preston  R. 
Bennett,  Keith 
Bodemann,  Diane 
Bodemann,  Donald  R. 
Bodemann,  Michael  C. 
Bodemann,  Stephen  L. 
Bohnen,  Loren  O. 
Boos,  Donald  Jr. 

Borg,  Robert  V. 
Borland,  Judy 
Bracken,  Ronald  J. 
Braley,  Richard  E. 
Braun,  James  R. 
Brunner,  John  H. 
Bumpas,  Timothy  F. 
Burton,  Frank  M. 
Burton,  James  F. 
Campbell,  James  W. 
Carpenter,  James 
Cates,  Jack  A. 

Cenac,  Joseph  W.  Jr. 
Cunningham,  Mark 
Cupp,  Cecil  W.  Ill 
Cyrus,  Scott  S. 

Davis,  Kristie  L. 

Davis,  Sheryl  L. 
Dodson,  John  W.  Jr. 
Dolan,  Patrick  III 
Dunn,  Richard  W. 
Eisele,  W.  Martin 
English,  P,  Timothy 
Finch,  Richard  R. 


Fine,  B.D.  Jr. 

Fore,  Robert  W. 

Fotioo,  George  J. 
French,  James  H. 
Gammill,  Todd 
Gardial,  J.  Richard 
Gardner,  James  L. 
Gerber,  Allen  D. 

Gocio,  Allan  C. 

Griffin,  James  E. 
Haggard,  John  L. 

Hale,  Kevin  D. 

Harper,  Edwin  L. 
Headrick,  Daniel 
Hechanova,  D.  M.  Jr. 
Heinemann,  Fred  M. 
Henson,  Clinton  H. 
Hickman,  Michael  P. 
Hill,  Robert  L. 

Hitt,  W.  C.  Jr. 

Hollis,  Thomas  H. 
Howe,  H.  Joe 
Hughes,  James  A. 
Hulsey,  Matthew 
Humphreys,  Robert  P. 
Irwin,  William  G. 
Jackson,  Brian  D. 
Jackson,  Haynes  G. 
Jackson,  Haynes  G.  Jr. 
James,  Janeen 
Jayaraman,  K.  K. 
Jayaraman,  Vilasini  D. 
Jayasundera,  Naomal  S. 
Jennings,  Larry  B. 
Johnson,  Paulette  S. 
Johnson,  Robert  D. 
Johnston,  Gaither  C. 
Kaler,  Ron  A. 

Keadle,  William  R. 
Kincheloe,  A.  Dale 
King,  Leeman  H.  # 
Kleinhenz,  Robert  W. 
Klugh,  Walter  G.  Jr. 
Koehn,  Martin  A. 

Lane,  Charles  S.  Ill 
Larey,  Mark  E. 
Larrison,  Charles  A. 
LeMay,  Thomas  B. 

Lee,  William  R. 
Lennon,  Yates 
Lyles,  Fred 
Martin,  Jana 
Maruthur,  Gopakumar 


Mashbum,  William  R. 
McCrary,  Robert  F.  Jr. 
McFarland,  Louis  R. 
McMahan,  James 
Meek,  Gary  N. 

Munos,  Louis  R. 

Olive,  Robert  Jr. 

Pai,  Balakrishna 
Pappas,  Deno  P. 
Parkerson,  Cecil  W. 
Peeples,  Raymond  E. 
Pellegrino,  Richard 
Plaza,  Jesus’  A. 

Powell,  Brenda 
Queen,  George  P. 
Rainwater,  W.  Sloan 
Rayburn,  John 
Reddy,  Prabhakara  K. 
Robbins,  Mark 
Robert,  Jon  M. 

Roda,  Ferdinand  T. 
Rosenzweig,  Joseph  L. 
Russell,  Mark 
Sanders,  Hallman  E. 
Seifert,  Kenneth  A. 
Sharma,  Bimlendra 
Shelby,  Eugene  M. 
Shroff,  Rajesh  K. 
Simpson,  John  B. 

Slaton,  G.  Don 
Sloand,  Timothy  Peter 
Smith,  Bruce  L.  Jr. 

Smith,  John  W. 

Smith,  Phillip  L. 

Sorrels,  John  W. 

Sousan,  Leo 
Springer,  Melvin  R.  Jr. 
Springer,  William  Y. 
Stecker,  Elton  H.  Jr. 
Stecker,  Rheeta  M. 
Stough,  D.  Bluford  III 
Stough,  Dow  B.  IV 
Tangunan,  Priscilla  L. 
Thomas,  W.  A1 
Thompson,  Thomas  P.  Jr. 
Trieschmann,  John  W. 
Tucker,  R.  Paul 
Wallace,  Thomas 
Walley,  Luther  R. 

Webb,  Timothy 
Woodward,  Philip  A. 
Wright,  Charles  C. 
Young,  Michael  J. 


Grant  County 

Irvin,  Jack  M. 

Paulk,  Clyde  D. 

Winston,  Scott  D. 

Greene-Clay  County 

Baker,  Clark  M. 

Boggs,  Dwight  F. 

Bonner,  J.  Darrell 
Brown,  Peggy  J. 

Cagle,  Roger  E. 

Collier,  George  H.  Jr. 
Collier,  Jon  D. 

Crow,  Asa  A. 

Duckworth,  Hillard  R. 
Fonticiella,  Adalberto 
Fonticiella,  Aldo  V. 
Hardcastle,  R.  Lowell 
Hazzard,  Marion  P. 
Hobby,  George  A. 
Jackson,  Ron 
Kemp,  Clarence 
Laffoon,  Scott  L. 

Lawson,  J.  Larry 
Martin,  Richard  O. 
Mitchell,  Bennie  E. 
Morrison,  Jimmy  J. 

Muse,  Jerry  L. 

Page,  Billie  C. 

Perry,  Evelyn  S. 

Perry,  John  K. 

Purcell,  Donald  I. 

Rollins,  William 
Sellars,  John  R. 

Shedd,  Leonus  L. 
Sheridan,  James  G. 

Shotts,  C.  Mack  Jr. 

Shotts,  Vem  Ann 
Smith,  Norman  E. 

Watson,  Samuel  D. 

White,  Robert  B. 
Williams,  Dwight  M. 
Williams,  Jacob  M. 

Hempstead  County 

Finley,  George 
Harris,  Lowell  O. 

Holt,  Forney  G. 
McKenzie,  Jim 
Mercer,  Lloyd 
Stevens,  David  G. 

Wright,  George  H. 
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Hot  Spring  County 

Berry,  Frederick  B. 

Bollen,  A.  Ray 
Brashears,  Larry  B. 

Burton,  Bruce  K. 

Cobb,  Russell  W. 

Ellis,  C.  Randolph 
Highsmith,  Vivian  F. 

Kersh,  N.  B. 

Lumb,  John  C. 

Peters,  Claude  F. 

Tilley,  Absalom 
Vaughan, John  A. 

White,  Bruce  A. 

White,  Robert  H. 

Howard-Pike  County 

Dunn,  Robert 
Floyd,  Mark  A. 

Gorrell,  Robert  J.  Jr. 

Gullett,  A.  Dale 
Hopson,  Deanna 
Humphreys,  T.  J.  Jr. 

King,  Joe  D. 
Martinazzo-Dunn,  Anna 
Peebles,  Samuel  W. 

Sayre,  John 
Shefa,  Bobbie 
Sykes,  Robert 
Turbeville,  James  O. 

Ward,  Hiram  T. 

White,  Phillip  L. 

Independence  County 

Alexander,  William  Steve 
Allen,  James  D. 

Angel,  Jeff  D. 

Baker,  John  R. 

Baker,  Robert  V. 

Bates,  Ronald  J. 

Bess,  Lloyd  G. 

Brown,  Hunter  Lee 
Brown,  Verona  T. 
Cummins,  Thomas 
Davidson,  Andy 
Davidson,  Dennis  O. 
Fowler,  William 
Fulbright,  Thomas 
Goodin,  William  H.  Jr. 
Hays,  Sarah  F. 

Jeffrey,  Jay  R. 

Johnson,  Deborah  A. 

Jones,  Edward  J. 


Jones,  Edward  T. 

Kearns,  Harry 
Ketz,  Wesley  J. 

Lambert,  John  S. 

Lytle,  Jim  E. 

McClain,  Charles  M.  Jr. 
Melton,  Clinton  G. 
Moody,  Lackey  G. 
Neaville,  Gregory 
O’Brien,  Marcus  D. 
Piediscalzi,  Nicholas 
Scott,  John  G. 

Simpson,  Ronald 
Slaughter,  Bob  L. 

Sloan,  Fredric  J.  II 
Stalker,  James  M. 
Sutterfield,  Terry  F. 
Taylor,  Chaney  W. 
Taylor,  Charles  A. 

Van  Grouw,  Richard 
Waldrip,  William  J.  Ill 
Walton,  Robert  B. 
Webster,  Russell  P. 
Williams,  Robin  C. 
Winters,  John  C.  # 
Zini,  James  E. 

Jackson  County 

Ashley,  John  D.  Jr. 
Carney,  J.  W. 

Chauhan,  Mufiz  A. 
Dudley,  Guilford  M.  Ill 
Falwell,  K.  Wade 
Frankum,  Jerry  M.  Jr. 
Fremming,  Bret  G. 
Green,  Roger  L. 
Hergenroeder,  Paul  J. 
Hunt,  Randall  Evan 
Jackson,  Jabez  Fenton  Jr. 
Junkin,  A.  Bruce 
Montgomery,  F.  Renee’ 
Poon,  Hon  K. 

Reynolds,  Roland  C. 
Snodgrass,  Phillip  A. 
Young,  Jack  S.  Ill 

Jefferson  County 

Alexander,  Lester  T. 
Ancalmo,  Nelson 
Anderson,  Charles  W. 
Armstrong,  Simmie  Jr. 
Atkinson,  Evangelina 
Atkinson,  Robbie 


Atnip,  Gwyn 
Attwood,  H. 

Baho,  Haysam 
Bell,  Carl  H.  Jr. 
Blackwell,  Banks 
Bracy,  Calvin  M. 
Brooks,  R.  Teryl  Jr. 
Broughton,  Stephen  A. 
Bruton,  J.  Lewis 
Buckley,  J.  Wayne 
Busby,  John 
Butler,  Robert  C. 
Campbell,  James  C.  Jr. 
Carlton,  Irvin  L. 

Cheek,  Ben  H. 

Clark,  Charles  A. 
Courtney,  Willis  Jr. 
Crenshaw,  John 
Davis,  Charles  M. 
Davis,  Paul  W. 
Dedman,  John  D. 

Del  Giudice,  Jose  A. 
Deneke,  William 
Dharamsey,  Shabbir  A. 
Duckworth,  Thomas  S. 
Fendley,  Ann  E. 
Fendley,  Claude  E. 
Fendley,  Herbert  F. 
Flowers,  Martha  A. 
Forestiere,  Lee  A. 
Freeman,  William  H. 
Frigon,  Jacquelyn  S. 
Green,  Horace  L. 
Gullett,  Robert  R.  Jr. 
Henderson,  Francis  M. 
Herzog,  John  L. 
Hughes,  L.  Milton 
Hussain,  Shafqat 
Hutchison,  E.  L. 
Hyman,  Carl  E. 

Irwin,  Raymond  A.  Jr. 
Jacks,  David  C. 

Jacks,  Dennis 
James,  William  J. 
Jenkins,  Bobby 
Jenkins,  Mary  Ellen 
Johnson,  Horace 
Jones,  James  III 
Joseph,  Aubrey  S. 
Justiss,  Richard  D. 
Khan,  Mahmood  A. 
King,  Yum  Y. 
Langston,  Lloyd  G. 


Ligon,  Ralph  E. 

Lim,  William  N. 

Lindsey,  James  A. 

Lum,  Don 
Lupo,  David  A. 

Lytle,  John  O. 

Mabry,  Charles  D. 

Malik,  Bilal 
Malik,  Shamim  A. 

Marcus,  Herschel 
McDonald,  Robert  L. 
McFarland,  Mike  S. 

Mehta,  Shyam  P. 

Meredith,  William  R. 
Miller,  Donald  L. 

Milligan,  Monte  C. 
Mohiuddin,  Mohammed  J. 
Morris,  Harold  J. 
Mulingtapang,  Reynaldo  F. 
Nagappa,  Champa 
Newan,  Michael 
Nixon,  David  T. 

Nixon,  William  R. 
Nuckolls,  J.  William 
Orange,  Betty  L. 

Pearce,  Malcolm  B. 

Pierce,  J.  R.  Jr. 

Pierce,  Reid 
Pierce,  Ruston  Y. 

Pollard,  J.  Alan 
Quimosing,  Estelita  M. 
Redman,  Anna  T. 

Reid,  Lloyene  B. 

Rhode,  Marvin  C. 

Roaf,  Sterling  A. 

Roberson,  George  V.  Jr. 
Robinette,  Joseph  S.  # 
Robinson,  Paul  F. 

Rogers,  Henry  L. 

Rook,  Michael  J. 

Ross,  Robert  L. 

Rowe,  David  E. 

Samuel,  Ferdinand  K. 
Shorts,  Stephen  D. 
Simmons,  Calvin  R. 
Simpson,  P.  B.  Jr. 

Smith,  Paul  L. 

Stern,  Howard  S. 
Sullenberger,  A.  G. 
Suphan,  Neema  A. 
Townsend,  Thomas  E. 
Tracy,  C.  Clyde 
Trice,  James 
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Walajahi,  Fawad  H. 
Washington,  Erma 
Wilkins,  Walter  J.  Jr. 
Wineland,  Herbert  L. 
Woods,  Jerrye 
Worrell,  Aubrey  M.  Jr. 

Johnson  County 

Goodman,  James  David 
McKelvey,  Richard 
Pennington,  Donald  H. 
Shrigley,  Guy  P. 

Lafayette  County 

Harbin,  Bradley 
Lee,  Willie  J. 

Lawrence  County 

Hughes,  Joe  E. 

Joseph,  Ralph  F. 
Lancaster,  Ted  S. 
Quevillon,  Robert  D. 
Spades,  Sebastian  A.  Ill 
Troxel,  Roger 

Lee  County 

Balke,  Susan  W. 

Gray,  Dwight  W. 

Ly,  Duong  N. 

Waddy,  Leon  Jr. 

Little  River  County 

Armstrong,  James 
Peacock,  Norman  W.  Jr. 
Shelton,  Joseph  Jr. 

Logan  County 

Alexander,  Eugene 
Borklund,  Maurice  K. 
Buckley,  Douglas  A. 
Daniel,  William  R. 

Enns,  Wayne  P. 
Harbison,  James  D. 
Hasan,  Shahzad 
Roberts,  William  J. 
Ulrich,  Guy 
Williams,  John  R. 

Lonoke  County 

Abrams,  Joe  A. 
Anderson,  Leslie 
Braswell,  Thomas 


Chapman,  Jerry  C. 

Elam,  Garrett 
Gartman,  Joseph  F.  # 
Holmes,  Byron  E. 

Inman,  Fred  C.  Jr. 

Rochelle,  Joe 
Schumann,  Gerald  M. 
Shurley,  Floyd  Jr. 
Thomason,  Steven  L. 

Thom,  Garland  M.  Jr. 

Miller  County 

Alkire,  Carey 
Alston,  Thomas 
Andrews,  A.  E.  Jr. 

Barnes,  Walter  C.  Jr. 
Burroughs,  James  C. 
Campanini,  D.  Scott 
Carlisle,  David  L. 

Collins,  Stanley 
Cutler,  Otis 
DeHaan,  Jeffrey  T. 

Dildy,  Edwin  V.  Jr. 

Ditsch,  Craig  E. 

Dodd,  N.  Leland 
Dodge,  John  M. 

Duncan,  Donald  L. 

Eichler,  Edward  A.  Jr. 

Ford,  John  Suffem 
Fournier,  Donald  C. 

Gabbie,  Mark 
Gocio,  John  C. 

Graham,  John 
Green,  R.  Clark 
Griffin,  Nancy 
Hall,  Eric  E. 

Hall,  Jon  D. 

Hamilton,  Marshall  E. 
Harrell,  William  B.  Jr.  # 
Harris,  C.  Lynn 
Hillis,  Thomas  M. 
Hollingsworth,  Charles  E.  II 
Hughes,  A.  Keith 
Jean,  Alan  B. 

Jones,  John  W. 

Joyce,  F.  E. 

Keever,  James  E. 

Kemp,  Karlton  H.  # 
Kittrell,  James 
Knowles,  Stanley  C. 

Loe,  Arlis  W. 

Lux,  Christopher  Lee 
Mayo,  Russell 


McGinnis,  Robert  S.  Sr. 
Morris,  Howard 
Newton,  Norris  L.  Sr. 
Newton,  Norris  L.  Jr. 
Norris,  John  A. 
Peckham,  Richard  W. 
Peebles,  Larry  M. 

Portis,  Richard  P. 
Robbins,  Joseph 
Rountree,  Glen  A. 
Royal,  Jack  L. 

Sarrett,  James 
Shipp,  G.  Carl 
Smith,  Arnett  D.  Jr. 
Solomon,  J.  Alan 
Somerville,  Patrick  J. 
Stringfellow,  Jerry  B. 
Vereen,  Lowell  E. 

Wade,  Billy 
Wilhelm,  Frieda 
Wren,  Herbert  B. 
Wright,  Mark 
Wright,  Nathan  L. 
Yarbrough,  Charles  P. 
Young,  Mitchell 

Mississippi  County 

Abraham,  Anes  Wiley 
Abramson,  Lawrence 
Bell,  Mary  C. 
Biggerstaff,  Jerry 
Brock,  Charles  C.  Jr. 
Cullom,  Sumner  R. 
Fairley,  Eldon 
Fergus,  R.  Scott 
Grissom,  David  B. 

Hall,  Leslie 
Haynes,  Max  G. 

Hester,  Karen  Calaway 
Hester,  Richard 
Hubener,  Louis  F. 
Hudson,  James  H. 
Husted,  G.  Scott 
Jones,  Herbert 
Jones,  Joe  V. 

Lin,  Ching-Shan 
Lowery,  Russell 
Osborne,  Merrill  J. 
Pollock,  George  D. 
Rhodes,  Joseph 
Rhodes,  R.  F.  # 
Rodman,  T.  N. 

Russell,  James  D. 


Shahriari,  Sia 
Shaneyfelt,  E.  A. 

Smith,  Ronald  D. 

Williams,  John 
Yao,  Joseph 

Monroe  County 

Campos,  Amador 
Collins,  Linda 
David,  Neylon  C.  Jr. 

Pham,  Dac  Tat 
Pupsta,  Benedict  F. 

Stone,  Herd  E.  Jr. 

Walker,  Walter  L. 

Ouachita  County 

Alhariri,  Mirfat 
Braden,  Lawrence  F. 
Crump,  Mark 
Daniel,  William  A. 
Dedman,  William  D. 

Floss,  Robert 
Fohn,  Charles  H. 

Guthrie,  James 
Hout,  Judson  N. 

Jameson,  John  B.  Jr. 
Kendall,  Jerry  R. 

Martin,  Dan 
McFarland,  Gale 
Miller,  John  H. 

Mosley,  David 
Nunnally,  Robert  H. 
Ozment,  L.  V. 

Sanders,  Cal  R. 

Shrestha,  Bal  Narayan 
Thome,  Arthur  E. 

Phillips  County 

Athota,  Prasad  J. 

Barrow,  John  H.  Jr. 

Bell,  L.  J.  Patrick 
Bell,  L.  J.  Patrick  II 
Berger,  Alfred  A. 

Epstein,  S.  Mitchell 
Faulkner,  Henry  N. 
Frederick,  William  Ronald 
Hall,  Scott 

Kirkman,  C.  M.  T.  # 
McCarty,  Charles  P. 
McCarty,  Gordon  E.  Jr. 
McDaniel,  Marion  A. 
Michel,  Harry 
Miller,  Robert  D.  Jr. 
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Paine,  William  T. 
Patton,  Francis  M. 
Rangaswami,  Bharathi 
Rangaswami, 
Narayanaswami 
Sorsby,  Stephen 
Tan,  Benjamin 
Tucek,  Ladd 
Tukivakala,  P.  Reddy 
Vasudevan,  Kanaka 
Vasudevan,  P. 

Winston,  William  II 
Wise,  James  E.  Jr. 

Polk  County 

Brown,  David  P. 

Finck,  John  Henry 
Fried,  David  D. 
Lochala,  Richard 
McClard,  Helen 
Mesko,  John  D. 

Rogers,  Henry  N.  # 
Sosa,  Humberto  J. 
Tinnesz,  Thomas 
Wood,  John  P. 

Wynn,  Chester 

Pope  County 

Ashcraft,  Ted 
Austin,  Nathan 
Bachman,  David  S. 
Barron,  William  G. 
Barton,  A.  Dale 
Battles,  Larry  D. 
Beavers,  H.  Kevin 
Bell,  Linda  O. 

Bell,  Michael 
Bell,  Robert  A. 

Berner,  Dennis  W. 
Birum,  Patricia  J. 
Bradley,  Stanley  C. 
Brown,  Charles  H. 
Brown,  William  Bruce 
Burgess,  James  G. 
Callaway,  Jody  C. 
Carter,  James  M. 
Cloud,  Joe  A. 

Crouch,  James  Jr. 
Crumpler,  Joe  B.  Jr. 
Cunningham,  James  A. 
Dunn,  Donald  L. 

Ferris,  Craig  A. 

Frais,  Michael  A. 


Galloway,  William  W. 
Gately,  Stanley 
Goodman,  Robin  Quinn 
Haines,  Lynn 
Hale,  Jeffrey 
Harden,  V.  Anthony 
Harrison,  Rick 
Henderson,  Vickie  L. 
Hendren,  Mike 
Henry,  J.  Arnold  # 

Hill,  Donald  F. 

Hines,  Cynthia  C. 
Honghiran,  Ted 
Jones,  Charles  Jr. 

Kerin,  Douglas 
Killingsworth,  Stephen  M. 
King,  John  W. 

King,  W.  Ernest  Jr. 

Kolb,  James  M.  Jr. 

Kriesel,  Ben  J. 

Lawrence,  Frank  M. 
Lovell,  Richard  K.  Sr. 
Lowrey,  Douglas  H. 
Lyford,  Joe  H.  Jr. 

Malone,  George  E. 
Marshall,  Glenn  E. 
Massey,  V.  Rudolph 
Mauch,  E.  Jane 
May,  Robert  H.  Jr. 
McCraw,  Barry  W. 
Monfee,  Andrew  M. 
Murphy,  David  S. 

Myers,  J.  Mark 
New,  Kenneth  O. 
Richison,  George  C. 
Rickey,  Jean  M. 

Riddell,  C.  Michael 
Riley,  Don  C. 

Robertson,  William  T. 
Soto,  Sergio  F. 

Stinnett,  Thomas 
Stolz,  Gerald  A.  Jr. 

Stone,  Timothy 
Tapley,  Thomas  S. 

Teeter,  Stanley  D. 
Thurlby,  W.  Robert 
Turner,  Finley  P.  II 
Turner,  Kenneth  B. 

White,  Ronald 
Wilkins,  Charles  F.  Jr. 
Williams,  David  M. 
Williams,  Thomas  C. 
Young,  Sandra  S. 


Pulaski  County 

Abbott,  William  W. 
Abel,  Lee  C. 

Abraham,  James  H. 
Abraham,  James  H.  Ill 
Ackerman,  William 
Adametz,  James 
Adametz,  John 
Adametz,  Kimberly 
Adams,  Christopher 
Adamson,  James 
Alexander,  Albert  S. 
Alford,  T.  Dale 
Allen,  Durward  Jr. 
Allen,  E.  Stewert 
Allen,  John  E.  Jr. 
Alston,  Phillip 
Amir,  Jacob 
Aquino,  A1 
Araoz,  Carlos 
Archer,  Robert  L. 
Armstrong,  Howard 
Arrington,  Robert 
Astle,  Hal 
Atha,  Timothy  C. 
Atkinson,  William  Jr. 
Baber,  John  C.  Jr. 
Baber,  John  T. 

Backus,  Joe  T. 

Bailey,  H.  A.  Ted  Jr. 
Baker,  Glen  F. 

Baker,  John  W. 

Baker,  Johnson 
Baldwin,  Maxwell  R. 
Baltz,  Brad  Patrick 
Barber,  Jeffrey 
Barber,  Laurie 
Barclay,  David 
Bard,  David  S. 

Barger,  Denver  L. 
Barlow,  Brian  E. 
Barnes,  C.  Lowry 
Barnes,  Reginald 
Barnes,  Robert  W. 
Barnett,  David 
Barnett,  Troy  F. 
Barron,  Edwin  N.  Jr. 
Bartnicke,  Benjamin  J. 
Barton,  Gary 
Baskin,  Barry 
Bates,  Ramona 
Bates,  Stephen 
Batres,  Francisco 


Bauer,  F.  Michael 
Bauer,  Frank  M.  Jr. 
Bauman,  David  C. 
Bayliss,  John  M. 

Beadle,  Beverly 
Bearden,  James  R. 
Beaton,  J.  Neal 
Beck,  Joseph  II. 
Becquet,  Norbert  J. 
Belknap,  Melvin  L. 

Bell,  Rex  H. 

Bennett,  Eaton  W. 
Bennett,  F.  Anthony  Jr. 
Benton,  William 
Berry,  Robert  L. 

Bevans,  David  W.  Jr. 
Bienvenu,  Gregory 
Bienvenu,  Harold  G.  III. 
Bierle,  Michael 
Billie,  James 
Biondo,  Raymond  V. 
Birkett,  Ian  McRae 
Bishop,  William  B. 
Biton,  Victor 
Bitzer,  Lon 
Black,  H.  Thurston 
Blackshear,  Jack  L.  Jr. 
Blankenship,  William  F. 
Blasier,  R.  Dale 
Boehm,  Timothy 
Boellner,  Samuel  W. 
Boger,  James  E. 

Book,  Lindy 
Boop,  Frederick 
Boop,  Warren  C.  Jr. 
Bomhofen,  John  H. 
Bost,  Roger  B. 

Bourne,  David  E. 
Bowen,  W.  Scott 
Bower,  Charles  M. 
Boyd,  Charles  M. 
Bozeman,  Barbara  J. 
Bradbum,  Curry  B.  Jr. 
Bradford,  J.  David 
Bradley,  Joe  F. 

Brainard,  Jay  O. 

Bratton,  Nita 
Bressinck,  Renie  E. 
Brewer,  Robert 
Brewer,  Thomas  E. 
Brimberry,  Ronald  K. 
Brineman,  John 
Brinkley,  Roy  A. 
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Brizzolara,  A.  J. 

Brizzolara,  John  Paul 
Broach,  R.  Fred 
Broadwater,  John  Ralph  Jr. 
Brooks,  Andrew 
Brown,  Michael 
Brown,  Pamela  S. 

Brown,  Scott  H. 

Brown,  Steven  L. 
Browning,  Donald  G. 
Browning,  Stanley  K. 
Brunson,  Ashley 
Bryan,  James  W.  IV 
Buchanan,  Francis  R. 
Buchanan,  Gilbert  A. 
Buchman,  Joseph  A. 
Buchman,  Joseph  K. 
Bucolo,  Anthony  P. 

Buford,  Joe  L. 

Burger,  Robert  A. 

Burnett,  Hugh  F. 

Burnett,  P.  Susan 
Burrow,  Dennis  R. 

Butcher,  Joan  R. 

Byrum,  Jerry 
Cain,  Thomas 
Calcote,  Robert  A. 
Calderon,  Vincent  Jr. 
Calhoon,  J.  Dale 
Calhoun,  Joseph  D. 
Calhoun,  Richard  A. 
Calkins,  Joe  B.  Jr. 
Campbell,  Gilbert  S. 
Campbell,  James  W. 
Campbell,  Leah  S. 
Caplinger,  Kelsy  J.  Ill 
Capps,  Dwight  II 
Carfagno,  Jeffrey 
Carle,  Scott  W. 

Carson,  Layne  E. 

Carter,  Jerry  L. 

Carttar,  Charles 
Caruthers,  Carol 
Caruthers,  Samuel  B.  Jr. 
Casali,  Robert  E. 

Cash,  Darlene 
Casper,  Robert  B. 

Casteel,  Helen 
Cathey,  Janet 
Cathey,  Steven 
Chai,  Sandra 
Chakales,  Harold  H. 
Chandler,  Billy  M. 


Chappell,  Carol  W. 
Cheairs,  David  B. 

Cheairs,  John  T. 
Chisholm,  Dan  P. 

Choate,  Robert  B. 
Christian,  John  D. 
Christiansen,  Stephen  P. 
Chudy,  Amail 
Church,  Marion  M. 
Church,  Michael 
Clark,  J.  Roger 
Clark,  Richard  B. 

Clift,  Steven  A. 

Clifton,  Cliff 
Clogston,  Charles  W. 
Cobb,  Jock  S. 

Cockrill,  H.  Howard  Jr. 
Cogbum,  Bob  E. 
Colclasure,  Joe  B. 

Collins,  David 
Collins,  Kevin  J. 

Cone,  John 
Cope,  Michael 
Corbitt,  Mary 
Cornell,  Paul  J. 

Cosgrove,  Kingsley  W.  Jr. 
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Muylaert,  Michel 
Nassri,  Louay  K. 

Nelson,  Steve  B. 
Nichols,  David  R. 
Niemann,  Jeffrey  M. 
Nolewajka,  Andre  J. 
O’Bryan,  Robert  K. 
Olson,  John  D. 

Paris,  Charles  H. 

Parker,  Douglas  W.  Jr.  # 
Parker,  Joel  E.  Jr. 

Parker,  Thomas  G. 
Payson,  Tony  A. 

Pearce,  Larry  W. 

Peluso,  Francis 
Pence,  Eldon  D.  Jr. 
Phillips,  Don 
Phillips,  Kevin  Clark 
Phillips,  Sumer 
Phillips,  Tonya 
Phillips,  W.  P. 

Pillstrom,  Lawrence  G. 
Poe,  McDonald  Jr. 
Poole,  M.  Louis 
Porter,  Neill  C. 

Post,  James  M. 

Prewitt,  Taylor  A. 

Price,  Claire 
Price,  Lawrence  C. 
Rabideau,  Dana  P. 

Raby,  Paul  L. 

Raymond,  Thomas  H. 
Rivera,  Raul 
Robinson,  Ronald  P. 
Rodgers,  Brian  H. 
Rosenzweig,  Kenneth 
Russell,  Rex  D. 

Sanders,  Robert  E. 
Sanders,  Robert  V.  III. 
Saviers,  Boyd  M. 
Schemel,  William  H. 
Schroeder,  Cygnet 
Schwarz,  Julio 
Schwarz,  Paul  R. 

Seiter,  Kenneth 
Shahbandar,  A.  B. 
Sherrill,  William  M.  Jr. 
Smith,  Kent 
Smith,  Terrald  J. 

Snider,  James  R. 
St.Clair,  Kevin 
Standefer,  J.  Michael 
Stanton,  William  B. 
Stewart,  Jerry  R. 


Stewart,  John  B. 

Still,  Eugene  F.  II 
Stillwell,  Mark 
Studt,  James 
Sull,  Won  J. 

Swicegood,  John  R. 

Taft,  Eileen 
Taft,  Eric 
Tait,  Amy 

Thompson,  J.  Kenneth 
Thompson,  Robert  J. 
Torres,  Stephen 
Trent,  Judy 
Turner,  William  F. 

Van  Asche,  Christopher 
Vanderpool,  Roy  E. 
Vernon,  Rowland  P.  Jr. 
Waack,  Timothy 
Wahman,  Gerald  E. 
Wallace,  Kenneth  K. 
Webb,  William  K. 
Weisse,  John  J. 

Wells,  John  D. 
Westbrook,  Michael  R. 
Westerfield,  Samuel 
Westermann,  Norman  F. 
White,  J.  Earle  III 
Whiteside,  Edwin 
Wikman,  John  H. 
Williams,  Carl  L. 

Wills,  Paul  I. 

Wilson,  Morton  C. 
Wolfe,  Michael  S. 
Woods,  Leon  P. 

Wright,  C.  Kent 
Wright,  Timothy  F. 
Zufari,  Munir  M. 

Sevier  County 

Buffington,  Mike 
Couture,  Susan  E. 

Hoyt,  Jonathan 
Jones,  Charles  N. 
Mielnick,  Alina 
Shefa,  Ahmad  Zia 
Steams,  David  E. 

St.  Francis  County 

Ajamoughli,  Ghaith 
Collins,  E.  Morgan  Jr. 
Conner,  George 
Crawley,  Charles  E.  # 
DeRossitt,  James  P.  Ill 
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Fong,  Fun  Hung 
Hammons,  Edward  P. 
Iskander,  Henein 
Kumar,  Sudhir 
Lopez,  Ramon  E. 
Meredith,  James  Jr. 
Merritt,  James  M. 

Patton,  W.  Curtis 
Schwartz,  Frank  R. 
Webber,  David  L. 

Tri-County 

Ablog,  Angel  Diego 
Arnold,  Carl 
Arnold,  Griffin  II 
Benton,  Thomas  H. 
Bozeman,  Jim  G. 

Campos,  Louis 
Ducker,  David  E.  # 
Graham,  Paul  A. 

Grasse,  A.  Meryl 
Jackson,  George  W. 
Krygier,  Albin  J. 

Lane,  Robert  C. 

Moody,  Michael  N. 
Relyea,  William  V. 
Tatum,  Harold  M. 

Tucker,  Charles  L. 
Wright,  Donald 

Union  County 

Abbott,  Judy 
Anzalone,  Gary 
Arceneaux,  Matt 
Barenberg,  Andrew 
Barenberg,  Robert 
Bevill,  Gary  L. 

Booker,  J.  Gregory 
Bowman,  Raymond  N. 
Bryant,  D’Orsay  III 
Callaway,  Matthew  Dates 
Carroll,  Peter  J. 

Cyphers,  Charles  D. 
Davis,  Richard  K. 

Deere,  Joy 
Dixon,  R.  Mark 
Dougherty,  Bert 
Dunn,  Tom  L.  # 

Duzan,  Kenneth  R. 
Ekanem,  Felix 
Elliott,  Wayne  G. 

Ellis,  Jacob  P. 

Fitch,  Leston  E. 


Forward,  Robert  B. 

Fraser,  David  B. 

Giller,  W.  John  Jr. 

Hill,  Grady  Jr. 

Jenkins,  Chester  W. 

Jones,  Steve  A. 

Jucas,  Diana  T. 

Jucas,  John  J. 

Kang,  Gurprem  Singh 
King,  Billy  D. 

Landers,  Gardner  H. 
Menendez,  Moises  A. 
Murfee,  Robert  M. 

Ong,  Tie  S. 

Pillsbury,  Richard  C. 
Pimique,  Allan  S. 

Ratcliff,  John 
Ray,  Robin  Phinney 
Rogers,  Henry  B. 

Sample,  Dorothy  C. 
Samicki,  Joseph 
Schultz,  Wayne  H. 
Scurlock,  William  R. 
Seale,  James  E.  Jr. 
Sheppard,  Julius 
Smith,  George  W. 
Sokolyk,  Stephen  M. 
Stevens,  Willis  M.  Jr. 
Talley,  H.  Aubry 
Tolosa,  Elizabeth 
Tommey,  C.  E. 

Tommey,  Robert  C. 
Tumbow,  R.  L. 

Ulmer,  Minna  I. 

Vasan,  Srini 
Warren,  George  W. 
Weedman,  James  B. 
Williamson,  John  R. 
Wilson,  Larkin  M.  Jr. 
Yocum,  David  M.  Jr. 
Zahniser,  Donna  J. 

Van  Buren  County 

Hall,  John  A. 

Pearce,  Charles  G. 

Smith,  James  F. 

Starnes,  Harry 

Washington  County 

Abernathy,  Bryan 
Albright,  Spencer  III 
Applegate,  C.  Stanley  Jr 
Arnold,  James 


Atwood,  H.  Daniel 
Bailey,  Donald  C. 

Bailey,  Scott 
Baker,  C.  Murl  Jr. 

Baker,  Donald  B. 

Baker,  James 
Baker,  Kevin  G. 

Bays,  L.  Jerald 
Beckman,  James  Jr. 
Blankenship,  James 
Bonner,  Mark 
Box,  Ivan  H. 

Boyce,  John  M. 

Brannon,  Dabney 
Bredfeldt,  Raymond 
Brooks,  D.  Wayne 
Brooks,  W.  Ely 
Brown,  Bruce  B.  Jr. 
Brown,  Craig 
Brown,  David  L. 
Brunner,  John  A.  Ill 
Burnside,  Wade  W.  Jr. 
Burton,  Anthony  R. 
Butler,  G.  Harrison 
Cale,  Charles 
Cameron,  Mark 
Carver,  Joel  D. 

Chase,  Patrick  R. 

Cherry,  James  F. 

Coker,  Tom  P. 

Coker,  Tom  Patrick 
Cole,  George  R.  Jr. 
Cooper,  Craig 
Councille,  Clifford  C.  Jr. 
Crittenden,  David  R. 
Crocker,  Thermon  R. 
Cross,  Michael  J. 

Davis,  David  A. 

Davis,  Randall 
Decker,  Harold 
Denley,  Thomas 
Dodson,  C.  Dwight 
Dollins,  Stephen 
Dorman,  John  W. 

Duke,  David  D. 

Duncan,  Philip  E. 
Dykman,  Thomas  R. 
Eck,  Gareth 
Edmondson,  Charles  T. 
Fincher,  G.  Glen 
Fish,  Ted  J. 

Fossey,  Carol 
Gardner,  Buford  M 
Gamer,  Hershel  H. 


Ginger,  John  D. 

Gray,  Dalton  L.  II 
Grear,  Danna 
Grote,  Walton 
Haisten,  James 
Hall,  Ben 
Hall,  Joe  B. 

Harris,  Murray 
Harris,  Paul  L. 

Harris,  W.  Duke 
Harrison,  William  F. 
Hart,  Hamilton  R. 
Haynes,  James 
Hayward,  Malcolm  L.  Jr. 
Hedberg,  Curtis 
Heinzelmann,  Peter  R. 
Hendrycy,  Paul  R. 

Henry,  Morriss  M. 
Higginbotham,  Hugh  B. 
Higginbotham,  William 
Hoffman,  Carl  E. 

Holden,  Donnie 
Hollomon,  Michael 
Hui,  Anthony 
Hurlbut,  Kevin 
Hutson,  Martha 
Hutson,  Sanford  E.  Ill 
Inlow,  Charles  W. 

Ivy,  Donald 
Johnson,  Miles  M. 

Knox,  D.  Luke 
Koehn,  Laura  J. 
Kraichoke,  Saran 
Landrum,  Leslie  G. 
Litton,  Eva  W. 

Long,  Robert  M. 
Magness,  C.  R. 

Mahan,  Meredith 
Martin,  F.  Allan 
Martin,  William  C. 
Mashbum,  James  D. 
McAlister,  Joseph  H. 
McAlister,  Mitchell 
McAllister,  Max  F.  # 
McBee,  Sara 
McDonald,  James  E.  II 
McElroy,  Kellye 
McEvoy,  Francis 
McGhee,  Linda  M. 
McGowan,  William 
McNair,  William  R. 
Miller,  Charles  H. 

Mills,  William  C.  Ill 
Moon,  Steven  L. 
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Moore,  Arthur  F. 
Moore,  James  F. 

Morse,  Michael 
Mullis,  R.  Jay 
Murry,  J.  Warren 
Nettleship,  Mae  B. 
Nowlin,  William  B. 
Oates,  Randall  B. 
Ortego,  Terry  J. 

Owens,  Sherry  L. 

Pang,  Robert 
Park,  John  P. 

Parker,  Joe  C. 

Parker,  Lee  B.  Jr. 
Patrick,  James  K. 
Pesnell,  Larkus  H. 
Pickett,  James  D. 
Pickhardt,  Mark  G. 
Pope,  Kevin  L. 

Power,  John  R. 

Proffitt,  Danny  L. 
Raben,  Cyril 
Raben,  Susan 
Reese,  Valerie 
Riddick,  Earl  B.  Jr. 
Riner,  Dan  M. 

Rogers,  David  L. 
Romine,  James  C. 

Ross,  Joseph 
Rouse,  Joe  P. 

Runnels,  Vincent  B. 
Schemel,  Lawrence  J. 
Schmidt,  Clinton  C. 
Sexton,  Giles  A. 

Sexton,  Jon  A. 

Shaddox,  T.  Stephen 
Sharp,  Jim  D. 

Siegel,  Lawrence  H. 
Simmons,  Thomas 
Singleton,  E.  Mitchell 
Sisco,  Charles  P. 

Smith,  Austin  C. 

Snyder,  Norman  I. 
Stagg,  Stephen  W. 
Taylor,  Robert  G. 
Thomas,  Joanna  M. 
Titus,  Janet  L. 
Tomlinson,  Robert  J.  Jr. 
Turner,  Sam 
Tuttle,  Larry  D. 

Ubben,  Kenneth 
Ureckis,  David 
Ward,  H.  Wendell 


Weed,  Wendell  W. 
Weiss,  John  B. 

Wheat,  Ed  Jr. 
Whiteley,  Andre 
Whiting,  Tom  D. 
Whitney,  Richard  N. 
Wilson,  Robert  B.  Jr. 
Wood,  Jack  A. 

Wood,  Russell  Hunter 
Wood,  Stephen  T. 

White  County 

Asmar,  Salomon 
Baker,  Ronald  L. 

Bell,  John 

Blickenstaff,  Kyle  R. 
Blue,  Glen  T. 

Blue,  Leon  R. 

Brown,  Arnold  R. 
Brown,  Terry  Mac 
Bums,  Jerry 
Citty,  Jim  C. 

Collier,  Steven  F. 
Covey,  David  C. 
Davidson,  Daniel 
Elliott,  Robert  E. 
Fincher,  S.  Clark 
Formby,  Thomas  A. 
Gardner,  Jack  R. 
Gibbs,  William  M.  Ill 
Golleher,  James  H. 
Harrison,  Jack  W. 
Hatfield,  David  L. 
Henderson,  John  C. 
Holston,  John  S. 
Jackson,  Clarence  W. 
Johnson,  David  M. 
Joseph,  Eugene  A. 
Justus,  Michael  G. 
Killough,  Larry  R. 
Kinley,  J.  Garrett 
Koch,  Clarence  W.  Jr. 
Lefler,  Stephen  F. 
Lewing,  Hugh  S. 
Lowery,  Benjamin  R. 
Lowery,  Robert  D. 
Maguire,  Frank  C.  Jr. 
McAdams,  Edward  L. 
McCoy,  James  R. 
Meacham,  Kenneth  R. 
Millstein,  David 
Moore,  Donald 
Nevins,  William  H. 


Norris,  E.  Lloyd 
Ramirez,  Raul 
Ransom,  Clarence  E.  Jr. 
Rasberry,  Ronnie  D. 
Rodgers,  Porter  R.  Jr. 
Schwartz,  Stanley  S. 
Sherwood,  Gary 
Shultz,  Sam  L. 

Simpson,  James  A. 

Smith,  Bernard  C. 

Smith,  Bob  W. 

Staggs,  David  L. 

Stinnett,  J.  L. 

Tate,  Sidney  W. 

Taylor,  David  H. 

Thompson,  Bruce 
Weathers,  Larry  W. 

White,  William  D. 

White,  William  M. 

Williams,  W.  Curtis 
Yates,  Terrence 

Woodruff  County 

Hendrixson,  Basil  E. 

Rowe,  James  E. 

Yell  County 

Bull,  L.  J.  # 

Graves,  Kim 
Green,  Terry  G. 

Harris,  Walter  P.  # 

Hejna,  Thomas 
Hodges,  Jerry  F. 

Luker,  Jerome  H. 

Martin,  Damon  G.  H. 
Maupin,  James  L. 

Meyer,  Kelly  H. 

Pennington,  James  O. 

Ring,  Gene  D. 

Russell,  Gary  W. 

Tippin,  Philip 

Direct  Members 

Abraham,  Jacob  E. 

Agent,  William  S. 

Agnew,  Samuel 
Ahmed,  Sahibzada 
Akins,  Victoria 
Akkad,  Nabil 
A1  Mounajed,  Ghanem 
Al-Ghussain,  Emad  A.M.M. 
Albey,  Mark 
Allison,  Janice  W. 


Anderson,  Roger  Wilbert 
Angtuaco,  Edgardo 
Angtuaco,  Edward  E. 
Ashcraft,  Melessa 
Bard,  John  L. 

Barone,  Gary 
Barrow,  Robert 
Barsik,  Tamara 
Bartlett,  Sylvan 
Beck,  William  A. 
Beene-Lowder,  Hannah  L. 
Beyer,  H.  Stephen 
Billingsley,  John  A.  Ill 
Blair,  Susan 

Blankenship,  D.  Michael 
Blucker,  Linda 
Bosch,  Charles 
Boyd,  Anita 
Brodsky,  Michael 
Brown,  Raeford  Jr. 

Brown,  Randel 
Bryles,  Robert  S. 

Bugbee,  William  D. 
Bulloch,  Robert  T. 
Bumpers,  Paul  Jr. 
Bushman,  Gerald  A. 
Campbell,  Charles  E.  Jr. 
Campbell,  James  Jr. 

Carey,  Victor  Jr. 

Carney,  John 
Carrico,  John  D. 

Carroll,  Barry 
Carter,  Inge  Renate 
Chandler,  Rodney 
Cherny,  W.  Bruce 
Chitwood,  G.  Glen 
Chu,  Tommy  D. 

Clark,  James  F.  Jr. 

Cofer,  Thomas 
Collins,  Harold  B.  II 
Concepcion,  Cecilia  L. 
Conley,  Susan 
Cook,  Joseph  A. 

Cook,  Stephen 
Curtis,  Mary  A. 

Danks,  Kelly  R. 

David,  Wendy  S. 

Davila,  David  G. 
DeLoach,  John  Jr. 

Deen,  Lewis  S. 

Dildy,  Dale  Jr. 

Dinehart,  Scott 
Diner,  Wilma  C. 
Dinulescu,  Stefan  Dan 
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Dobbs,  John  C. 

Donovan,  William 
Drew,  Mary  Jo 
Duplantis,  Kathryn 
Dwinell,  Mark  E. 
Dykman,  Kathryn 
Dyleski,  Robin  A. 
Economides,  Nicholas 
Edattukaren,  Varghese 
Edwards,  Peter  M. 
Edwards,  Todd  D. 

Elian,  Samir 
Evans,  Clifford  L. 

Ezell,  Gerry  D. 

Ferguson,  John 
Finkbeiner,  Alex  E. 

Fiser,  Debra  B. 

Flanagan,  William  H. 
Florendo,  Noel 
Fontenot,  H.  Jerrel 
Frigon,  Gary  F. 

Fuerst,  Erwin  J. 

Ganelli,  Ronald  R. 
Garbutt,  Leopold  H. 
Gilbert,  Jimmy 
Glasier,  Charles 
Glenn,  Robert  Edward 
Gober,  Gregg 
Goodman,  Jack 
Gordon,  Alfred  Y.  Jr. 
Graham,  Charles  J. 
Grasse,  John  Jr. 

Grisham,  Dannetta 
Gubin,  Steven  S. 
Gustavus,  John  L. 

Haas,  David  C. 

Hagaman,  Michael  S. 
Hall,  Gregory  S. 

Haney,  Rondall  K. 
Hanna,  Ehab 
Hardin,  A.  Scott 
Hardy,  Kyle  G. 

Harik,  Sami  I. 

Harper,  Richard 
Harrell,  James  Jr. 

Harris,  Russell 
Harrison,  Lonnie  Eugene 
Hass,  Farrell  D. 

Haws,  Karl  W. 

Hayes,  John 
Hazar,  Derya  B. 
Heinemann,  Phyllis  E. 
Herring,  Grady  Jr. 

Hicks,  Charles  E. 


Hill,  Shirlene  B. 

Hilman,  Michael  G. 
Himmelstein,  Stevan  I. 
Holloway,  David  Jr. 
Holt,  Terry 
Hopkins,  Karmen 
Hopkins,  Robert  Jr. 
Horan,  Michelle 
Hughes,  Laurie  O. 

Hunt,  Bernard  J. 

Hunt,  Lisa  J. 

Hunter,  Karla 
Hurley,  James  M. 
Hutchins,  Laura 
Hutchison,  George  R. 
Huynh,  Chanh  V. 
Ibrahim,  Manar  S.A. 
Ingram,  Jim 
Ismail,  Hassan  M. 
Istanbouli,  Wajih 
Jabbour,  J.  T. 

Jackson,  Michael  S. 
Jackson,  Richard  J. 
Jasin,  Hugo 
Jones,  Robert  E. 

Josef,  Stanley 
Kale,  Robert 
Kannout,  Fareed 
Keeter,  L.  Phil 
Kendrick,  Carl  M. 
Kennedy,  Robert 
Kirchner,  Jeffrey 
Kraemer,  Soren  R. 
Krebel,  Meredith 
Krebel,  Steven  R. 

Krisht,  Ali  F. 
Kuykendall,  Margaret 
Kuykendall,  Scott 
Lang,  Patricia  A. 

Lange,  Bernadette 
Lange,  John  L. 

Lasher,  Alayne  C. 

Lee,  Allen  R. 

Lewellen,  Thomas  Lynn 
Lewis,  Charles 
Lewis,  George  L. 
Lindsay,  Herbert  L. 
Lipsmeyer,  Eleanor 
Little,  J.  Aaron 
Lloyd,  Richard  A. 
Lockhart,  William  G. 
Lyle,  Robert 
Lynch,  Paula 


Ma,  Frank 
Maes,  LouAnn 
Marshall,  Byrne  R. 
Marvin,  Michael 
Mason,  Maria  Elena 
Mathews,  John  S. 
Mazursky,  Jon  E. 
McBride,  Anthony  D. 
McGrath,  A.  Jr. 
McGrew,  Frank  III. 
McGuire,  Samuel  A.  Ill 
McKenzie,  James 
Meade,  Arturo  E. 
Meador,  A.  Sharon 
Meadors,  Carol 
Mercier,  David 
Meyer,  Lawrence  H. 
Miller,  Laurence  H. 
Miller,  Michael 
Minnich,  Thomas  E. 
Mitchell,  Banford  R.  Jr. 
Moore,  Jim  J.  II 
Moore,  Steven  M. 
Moran,  Kevin 
Moutos,  Dean  M. 

Neal,  Linda  A. 

Nguyen,  Duong 
Nichols,  Roger  D.  II 
Nichols,  Sandra  D. 
Nichols,  Scott 
Norton,  J.B.  Jr. 
O’Keefe,  Dorothy  A. 
Osborn,  Daniel  R. 
Osofisan,  Olaniyi 
Pace,  Rose  A. 

Paine,  Johnny  R. 
Papageorge,  Dean 
Parham,  Groesbeck  P. 
Parker,  Ray  Jr. 
Pilkington,  Cheryl  E. 
Plunk,  Hermie  G. 
Powers,  Robert 
Price,  Kevin  S. 

Primack,  Daren  S. 
Purnell,  Gary  L. 

Quinn,  Brian  D. 

Rader,  George 
Reddy,  Krishna 
Reep,  Peggy  J. 

Reis,  Ivory 
Robinson,  Matthew 
Robinson,  Nancy 
Rodgers,  Kenneth 
Rozas,  David 


Russo,  William  Louis 
Samlaska,  Susan  K. 
Sanchez,  lisa 
Schaefer,  George 
Schexnayder,  Stephen  M. 
Schkade,  Paul  A. 
Schmidt,  David 
Schmitz,  James 
Schuster,  Calvin  L. 
Schwartz,  Joseph  C. 

Seib,  Paul  M. 

Shah,  Hemendra 
Sharma,  Ranbir  Kumar 
Sheikha,  Mouhammed  K. 
Shewmake,  Kristopher  B. 
Short,  Bradley  Mark 
Shumate,  Linda 
Siegel,  David  S. 

Silver,  Danny 
Simpson,  Todd  R. 

Sites,  Terry  Jay 
Slezak,  James 
Smith,  Harold  K. 

Smith,  Kirby  L. 

Smith,  Samuel  D. 

Smith,  Terry  R. 

Speed,  Darrell 
Spence,  Don  K. 

Stair,  J.  Michael 
Starnes,  C.  Wayne 
Steinemann,  Thomas  L 
Stephens,  Wanda 
Stern,  Thomas  N. 
Steward,  Rodney  Jr. 
Stiles,  T.L. 

Stine,  Kimo 
Sturner,  William  Q. 
Suasin,  Winlove  B. 
Tackett,  Lee  Jr. 

Tait,  Layne 
Talley,  J.  David 
Tanner,  Paul  R. 

Taylor,  Larry  R. 

Teal,  Linda 
Teeter,  Mark 
Teo,  Charles 
Thrower,  Rufus 
Tinsman,  Thomas 
Tisdale,  Bernard 
Torres,  Adalberto  Jr. 
Trussed,  Anne 
Turner,  Jan  L. 

Tutton,  James 
Vallery,  Samuel  W. 
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Van  Hemert,  Rudy 
Vermont,  Charles 
Wade,  Walter  Burke 
Waheed,  Atiya  N. 

Warren,  E.  Taliaferro 
Watermann,  Eugene 
Webb,  Malinda 
Wendel,  Paul  J. 
Westwood,  John  Jr. 
Weyrich,  Randall  P. 
Wheeler,  Richard 
Whitaker,  John 
White,  Paul  C.  Jr. 

Willis,  Charlotte 
Wilson,  Cynthia 
Wood,  Michael  D. 

Wood,  W.  Rebecca 
Woodson,  Mark 
Wylie,  Paul 
Yaseen,  Mohammad 
Yawn,  Timothy 
Yazdani,  Aijaz  A. 

Yoser,  Seth  L. 

Young,  Michael  C. 

Yuen,  James  C. 
de  Mondesert,  Eduardo  A. 

Residents 

Adam,  Walter  M. 
Adametz,  John  Jr. 
Adkisson,  Jarrod 
Agent,  Ira 
Agronin,  Irina  Z. 
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Editorial 


Professional  or  Commercial 

Samuel  E.  Landrum,  M.D.,  F.A.C.S.* 


Fellow  Medical  Workers  of  America,  please  permit 
me  to  express  some  concerns  that  I have  had  increas- 
ingly for  the  recent  ten  years.  This  particular  editorial 
has  been  germinating  for  some  time  and  is  perhaps 
precipitated  by  the  recent  form  to  complete  for  the 
Arkansas  State  Medical  Board  for  license  renewal.  Let 
me  hasten  to  emphasize  that  the  following  applies  to 
renewal  requests  for  several  professional  societies  and 
associations.  I am  astounded  that  the  requested  infor- 
mation on  such  forms  now  is  for  me  to  furnish  my 
BUSINESS  address.  I had  always  believed  that  I was 
joining  a professional  group  rather  than  a guild,  trade, 
or  other  business  association.  Thus,  I have  always 
crossed  out  the  word  BUSINESS  and  submitted  my 
OFFICE  address  or  phone  number.  Regrettably,  this 
has  failed  the  eye  or  mind  of  the  several  secretaries  of 
these  organizations  because  the  renewal  form  on  suc- 
cessive years  continues  to  seek  my  BUSINESS  address. 
I intensely  detest  being  thought  to  have  a BUSINESS. 

1 have  always  considered  that  I had  an  OFFICE  for  the 
practice  of  a profession.  If  that  sounds  out  of  touch 
with  the  way  things  are  nowadays,  then  we  are  about 
sunk  as  a profession. 


We  are  being  moved  in  a wrong  direction  by  fuzzy 
minded  people  who  have  very  little  knowledge  of  the 
responsibility  implied  by  a professional  relationship. 
We  hear  students  and  some  allied  professionals  talk 
about  sick  people  as  CLIENTS  rather  than  patients 

* Dr.  Landrum  is  affiliated  with  Holt-Krock  Clinic  in  Fort 

Smith  and  is  a member  of  the  editorial  board  for  The  Journal 
of  the  Arkansas  Medical  Society. 


This  pervasive  talk  slowly  sinks  into  our  conversations 
and  softens  our  convictions  about  the  doctor-patient 
relationship.  Chief  of  these  convictions  is  that  the 
patient's  welfare  is  paramount;  whereas,  a client's  sta- 
tus is  closer  to  that  of  a customer;  and  profit  is  a prin- 
cipal expected  outcome  for  the  seller  or  provider.  This 
conviction  is  threatened  by  those  doctors  who  more 
often  talk  of  their  sources  of  business  than  they  do 
about  their  patterns  of  referrals.  This  shames  the  pro- 
fession. 

Our  emblem  has  been  changed  during  recent  de- 
cades from  the  caduceus  of  Aesculapius,  the  father  of 
medicine,  to  the  staff  of  Mercury,  the  god  of  com- 
merce. This  insidious  slippage  has  derived  from  the 
use  of  the  symmetrical  two  snakes  on  the  insignia  of 
medical  corps  uniforms  in  the  military  services  and 
the  probable  ignorance  of  doctors  who  do  not  realize 
that  the  caduceus  of  Aesculapius  has  only  one  snake. 
It  has  been  reinforced  by  no  one  among  our  profes- 
sional ranks  objecting  to  this  change.  I forewarned  our 
county  medical  society  to  have  it  properly  used  for 
some  booklet  being  prepared  by  the  Chamber  of  Com- 
merce here  twenty  or  so  years  ago;  but  when  the  pam- 
phlet was  pub- 
lished, there  was 
the  staff  of  Mer- 
cury. Likewise,  it  is 
so  on  the  letterhead 
of  the  clinic  where 

I practice,  over  my  objection. 

Marketing  is  an  accepted  word  and  aggressively 
pursued  nowadays  to  promote  medical  services.  This 
jargon  has  been  allowed  to  invade  our  lives  by  people 
who  are  riding  doctors'  coattails  disguised  as  enhanc- 
ers for  our  practices.  If  a physician  is  trained  to  prac- 
tice competently,  is  willing  to  be  available  and  work 
and  treats  patients  and  fellow  doctors  fairly,  it  is  almost 


Our  emblem  has  been  changed  during  recent  decades  from  the  caduceus 
of  Aesculapius,  the  father  of  medicine,  to  the  staff  of  Mercury,  the 
god  of  commerce. 
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assured  that  there  will  be  no  need  for  such  enhancers 
to  have  a satisfying  life  in  medicine.  Advertising  was 
considered  completely  unethical  for  a physician  until 
the  courts  (lawyers)  determined  that  it  was  needed  to 
avoid  the  appearance  of  restraint  of  trade.  I believe 
that  this  change  in  our  ethical  makeup  has  damaged 
us  as  a profession 
far  more  than  the 
thrusts  from  gov- 
ernments and  in- 
surance regulators. 

Where  I in- 
terned, the  doctor 
for  whom  a five- 
member  clinic  was  named  was  censured  by  the  county 
medical  society  because  his  name  was  on  the  front  of 
the  clinic  building  in  letters  more  than  two  inches  high. 
That  exceeded  the  permissible  allowance  there. 

My  surgical  residency  chief  would  rail  at  those  who 
began  talking  about  "health  care  delivery."  He  won- 
dered how  long  it  would  be  before  patients  (clients?) 
could  call  and  say  "Hey,  doc,  deliver  me  some  health 


care!"  as  though  we  conducted  our  practice  like  a pizza 
shop. 

Regardless  of  the  above  concerns  that  I - as  well  as 
many  other  doctors  - have  about  this  profession,  I still 
believe  that  medical  practice  permits  the  nearly  sacred 
experiences  that  occur  when  someone  is  sick  and  seeks 


care  of  a physician.  We  can  enjoy  this  essential  core  of 
our  profession  in  spite  of  the  current  and  expected 
payment  methods  patients  select.  We  shall  never  see 
the  days  when  the  statement  for  a patient  reads  "For 
professional  services — $X"  again;  however,  I do  in- 
wardly mourn  that  too  often  I must  consider  myself  a 
commercial  surgeon  rather  than  a professional  one. 
"Nils  bastardos  carborundum."  ■ 


My  surgical  residency  chief  would  rail  at  those  who  began  talking 
about  " health  care  delivery."  He  wondered  how  long  it  would  be 
before  patients  (clients?)  could  call  and  say  "Hey,  doc,  deliver  me 
some  health  care!"  as  though  we  conducted  our  practice  like  a pizza  shop. 
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Scientific  Article 


Gastroesophageal  Reflux  in  Children 

Mohammad  Yaseen,  M.D.* 

Helen  Butler  Casteel,  M.D.* 


INTRODUCTION 

Gastroesophageal  reflux  (GER)  is  the  regurgitation 
of  gastric  contents  into  the  esophagus.  GER  can  be 
symptomatic  when  it  manifests  in  the  form  of  vomit- 
ing or  occult  when  the  refluxed  material  reaches  vari- 
ous levels  of  the  esophagus  and  is  cleared  to  the  stom- 
ach. GER  is  also  considered  in  cases  of  unusual  irrita- 
bility or  colic,  apnea,  recurrent  pneumonias,  early  onset 
of  reactive  airway  disease,  stridor,  or  nocturnal  cough. 
Most  children  with  reflux  come  to  medical  attention 
because  of  regurgitation  or  vomiting.  It  is  estimated 
that  over  60%  of  otherwise  normal  infants  have  GER. 

GER  is  believed  to  be  a developmental  disorder  of 
upper  gastrointestinal  motility  due  to  immaturity  of 
smooth  muscle  in  the  lower  esophagus  and 
antropyloric  channel.  It  usually  has  no  underlying 
anatomic,  infectious,  inflammatory,  metabolic  or  neu- 
rologic abnormality.  As  GER  is  a maturational  disor- 
der, it  usually  resolves  spontaneously  by  14  months 
of  age.  Some  infants  may  be  markedly  improved  by  6 
- 8 months  old.  1,2 

In  contrast,  GER  presenting  after  the  first  year  of 
life  is  seldom  self-limiting  and  is  similar  to  adult  gas- 
troesophageal disease  (GERD).  It  is  more  often  associ- 
ated with  other  medical  conditions  such  as  severe  psy- 
chomotor retardation,  hiatal  hernia,  more  global  gas- 
trointestinal motility  problems,  or  post- 
tracheoesophageal  fistula  or  esophageal  atresia  repair. 
It  can,  however,  be  idiopathic  in  an  otherwise  normal 
child. 

GER  in  infants  can  present  with  minimal  symp- 
toms, such  as  gurgling,  spitting  or  vomiting  and  re- 
main free  of  sequelae  (functional  ger).  More  serious 
forms  of  GER  (pathogenic)  can  include  the  develop- 
ment of  severe  esophageal,  respiratory  and  growth 
disorders.  (Table  1) 

* Drs.  Yaseen  and  Casteel  are  with  Pediatric  Gastroenterology 

Associates  in  Little  Rock. 
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Table  1 

Spectrum  of  Gastroesophageal  Reflux 

FUNCTIONAL  GER  PATHOGENIC  GER 

Symptomatic  Apnea 

(vomiting)  Bronchospasm 

Occult  Recurrent  pneumonia 

(no  vomiting)  Failure  to  thrive 


Example  of  pathogenic  gastroesophageal  reflux: 

A three  month  old  male  had  emesis  starting  shortly 
after  birth.  The  vomiting  was  occasionally  projectile, 
but  more  often  seemed  effortless.  Initially  the  symp- 
toms were  more  spitting  after  feedings,  but  then  the 
infant  began  to  cough  and  choke  and  had  increased 
irritability.  The  child  was  admitted  to  the  hospital  af- 
ter he  became  pale  and  limp  following  a feeding.  He 
had  suddenly  stopped  breathing  for  more  than  15  sec- 
onds, but  responded  quickly  when  blown  into  the 
mouth  by  his  caregiver. 

PATHOPHYSIOLOGY 

GER  is  passive  movement  of  the  gastric  contents 
back  through  the  esophagus,  which  occurs  infrequently 
in  all  people.  The  intra-thoracic  pressure  is  lower  than 
the  intra-abdominal  pressure,  providing  a natural  ten- 
dency for  the  food  from  the  stomach  below  the  dia- 
phragm to  move  into  esophagus  above  the  diaphragm. 
The  lower  esophageal  sphincter  (LES),  an  area  of  cir- 
cular smooth  muscle,  is  a key  element  in  preventing 
GER.  Other  factors  contribute  to  the  protection  of  the 
esophagus  from  reflux  especially  during  coughing, 
deep  inspiration  or  during  the  Valsalva  maneuver  (Table 
2).  The  LES  should  relax  only  in  the  context  of  peri- 
stalsis, either  primary  or  secondary.  If  it  relaxes  inde- 
pendently from  peristalsis,  GER  will  occur  due  to  the 


JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


$500,000  Term  Life 

Guaranteed  Annual  Premiums,  Male  Non-Smokers 


Ten  Year 

Fifteen  Year 

Twenty  Year 

Age 

Level 

Level 

Level 

35 

$ 385 

$ 460 

$ 560 

40 

$ 560 

$ 660 

$ 760 

45 

$ 785 

$ 935 

$1,210 

50 

$1,185 

$1,460 

$1,910 

55 

$1,760 

$2,210 

$2,810 

60 

$2,760 

$3,560 

$4,460 

65 

$4,910 

$6,210 

Call 

70 

$9,560 

Call 

Call 

All  quotes  shown  are  from  highly  rated  insurance  companies  and  include  all  fees  and  commissions.  Actual  premiums  and 
coverage  availability  will  vary  depending  upon  age , sex,  state  availability,  health  history  and  recent  tobacco  usage.  All  policies 
shown  are  guaranteed  renewable  to  at  least  age  90. 

ConsumerOuote  provides  a list  of  numerous 
insurance  companies  &t  plans  that  match  specific  needs. 


ConsumerOuote  saves  time  and  money. 

Shop  from  your  own  office  and  find  the  best  deal  available. 

New  source  for  best  buys  in  insurance.  One  way  to  get  to  know  the  market. 

ConsumerOuote  keeps  a database  of  150  leading  term  life  companies. 

ConsumerOuote  offers  particularly  thorough  searches. 

ConsumerOuote  ranks  150  companies’  rates.  The  premiums  vary  wildly. 

Researching  insurance  companies  can  be  confusing  and  tedious. 

To  simplify  the  task,  call  ConsumerOuote. 

ConsumerOuote  will  scan  the  insurers  and  provide  a list 
of  different  policies  suited  to  your  needs. 

A FREE  INSURANCE  PRICE  COMPARISON  SERVICE.  Call  (800)  344-2961  right  now  to  request  quotes  on  any 
amount  of  term  life  insurance.  We’ll  scan  the  market  by  computer,  check  the  rates  of  150  leading  companies  and  mail 
a personalized  Best  Buy  report  to  you  in  one  day.  Your  report  will  show  the  company  names,  the  latest  rating  and  the 
price  of  each  policy  - all  sorted  by  lowest  cost.  Avoid  buying  mistakes.  Use  this  new  service  to  educate  yourself  before  you 
talk  to  any  insurance  salesmen  and  before  you  buy  or  renew  any  life  insurance  policy. 

ConsumerQuote  USA 

Searcy  Building  • Little  Rock,  AR  72211  • (800)  344-2961 


Table  2 

Factors  Preventing  GER  and 
Acidification  of  the  Esophagus 


Table  3 

Symptoms  of  GER 


* Reinforcement  of  the  crural  muscle  to  the  lower 

esophagus 

* Clearance  of  refluxed  material  by  gravity  and 

peristalsis 

* Buffering  of  acid  by  saliva 

* Angle  by  which  the  esophagus  meets  the  stomach 

(angle  of  His) 

* Rate  of  pressure  transmitted  to  the  lower  esophagus 

during  contraction  of  crural  diaphragm 


Hiccoughs 

Chest  pain 

Gurgling 

Burping 

Stridor 

Apnea 

Sleep  disturbances 
Opisthotonos 


Refusal  to  eat 
Vomiting 

Difficulty  swallowing 

Hoarseness 

Wheezing 

Irritability 

Colic 


pressure  difference  between  the  chest  and  abdomen. 
It  was  originally  thought  that  infants  had  abnormally 
low  LES  pressure,  but  simultaneous  measurements  of 
LES  pressure  and  esophageal  pH  showed  that  LES 
pressure  is  usually  normal.  Episodes  of  GER  more  of- 
ten result  from  transient  drops  in  LES  pressure  which 
is  not  in  response  to  normal  esophageal  peristalsis, 
such  as  a swallow.  Intraesophageal  reflux  of  acidic 
gastric  material  then  occurs.  The  mechanism  of  tran- 
sient drops  in  the  LES  pressure,  or  why  reflux  does 
not  happen  in  all  patients,  is  not  known.  Contribut- 
ing factors  could  be  the  effects  of  gastric  distention 
upon  LES  tone,  or  swallows  which  fail  to  propagate. 
This  may  be  mediated  by  the  vagus  nerve  through 
noncholinergic,  nonadrenergic  inhibition  of  LES  pres- 
sure.3 

The  physiology  of  the  stomach  allows  gastric  mu- 
cosa to  be  in  contact  with  acid  without  harm.  The 
esophageal  mucosa's  only  protection  from  acid  is  the 
mechanism  which  prevents  reflux.  Newborn  infants 
have  low  acid  production  which  results  in  increased 
gastrin  levels  and  thus  higher  LES  pressures.  At  ap- 
proximately 2 months  of  age,  acid  production  increases 
and  LES  pressure  falls.  Infant  formulas  act  as  a buffer, 
and  are  usually  fed  frequently.  However,  when  the 
esophageal  mucosa  is  injured,  it  is  susceptible  to  fur- 
ther injury  from  pepsin  and  bile  acids. 

Slow  gastric  emptying  may  be  a significant  factor 
in  the  development  of  symptoms  of  gagging  or  vomit- 
ing. Many  children  with  associated  pulmonary  symp- 
toms, Down's  syndrome  and  older  neurologically  nor- 
mal children  have  delayed  gastric  emptying. 

Children  with  neurological  disease  are  at  greater 
risk  for  GER.  Ten  to  15%  of  older  children  with  neuro- 
logic damage  have  vomiting,  and  reflux  can  be  diag- 
nosed in  the  majority  of  these  patients.  Contributing 
factors  are  scoliosis,  muscle  spasm  or  poor  tone,  lower 
LES  pressure,  chronic  supine  positioning,  or  medica- 
tions. 


SYMPTOMS  OF  GER 

Vomiting,  or  spitting,  is  the  most  common  symp- 
tom of  GER  (especially  in  infants)  and  the  most  likely 
to  prompt  medical  attention.  It  is  typically  effortless, 
and  often  occurs  postprandially  (likely  because  of  gas- 
tric distention).  Many  episodes  of  reflux  do  not  result 
in  emesis,  but  parents  report  hearing  gurgling  or  chil- 
dren report  feeling  fluid  come  up  into  their  chest  or 
mouth.  Older  children  may  also  report  chest  pain, 
which  can  be  a burning  sensation  or  a sharp  pain  from 
esophageal  spasm.  Pulmonary  symptoms  are  less  likely 
to  be  the  presenting  complaint  in  GER,  but  can  cause 
significant  morbidity.4  The  symptoms  of  GER  are  listed 
in  Table  3 above. 

COMPLICATIONS  OF  GER 

Prevention  of  the  complications  of  reflux  (Table  4) 
is  one  of  the  major  goals  of  therapy.  Barrett's  esopha- 
gus (metaplasia  of  the  esophageal  mucosa)  and 
esophagitis  result  from  repeated  exposure  of  the 
esophagus  to  acid,  pepsin  or  bile  acids.5  Esophagitis 
can  be  seen  even  in  small  infants  and  result  in  gas- 
trointestinal bleeding,  irritability,  or  food  refusal,  and 
occasionally  result  in  esophageal  strictures.  Sandifer's 
syndrome,6  a positioning  of  the  head  to  the  side  which 
can  result  in  a torticollis,  failure  to  thrive  from  food 
refusal7  or  excessive  vomiting,  and  intraesophageal 
polyps  are  other  gastrointestinal  complications  of  GER. 


Table  4 

Complications  of  GER 


Failure  to  thrive 
Esophageal  stricture 
Barrett's  esophagus 
Esophagitis 
Apnea,  bradycardia 


Aspiration  pneumonia 
Sandifer's  syndrome 
Stridor 

Reactive  airway  disease 
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Apnea,  bradycardia,  acute  life  threatening  epi- 
sodes, and  pulmonary  disorders  may  result  from  or 
be  exacerbated  by  GER.  Chronic  aspiration  pneumonias 
are  often  seen  in  neurologically  impaired  children  with 
GER  and  can  result  in  permanent  pulmonary  compro- 
mise. Reactive  airway  disease  and  stridor  are  more 
common  respiratory  symptoms.  They  usually  result 
from  acid  triggering  esophageal  or  laryngeal  receptors 
resulting  in  laryngo-  or  bronchospasm.  Coughing  then 
increases  intra-abdominal  pressure  causing  increased 
GER. 

DIAGNOSIS  OF 

GASTROESOPHAGEAL  REFLUX 

The  diagnosis  of  functional  GER  is  made  on  the  basis 
of  the  clinical  history  and  physical  examination.  An 
infant  who  has  spitting  up  or  effortless  postprandial 
emesis  accompanied  by  no  other  symptoms  or  abnor- 
mal physical  findings  most  likely  has  functional  GER. 
It  is  not  necessary  to  demonstrate  GER  on  an  upper 
gastrointestinal  (UGI)  series  before  the  diagnosis  can 
be  made.  More  often,  the  UGI  series  is  performed  to 
look  for  anatomic  disorders  that  can  mimic  reflux,  but 
would  be  worsened  with  treatment,  or  need  other  types 
of  therapy.  Examples  of  this  are  pyloric  stenosis,  in- 
testinal malrotation,  duodenal  webs,  ulcers  or  vascu- 
lar rings.  Table  5 reviews  the  various  tests  to  evalu- 
ated GER.  Endoscopy  should  be  undertaken  in  a child 
who  has  not  responded  to  therapy  or  whom  has  atypi- 
cal symptoms.  Peptic  disease  in  infants  and  children 
can  be  indistinguishable  from  GER. 

MANAGEMENT  OF  GER 

As  over  60%  of  normal  infants  have  GER  and  most 


infants  with  GER  regurgitate,  it  is  reasonable  to  think 
that  the  infant  who  presents  with  unremarkable  vom- 
iting has  GER.  Empirical  therapy  is  a simple  initial 
management  that  does  not  require  further  diagnostic 
testing. 

Empirical  therapy 

1.  Formula  change/dietary  changes.  Milk  intolerance, 
or  sometimes  allergy,  is  a common  problem  affecting 
up  to  6%  of  infants,  and  may  take  the  appearance  of 
GER.  The  symptoms  are  attributed  to  larger  proteins 
leaking  through  a permeable  bowel  wall  resulting  in 
an  inflammatory  reaction.  Cow's  milk  or  soy  proteins 
are  equally  allergenic  and  if  there  is  reasonable  suspi- 
cion of  formula  intolerance,  then  a trial  change  to  a 
hydrolyzed  formula  may  improve  symptoms.  If  there 
is  no  improvement,  returning  to  a whole  protein  for- 
mula is  prudent  due  to  the  additional  cost  of  hydro- 
lyzed formulas.  Anecdotal  information  shows  that  GER 
may  worsen  in  some  infants  fed  hydrolyzed  formulas. 
Elimination  of  juice  is  also  recommended  because  of 
its  low  pH. 

Experimental  evidence  suggests  that  formulas  may 
have  different  rates  of  gastric  emptying  and  could  in- 
fluence GER  by  changing  the  gastric  emptying  rate.8 
Long  chain  fats  empty  from  the  stomach  slower  than 
medium  chain  fats,  and  formulas  that  contain  medium 
chain  fats  may  offer  some  advantage  in  some  infants. 
A recent  study  showed  that  infants  fed  whey  hydroly- 
sate had  more  rapid  gastric  emptying  that  infants  fed 
standard  casein  or  soy  based  formulas.  If  significant 
gastroparesis  is  contributing  to  GER  in  an  infant,  these 
formula  changes  could  be  beneficial. 

2.  Thickened  feedings.  Thickening  feedings,  usually 
with  rice  cereal,  has  been  used  for  several  decades  to 

improve  GER.9  It  is 
thought  that  the 
greater  viscosity  pro- 
vided by  a semi-solid 
mixture  will  decrease 
GER  and  many  par- 
ents do  report  less 
vomiting  with  baby 
food.  Several  studies 
have  attempted  to  ex- 
amine the  efficacy  of 
thickened  feeds  with 
mixed  results.  It  seems 
to  help  some  infants, 
make  no  difference  in 
others,  or  worsen 
symptoms  in  others. 
Caution  should  be 
made  to  not  prepare 
the  formula  too  thick 
as  to  make  it  difficult 


Table  5 

Diagnostic  Tests  in  GER 

Upper  gastrointestinal  series 

Look  for  anatomic  abnormalities 

Gastric  emptying  study  (scintigraphy) 

Assess  antropyloric  function,  can 
document  GER 

Esophageal  pH  study 

Document  the  association  of 

symptoms  with  reflux  (such  as  apnea, 
bradycardia,  pain),  document  reflux 
with  unusual  symptoms  (wheezing, 
opisthotonos),  or  better  quantify  the 
extent  of  reflux 

Upper  gastrointestinal  endoscopy 

Demonstrate  esophagitis,  Barrett's 

with  biopsy 

esophagus,  or  find  gastric  or  duodenal 
inflammation 
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for  the  infant  to  suck.  Usually  adding  1-1.5  teaspoons 
of  cereal  to  each  ounce  of  formula  is  sufficient. 

3.  Positional  therapy.  Postural  therapy  has  been  ad- 
vocated for  a long  time,  generally  keeping  the  infant 
upright  in  an  infant  seat.  Several  studies  then  con- 
firmed that  reflux  is  significantly  worse  when  infants 
are  propped  in  an  infant  seat  as  compared  to  a prone 
position  of  30  degrees.  It  is  difficult  to  keep  an  active 
child  in  the  prone  position  for  prolonged  periods  of 
time.  This  mode  of  therapy  tends  to  be  impossible  to 
attain,  especially  in  the  older  infant.  In  infants  with- 
out GER,  the  prone  position  is  not  advised  because  of 
the  possible  risk  of  sudden  infant  death  syndrome 
(SIDS).  However,  in  infants  with  GER,  the  risk  of  SIDS 
must  be  measured  against  the  benefits  of  positioning. 

4.  Small  frequent  feeding s.  This  is  a standard  in  the 
care  of  adults  with  GER,  and  can  be  applied  to  in- 
fants. Having  less  in  the  stomach  at  one  time,  thereby 
decreasing  gastric  distention,  can  help  to  decrease  re- 
flux. However,  feeding  an  infant  in  the  home  setting 
more  often  than  every  three  hours  is  impractical  and 
physically  draining  for  the  parents. 

Medical  management 

Infants  who  present  with  more  significant  vomit- 
ing, have  failed  empiric  therapy,  or  have  complica- 
tions of  GER  require  further  evaluation  and  therapy. 
It  is  less  important  to  make  the  diagnosis  of  GER,  than 
to  diagnose  other  potential  medical  problems.  The  UGI 
series  should  be  performed  if  medication  therapy  is 
contemplated.  It  is  crucial  to  obtain  an  overhead  film 
demonstrating  the  position  of  the  C-loop  of  the  duode- 
num and  the  Ligament  of  Treitz,  to  eliminate  the  pos- 
sibility of  a malrotation.  Often  it  is  not  obtained,  and 
the  sensitivity  of  the  UGI  to  look  for  other  GI  prob- 
lems is  greatly  diminished.  Additional  studies  are  not 
necessary  at  this  point,  unless  symptomatology  sug- 
gests other  processes.  Infants  who  fail  to  respond  to 
medical  therapy  should  have  further  evaluation  such 
as  a metabolic  screen,  laboratory  work  and  abdominal 
ultrasound. 

When  drug  therapy  is  thought  to  be  appropriate, 
two  types  of  drugs  can  be  used.  Measures  to  reduce 
the  effects  of  the  refluxante  upon  the  esophageal  mu- 
cosa include  antacid  preparations,  H,  receptor  blockers, 
or  proton  pump  inhibitors.  Prokinetic  agents  gener- 
ally increase  LES  pressure,  promote  gastric  emptying 
and  relax  the  pylorus.  Each  of  the  prokinetic  agents 
currently  available  works  by  a slightly  different  mecha- 
nism, thus  some  infants  may  respond  better  to  one 
medication  than  to  another. 

Drugs  to  manage  gastric  acid 

Antacids  buffer  gastric  acid  and  provide  the  most 
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immediate  relief  of  symptoms  related  to  reflux.  Antac- 
ids are  similar  in  buffering  capacity,  however,  Gavison' 
is  described  as  floating  on  the  top  of  the  gastric  pool 
and  may  provide  better  esophageal  buffering.  Other 
antacids  may  be  equally  as  efficacious  for  symptom 
relief.  The  side  effects  of  antacids  include  diarrhea  and 
excessive  magnesium  or  aluminum  absorption. 

H„  receptor  blockers  such  as  ranitidine,  famotidine 
and  cimetidine  are  useful  adjunct  therapy  for  control 
of  symptoms,  but  are  generally  not  used  singularly. 
They  help  only  by  inhibiting  gastric  acid  secretion  and 
minimizing  injury  to  the  esophageal  mucosa. 

Newer  proton  pump  inhibitors  such  as  omeprazole 
and  lansoprazole  act  by  inhibiting  sodium/potassium 
ATPase  in  the  parietal  cell,  thereby  virtually  eliminat- 
ing all  methods  of  stimulation  of  gastric  acid  produc- 
tion. Very  limited  information  is  known  about  these 
drugs  in  children  and  recommendations  for  dosing  are 
not  available. 

Prokinetic  agents 

Bethanechol  is  a cholinergic  agonist  which  binds 
to  muscarinic  receptors  and  increases  smooth  muscle 
contractility  and  LES  pressure.  It  has  little  effect  on 
gastric  motility,  with  the  majority  of  its  effect  upon 
the  LES  and  lower  esophagus.  Side  effects  are  similar 
to  other  cholinergic  drugs,  occur  in  10-15%  of  patients 
and  consist  of  abdominal  cramping,  increased  saliva- 
tion, increased  gastrointestinal  secretions,  blurred  vi- 
sion, and  urinary  frequency.  Most  infants  tolerate  the 
drug,  but  it  is  not  commercially  available  as  a liquid 
and  must  be  compounded.  It  is  only  stable  in  suspen- 
sion for  two  weeks. 

Metoclopramide  is  a dopamine  receptor  antago- 
nist. It  has  several  other  actions  which  enhance  its 
efficacy,  such  as  a central  antiemetic  effect. 
Metoclopramide  increases  gastric  emptying  and  pos- 
sibly LES  pressure  (studies  are  conflicting).  Clinically, 
however,  it  is  effective  and  frequently  used  for  the 
treatment  of  GER.  The  most  common  side  effect  noted 
in  infants  is  irritability.  It  is  available  in  a liquid  as  a 
generic  product  with  a concentration  of  1 mg/cc. 

Cisapride  is  a substituted  benzamide  which  stimu- 
lates serotonin  receptors  in  the  myenteric  plexus  of 
the  gastrointestinal  tract.  It  appears  to  increase  LES 
pressure,  increase  gastric  emptying,  and  increase  in- 
tensity of  esophageal  contractions.  Cisapride  has  been 
used  in  the  treatment  of  GER,  chronic  intestinal 
pseudo-obstruction,  distal  intestinal  obstruction  syn- 
drome, and  gastroparesis.  It  has  several  drug  interac- 
tions which  include  ketoconazole,  clarithromycin  and 
others.  It  is  available  as  10  mg  and  20  mg  tablets  and 
now  as  a commercially  formulated  suspension.  Previously, 
compounding  was  needed  to  obtain  a suspension,  and 
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Table  6 

Drug  Therapy  in  Gastroesophageal  Reflux 


Drug 

Dose 

Side  Effects 

Contraindications/Notes 

Cimetidine 

20-40  mg/kg/day 
Divided  Bid-Qid 

Confusion,  gynecomastia 

Drug  interactions  with 
theophylline,  metronidazole, 
propranolol,  and  certain 
anticoagulants  and 
anticonvulsants 

Ranitidine 

3-6  mg/kg/day 
Divided  Bid-Tid 

Headache,  insomnia 

Requires  dose  reduction  in 
renal  disease 

Famotidine 

1-1.5  mg/kg/day 
Divided  Bid-Tid 

Headache,  dizziness 

Dosing  not  well  established 
in  children 

Bethanechol 

0.4-0. 6 mg/kg/day 
Divided  Tid-Qid 

Increased  GI  secretions, 
urinary  frequency, 
abdominal  cramping, 
blurred  vision,  bronchospasm 

Asthma,  bladder  outlet 
obstruction 

Metoclopramide 

0.1-0.15  mg/kg/dose 
Given  Tid-Qid 

Irritability,  sleepiness, 

extrapyramidal 

movements/dystonia 

Avoid  using  in  irritable  babies 

Cisapride 

0.2  mg/kg/dose 
Given  Tid-Qid 

Diarrhea,  abdominal 
cramping,  increased 
motor  activity 

Drug  interactions  with 
ketoconazole,  miconazole, 
fluconazole,  erythromycin, 

clarithromycin 


unless  stabilizers  were  used,  the  active  medication 
decomposed  rapidly. 

Domperidone  is  a dopamine  receptor  antagonist 
with  less  central  nervous  system  effect.  It  is  used  ex- 
tensively outside  the  United  States,  but  has  not  been 
approved  in  this  country.  Elvthromycin  stimulates 
contractions  in  the  antropyloric  region  of  the  stom- 
ach, and  possibly  increases  LES  pressure.  Its  method 
of  action  is  likely  as  a motilin  receptor  agonist,  and  it 
has  little  activity  in  the  distal  bowel.  Side  effects  are 
nausea  and  abdominal  pain,  and  there  is  limited  infor- 
mation about  its  use  in  gastroesophageal  reflux  in  in- 
fants. 

The  pharmacologic  agents  used  to  treat  GER  are 
listed  in  Table  6. 

Surgical  management 

Surgical  therapy  should  be  considered  in  infants 
who  fail  medical  management  and  have  complications 
of  GER.  Other  considerations  are  infants  who  have 
life  threatening  events  where  medical  management  is 
thought  not  to  be  sufficient  to  control  the  events.  Examples 


of  these  would  be  apnea,  persistence  of  respiratory 
symptoms  despite  drug  therapy,  and  chronic 
esophagitis.  Another  example  is  an  infant  with  GER 
who  is  on  therapy,  but  cries  excessively.  This  child 
may  benefit  from  surgery,  but  an  esophageal  pH  study 
should  be  performed  to  attempt  to  associate  the  symp- 
toms of  crying  with  episodes  of  reflux  or  document 
the  extent  of  the  reflux. 

Surgical  management  is  a fundoplication  which 
wraps  the  fundus  of  the  stomach  around  the  lower 
esophagus.  This  creates  a fixed  area  of  pressure  at  the 
LES  which  exceeds  intra-abdominal  pressure  and  pre- 
vents the  passive  reflux  event.  Several  procedures  are 
available,  but  the  Nissen  fundoplication  and  the  Thai 
fundoplication  are  most  often  utilized.  The  Nissen  is  a 
full  360°  wrap,  and  the  Thai  procedure  is  a partial  wrap. 
A gastrostomy  tube  (GT)  is  often  placed,  especially  in 
infants  < 6-12  months  of  age.  The  GT  facilitates  burp- 
ing, helps  to  avoid  the  gas-bloat  syndrome,  and  can 
be  used  for  feeding  in  infants  with  feeding  disorders 
or  neurologic  swallowing  difficulties.  A child  with  GER 
who  requires  a GT  should  have  an  accompanying 
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fundoplication  to  prevent  worsening  of  the  GER  after 
placement  of  the  GT.10 

CONCLUSION 

Gastroesophageal  reflux  is  a common  disorder  of 
infancy.  It  resolves  spontaneously  between  6-14 
months  of  age  in  most  infants,  however,  some  infants 
will  experience  moderate  to  severe  complications  of 
GER  which  include  pulmonary,  esophageal  or  growth 
disorders.  Numerous  medications  and  combinations 
of  medicine  are  available  for  selected  children.  Other 
children's  symptoms  are  severe  and  require  surgical 
therapy. 
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cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Physicians  and  exhibitors  enjoy  the  time  to  exchange 
views  during  exhibit  hours. 


Arkansas  Medical  Society 

P.O.  H ox  5776 
Little  Rock,  A FI  72215-5776 
(501)  224-8967 
1-800-542-1058 


The  Arkansas  Medical  Society  1996  Annual  Meeting  will  be  a 
first  class  meeting  at  the  premier  convention  facility,  Arkansas’ 
Excelsior  Hotel,  in  Little  Rock  on  May  2-4.  The  Annual  Meeting 
keeps  you  ahead  of  the  game  with  continuing  medical  education 
programs  and  up-to-date  information  on  regulatory  issues 
affecting  the  practice  of  medicine. 

Physicians,  spouses,  clinic  managers  and  other  office  staff  are 
encouraged  to  attend  the  CME  sessions  that  feature  national 
speakers  specialized  in  their 
topics. 

Exhibitors  will  display 
on  Thursday,  May  2 and 
Friday,  May  3.  The  Medi- 
cal Society  expects  over 
70  companies  that  will 
demonstrate  products  and 
services  such  as  billing  & 
collecting,  computer  soft- 
ware, pharmaceutical,  bank- 
ing and  finance,  malpractice  insurance,  health  in- 
surance, practice  management,  and  hospitals. 

The  fun  begins  with  a golf  tournament  on 
Thursday  morning  and  a Welcome  Reception  on 
Thursday  afternoon.  There  will  be  prize  give- 
aways, dancing  and  fun  entertainment  on  Friday  & 

Saturday. 


Everyone  has  fun  during  the  1 995  Casino  Party. 


With,  all  of  this, 
shouldn't  you  make 
plans  to  attend? 

Mark  your  calendar 
now!  May  2 - 4,  1996. 


Dancing  the  night 
away  at  the 
President's  Reception 


Loss  Prevention 


Primary  Care  Equals  Primary  Responsibility 

J.  Kelley  Avery,  M.D.* 


Case  Report 

A 32-year-old  gravida  2,  para  2 reported  to  her 
obstetrician/gynecologist  (ob/gyn),  whom  she  consid- 
ered her  primary  care  physician,  with  a complaint  of 
some  fullness  in  the  left  breast,  which  she  had  discov- 
ered about  two  months  before  while  taking  a bath.  Six 
months  previously,  when  the  patient  had,  had  a com- 
plete physical  examination,  she  had  no  complaints  and 
the  physical  examination  was  completely  normal. 

The  breasts  were  examined  and  the  physician  re- 
corded in  the  office  record  "an  area  of  diffuse  nodularity 
in  the  left  breast  typical  of  fibrocystic  disease."  Never- 
theless, he  ordered  a mammogram  as  a baseline  pro- 
cedure. The  radiologist  reported  "no  definite  abnor- 
malities noted."  He  added  that  "no  calcifications  were 
seen"  and  "no  evidence  of  neoplastic  disease."  The 
report  concluded  with  a statement,  "certain  neoplasms 
are  not  detectable  on  mammography"  and  "repeat 
mammogram  should  be  considered  in  three  months." 
This  was  reported  to  the  patient  by  her  primary  care 
physician. 

The  next  visit  to  her  physician  was  about  six 
months  later.  She  had  not  menstruated  in  about  ten 
weeks,  and  after  examination,  was  said  to  be  eight 
weeks  pregnant.  The  EDC  was  determined  to  be  seven 
months  later.  Routine  prenatal  care  was  begun  with 
this  visit.  The  course  was  uneventful  and  the  patient 
was  seen  at  the  expected  intervals.  There  was  no  men- 
tion of  the  breast  on  the  initial  examination,  but  the 
prenatal  record  at  20  and  32  weeks  contained  the  no- 
tation "no  change  left  breast."  An  uneventful  delivery 
occurred  at  the  expected  time  and  the  patient  did  well 
postpartum.  She  did  not  breast-feed  the  baby. 

When  her  baby  was  3 months  old,  the  patient  again 
visited  her  physician,  this  time  reporting  some  "sore- 
ness in  the  left  breast."  Examination  revealed  what 
her  doctor  thought  was  an  area  of  increased  nodularity 
with  some  evidence  of  inflammation.  Repeat 
mammogram  reported  "significant  change  since  last 
exam"  and  suggested  biopsy.  A careful  review  of  the 
earlier  films  revealed  some  suggestion  of  a mass. 

* Dr.  Avery  is  chariman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Co.,  Brentwood,  TN.  This  article 
appeared  in  the  Journal  of  the  Tennessee  Medical  Association  in 
March  1988.  It  is  reprinted  here  with  permission. 


The  primary  care  physician  then  called  the  patient's 
surgeon  into  consultation.  His  examination  revealed  a 
5-cm  mass  with  a palpable  axillary  node.  Excisional 
biopsy  was  followed  by  a modified  radical  mastectomy. 
Pathology  reported  a large  carcinoma  of  the  left  breast, 
and  15  of  23  nodes  were  positive. 

A lawsuit  was  filed  charging  both  the  ob/gyn  and 
the  radiologist  with  negligence.  The  complaint  alleged 
that  the  ob/gyn  was  negligent  for  not  more  aggres- 
sively following  the  patient.  The  radiologist  was 
charged  because  he  had  not  followed  up  on  the  man- 
agement of  the  patient  since  he  had  recommended 
"repeat  examination  should  be  considered  in  three 
months."  During  the  litigation,  the  radiologist  was 
dismissed  on  summary  judgment.  The  jury  found  for 
the  patient,  with  a large  monetary  award. 

Loss  Prevention  Comments 

Though  two  physicians  were  involved  in  the  man- 
agement of  this  patient,  the  court  considered  that  there 
was  no  negligence  in  the  radiologist's  initial  interpre- 
tation of  the  mammogram  even  though  a subsequent 
mammogram  revealed  a suggestion  of  a mass,  and 
this  physician  was  dismissed  from  the  litigation  on 
summary  judgment. 

The  ob/gyn's  medical  record  revealed  an  almost 
casual  approach  to  the  management  of  his  patient, 
whom  he  found  to  have  an  area  of  "diffuse  nodularity" 
in  her  left  breast.  He  saw  the  patient  repeatedly  with- 
out focusing  his  strict  attention  on  the  left  breast  and 
recording  a careful  examination.  The  record  seemed 
to  suggest  that  the  physician  shifted  the  responsibility 
of  carefully  watching  the  left  breast  to  the  patient  and 
did  not  take  his  own  responsibility  seriously  enough. 
More  than  a year  had  elapsed  since  the  recommenda- 
tion of  "repeat  examination  in  three  months,"  and  still 
the  primary  care  physician  had  taken  no  positive  action. 

Perhaps  the  most  important  error  made  by  the  ob/ 
gyn  was  that  he  did  not  involve  in  this  case  a special- 
ist who  would  definitively  manage  the  breast  mass.  It 
is  very  doubtful  that  a primary  care  physician  should 
ever  assume  the  responsibility  for  following  a patient 
of  this  type  without  the  input  of  the  physician  who 
will  do  surgery  if  it  becomes  the  treatment  of  choice. 
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6 Reasons 


To  Attend 
1 996  AMS 
Annual  Session 


The  AMS  Annual  Session  offers  educa- 
tional programs  on  a wide  range  of  topics 
relating  to  the  field  of  medicine.  CME 
hours  are  available. 


Participation  in  the  AMS  House  of 
Delegates  meeting  gives  county  medical 
societies  a voice  in  the  policies  of  the  state 
association. 


The  convention  has  over  70  companies 
that  will  demonstrate  their  products  and 
services  such  as  billing  & collecting, 
computer  software,  finance,  insurance, 
pharmaceutical  and  practice  management. 


A young  physician  workshop  addresses 
coding  and  reimbursement,  practice 
management,  or  other  topics  that  face 
AMS  members  who  are  joining  or  start- 
ing a practice. 


The  1996  Annual  Session  provides 
an  opportunity  for  old  and  new  friends 
to  relax  and  meet  with  their  peers  to 
exchange  ideas. 


Social  events  for  you  and  your  guest 
include  the  Dr.  Harold  “Bud”  Purdy 
Memorial  Golf  Tournament,  receptions, 
banquets  and  a variety  of  entertainment. 


1996  Annual  Session 

May  2-4,  1 996  Excelsior  Hotel  Little  Rock,  Arkansas 


Arkansas  Medical  Society,  P.O.  Box  5776,  Little  Rock,  AR  72215-5776 


(501)224-8967 


Cardiology  Commentary  and  Update 

J.  David  Talley,  M.D.* 


THE  COMPLETE  CARDIAC  DIAGNOSIS 


The  Complete  Cardiac  Diagnosis  encompasses  the 
etiology,  anatomy,  and  physiological  manifestations 
of  all  cardiovascular  diseases.  In  the  complete  cardiac 
diagnosis  each  cardiovascular  condition  is  examined 
independently  and  in  relation  to  coexisting  problems. 
This  structure  is  a method  to  refine  diagnostic  criteria 
and  focus  investigative  techniques.  The  ninth  edition 
of  the  Nomenclature  and  Criteria  for  Diagnosis  of  Dis- 
eases of  the  Heart  and  Great  Vessels  was  published  in 
1994  and  this  discussion  will  review  this  update. 

The  New  York  Heart  Association  initially  published 
criteria  for  diagnosing  cardiac  disease  in  1928.  Since 
then,  many  modifications  have  been  made  to  the  clas- 
sification that  reflect  important  advances  in  under- 
standing the  biology  of  cardiovascular  diseases,  and 
development  of  diagnostic  and  therapeutic  methods. 
While  subtle  changes  reflecting  advancement  of  car- 
diovascular disease  have  been  made  since  the  eighth 
edition  published  in  1979,  the  basic  tenants  remain. 

Cardiovascular  disease  remains  a delicate  fabric  of 
five  fibers:  etiology,  anatomy,  physiology,  functional  ca- 
pacity, and  objective  assessment.  An  example  of  the  Com- 
plete Cardiac  Diagnosis  is  seen  in  Table  1 on  the  next 
page.  This  structured  format  provides  complete  assess- 
ment of  the  cardiovascular  problem  and  decreases  the 
probability  of  inappropriate  therapeutic  management. 

The  essential  diagnostic  criteria  of  a cardiovascu- 
lar disease  is  the  etiology  category  of  the  Complete 
Cardiac  Diagnosis.  The  diagnostic  criteria  vary  in  de- 
gree of  sophistication  from  astute  clinical  observations 
to  complex  technological  studies.  For  example, 
hypertensive  cardiovascular  disease  is  present  when 
there  is  "evidence  of  left  ventricular  hypertrophy  or 
failure  in  the  presence  of  sustained  systemic  arterial 
systolic  and  diastolic  hypertension."1  Refined  criteria 
are  necessary  when  the  diagnosis  of  heart  disease  due 
to  homocystinuria  is  entertained.  Here,  the  diagnosis 
is  cinched  when  "myocardial  infarction  due  to  coro- 

*  Dr.  Talley  is  Professor  of  Internal  Medicine  & Associate  Director, 

Division  of  Cardiology,  UAMS. 


nary  thrombosis  in  an  individual  with  at  least  two  of 
the  phenotypic  characteristics  of  the  syndrome  of 
homocystinuria  and  biochemical  evidence  of  absent 
or  decreased  activity  of  cystathionine  beta-synthase."2 

The  anatomy  category  is  the  image  of  the  cardio- 
vascular structure.  Echocardiography,  computed 
tomography,  magnetic  resonance  imaging,  or  cardiac 
catheterization  may  obtain  this  image.  It  also  includes 
what  is  "done"  to  the  structure  of  the  heart  such  as 
coronary  angioplasty,  coronary  artery  bypass  graft 
surgery,  value  repair  or  replacement,  or  transplanta- 
tion. 

The  physiology  section  includes  normal  and 
pathologic  cardiovascular  function.  It  is  the  action  of 
the  heart.  Examples  of  important  physiological  mani- 
festations include  the  electrocardiographic  ventricular 
tachycardia,  echocardiographic  valvular  regurgitation, 
and  hypotension  due  to  an  extensive  anterior  MI. 

The  chief  complaint  or  presenting  symptoms  of 
the  cardiovascular  disease  are  reflected  in  the  functional 
capacity  section  of  the  Complete  Cardiac  Diagnosis. 
There  are  four  grades  used  in  assessing  the  degree  of 
the  severity  of  symptoms  ( Table  2 on  next  page).  The 
mildest  degree  of  symptoms  (Class  1)  is  those  that 
occur  on  with  extreme,  not  ordinary,  physical  activ- 
ity. Symptoms  that  occur  at  rest  are  in  Class  IV. 

The  final  category  of  the  Complete  Cardiac  Diag- 
nosis is  the  Objective  Assessment . This  section  ties  to- 
gether the  complex  interplay  of  the  preceding  catego- 
ries: etiology,  anatomy,  physiology,  and  symptomatic 
severity.  There  are  four  grades  of  severity  of  disease: 
A)  no  disease,  B)  minimal  disease,  C)  moderate  dis- 
ease, and  D)  severe  disease. 

Use  of  the  Complete  Cardiac  Diagnosis  is  essen- 
tial in  today's  health  care  environment.  It  fosters  com- 
munication of  the  cardiovascular  conditions  for  all  levels 
of  health  care  providers,  provides  a structure  for  pre- 
cise understanding  of  essential  diagnostic  criteria  of 
each  cardiovascular  problem,  and  allows  a global  over- 
view of  multiple  interrelating  cardiovascular  problems. 
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Table  1. 

An  Example  of  the  Complete  Cardiac  Diagnosis* 

1.  Heart  Disease 

Etiology: 

coronary  atherosclerosis 

Anatomy: 

A. 

Cardiac  catheterization  -> 

100%  stenosis  proximal  left  circumflex  coronary  artery,  80%  stenosis  of  mid-  and  distal  right 

coronary  artery. 

B. 

PTC  A -> 

mid-RCA  80-30%,  distal  RCA  70-20%,  LCx  100-30% 

Physiology: 

A. 

Sinus  pause  -> 

Temporary  transvenous  pacemaker  placed 

B. 

Cardiac  catheterization  -> 

Left  ventricular  function  approximately  40-45%, 

C. 

Second  degree  atrioventricular  block,  Mobitz  Type  I,  resolved  without  treatment 

D. 

Pericarditis  -> 

Treated  with  a non-steroidal  anti-inflammatory  agent 

E. 

Post-PTCA  dipyridamole-thallium  stress  test  -> 

inferior  infarct  in  the  distal  LCx  distribution,  inferior  ischemia  in  the  distal  RCA  distribution 

Functional  Capacity:  Class  III.  Marked  limitation  of  physical  activity 

Objective  Assessment:  C.  Moderately  severe  cardiovascular  disease 

* Per  New  York  Heart  Association  definitions 

Abbreviations:  LCx  = 

left  circumflex,  PTCA  = percutaneous  transluminal  coronary  angioplasty,  RCA  = right  coronary  artery 

Table  2. 

Functional  Capacity  and  Objective  Assessment  of  the  Complete  Cardiac  Diagnosis 

Functional  Capacity 

Objective  Assessment 

Class  I. 

Patients  with  cardiac  disease,  but 
without  resulting  limitations  of 
physical  activity.  Ordinary 
physical  activity  does  not  cause 
undue  fatigue,  palpitations, 
dyspnea,  or  anginal  pain. 

A. 

No  objective  evidence  of 
cardiovascular  disease. 

Class  II. 

Patients  with  cardiac  disease 
resulting  slight  limitation  of 
physical  activity.  They  are 
comfortable  at  rest.  Ordinary 
physical  activity  results  in  fatigue, 
palpitation,  dyspnea,  or  anginal  pain 

B. 

Objective  evidence  of 
minimal  cardiovascular 
disease. 

Class  III. 

Patients  with  marked  limitation  of 
physical  activity.  They  are 
comfortable  at  rest.  Less  than 
ordinary  activity  causes  fatigue, 
palpitation,  dyspnea,  or  anginal  pain. 

C. 

Objective  evidence  of 
moderately  severe  cardiac 
cardiovascular  disease. 

Class  IV. 

Patients  with  cardiac  disease 
resulting  in  inability  to  carry  on 
any  physical  activity  without 
discomfort.  Symptoms  of  heart 
failure  or  of  the  anginal  syndrome 
may  be  present  even  at  rest.  If 
any  physical  activity  is 
undertaken,  discomfort  is  increased. 

D. 

Objective  evidence  of 
severe  cardiovascular 
disease. 

References: 

1 . The  Criteria  Committee  of  the  New  York  Heart  Associa- 
tion Nomenclature  and  criteria  for  diagnosis  of  diseases  of 
the  heart  and  great  vessels.  9th  ed.  Boston:  Little,  Brown 
and  Company,  1994;15. 


2.  The  Criteria  Committee  of  the  New  York  Heart  Associa- 
tion. Nomenclature  and  criteria  for  diagnosis  of  diseases  of 
the  heart  and  great  vessels.  9th  ed.  Boston:  Little,  Brown 
and  Company,  1994;14. 
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Introducing  the  new  Mercedes-Benz.  A car  that  starts  at  $30,950  * 
But  that’s  where  comparisons  with  other  cars  in  its  class  end.  To 
experience  the  difference,  we  suggest  you  visit  Riverside  Motors,  Inc., 
your  authorized  Mercedes-Benz  dealer  and  ask  to  see  the  most 
important  feature  of  all:  The  key.  (J<]  Mercedes-Benz 


IF  YOU  THINK  $30,950  IS  A GREAT  START, 
WAIT  UNTIL  YOU  TURN  THE  IGNITION. 


C-CLASS.  STARTING  AT  $30,950.* 
E-CLASS.  STARTING  AT  $41,000.* 
S-CLASS.  STARTING  AT  $62,700.* 


Riverside  Motors,  Inc. 

1403  Rebsamen  Park  Rd./Little  Rock,  AR  72202 
666-9457  & 1-800-457-6226 

' Prices  exclude  transportation  charge,  all  taxes,  title/documentary  fees, 
registration,  tags,  dealer  prep  charges,  insurance,  optional  equipment, 
certificate  of  compliance  or  noncompliance  fees,  and  finance  charges. 
©1994  Authorized  Mercedes-Benz  Dealers 


Western  W ildlife 

As  Easterners  moved  West.  pioneers 
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StAtc  Health  WAtcJi 

Information  provided  by  the  Arkansas  Department  of  Health 


Carbon  Monoxide  Poisoning 


There  are  approximately  600  deaths  annually  in 
the  United  States  due  to  unintentional  carbon  monox- 
ide (CO)  poisoning.  Arkansas  has  experienced  69 
deaths  from  CO  poisoning  for  the  ten-year  period  of 
1983-1992.  With  winter  weather  approaching,  the  risk 
for  CO  poisoning  increases  and  there  needs  to  be  an 
increased  awareness  of  this  potential  health  hazard. 

The  major  sources  of  exposure  to  the 

fatal  cases  in  Arkansas  are  as  follows; 
motor  vehicle  exhaust  gases,  28.9%;  in- 
complete combustion  in  domestic  stoves 
or  fireplaces,  21.7%;  gas  pipelines,  18.8%; 

CO  not  specified  15.9%.  The  above  four 
sources  of  exposure  accounted  for  85.3% 
of  CO  deaths.  Nonfatal  CO  poisoning  is 
not  reportable  in  Arkansas. 

A surveillance  system  implemented  by  C*. 
the  Colorado  Department  of  Health  in  1985  | 

has  helped  to  characterize  the  epidemiology 
of  fatal  and  nonfatal  CO  poisonings.  Findings  from 
this  system  indicated  that  during  1986-1991,  the  pri- 
mary cause  of  1149  CO  poisonings  in  Colorado  were 
furnaces  in  residential  settings  (40%),  automobile  ex- 
haust (24%),  and  fires  (12%).  Furnaces  were  the  source 
of  CO  in  46%  of  nonfatal  CO  poisonings  but  only  10% 
of  fatal  poisonings,  suggesting  that  the  primary  sources 
of  CO  associated  with  nonfatal  poisonings  differ  from 
those  for  fatal  cases.  In  addition,  findings  from  the 
Colorado  surveillance  system  indicate  that  mortality 
data  may  underestimate  the  importance  of  furnaces  as 
a source  of  CO  in  residential  settings. 

Other  studies  also  have  documented  that  furnaces 
are  important  sources  of  CO  in  residential  CO  poison- 
ings. For  example,  of  the  38  residential  correlated  epi- 
sodes investigated  in  West  Virginia  during  1978-1984, 
furnaces  or  space  heaters  were  implicated  in  most  (89%) 
incidents;  94%  of  the  faulty  units  were  fueled  by  meth- 
ane or  butane.  In  Connecticut,  although  most  (75%) 
CO  poisonings  were  caused  by  faulty  furnaces,  oil- 
fueled  furnaces  were  the  source  of  CO  more  often  than 
natural  gas  - possibly  reflecting  a higher  percentage  of 


— 

rn 
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oil-  or  kerosene-fueled  furnaces  in  homes  in  New  En- 
gland (51%  in  homes  in  New  England  compared  with 
6%  in  the  Midwest,  7%  in  the  South  and  2%  in  the 
West).  In  addition,  based  on  the  1990  census,  the  dis- 
tribution of  furnace  types  identified  as  sources  of  CO 
in  this  survey  is  representative  of  the  distribution 
throughout  Connecticut  (gas  furnaces,  28%,  and  oil 

or  kerosene  furnaces,  54%).’ 

The  most  common  signs  of  CO 
poisoning  include  headache,  nausea 
and,  on  occasions,  breathlessness. 
Following  these  initial  signs,  should  the 
individual  continue  to  remain  in  the  car- 
bon monoxide  laden  environment,  then 
muscle  weakness,  dizziness,  and  confusion 
may  occur.  This  can  progress  into  stupor 
and  unconsciousness.  There  is  a phase  in 
the  poisoning  where  the  individual  is  aware 
of  their  surroundings  and  what  is  occurring 
but  unable  to  respond  to  their  circumstances  due  to 
extreme  muscle  weakness.* 1 2 

Normal  metabolic  processes  within  the  body  will 
result  in  a carboxyhemoglobin  (COHb)  level  of  0.5% 
to  1.0%.  In  non-smokers,  the  average  COHb  level  is 
1.2%  to  1.5%.  Cigarette  smokers  will  have  a COHb 
level  of  3%  to  4%,  but  can  be  as  high  as  10%  in  heavy 
smokers.  COHb  levels  of  10%  or  less  can  impact  the 
neurobehavioral  and  cardiovascular  systems.  No  ad- 
verse health  effects  have  been  reported  below  2.0% 
COHb.3 
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No.  41,  pg  766. 
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Influenza  Update 


During  the  1995-1996  influenza  season,  reports 
on  influenza  will  be  included  in  The  Journal.  These 
reports  will  include  information  on  influenza  in  Ar- 
kansas and  the  United  States.  Arkansas  information 
will  include  the  type  and  location  by  county. 

Arkansas  - Through  November  1995,  the  Arkansas 
Department  of  Health  has  received  reports  of  influenza 
type  A (not  subtyped)  from  Crawford  and  Washington 
Counties.  A specimen  submitted  from  Pulaski  County 
in  early  December  cultured  out  influenza  type  B. 


United  States  - Through  November  1995,  influenza 
has  been  laboratory-confirmed  in  30  states.  Influenza 
A(H1N1)  has  been  reported  from  11  states,  type 
A(H3N2)  from  7 states,  A(not  subtyped)  from  17  states 
and  influenza  B from  5 states. 

More  information  on  influenza  in  Arkansas  may 
be  obtained  by  calling  the  Arkansas  Department  of 
Health,  Division  of  Communicable  Disease  & Immu- 
nization at (501)661-2784. 


Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  October  1995 

The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due 
to  the  effects  of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the 
date  the  disease  was  reported. 


Selected 

; Reportable 

Diseases 

Total 

Reported 

Cases 

October  1995 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 
Reported 
Cases 
YTD  1993 

Total 

Reported 

Cases 

1994 

Total 

Reported 

Cases 

1993 

Campylobacteriosis 

9 

124 

162 

1 17 

187 

130 

Giardiasis 

13 

103 

108 

128 

126 

150 

Shigellosis 

8 

too 

169 

170 

193 

201 

Salmonellosis 

39 

283 

485 

372 

534 

402 

Hepatitis  A 

64 

546 

225 

62 

253 

74 

Hepatitis  B 

7 

68 

50 

81 

60 

90 

HIB 

1 

6 

4 

8 

6 

8 

Meningococcal  Infections 

4 

29 

44 

24 

55 

27 

Viral  Meningitis 

1 

29 

58 

71 

62 

79 

Lyme  Disease 

0 

8 

15 

8 

15 

8 

Rocky  Mountain  Spotted  Fever 

0 

29 

18 

16 

18 

17 

Tularemia 

0 

20 

20 

36 

23 

36 

Measles 

0 

2 

1 

0 

5 

0 

Mumps 

2 

7 

5 

9 

7 

10 

Rubella 

0 

0 

0 

0 

0 

0 

Gonorrhea 

588 

4482 

6123 

6754 

7078 

7590 

Syphilis 

93 

894 

1078 

1357 

1324 

1612 

Legionellosis 

0 

3 

14 

6 

16 

6 

Pertussis 

1 

40 

32 

16 

33 

17 

Tuberculosis 

38 

197 

198 

165 

264 

209 

406 
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A New  HIV/ AIDS  Drug 


The  FDA  approved  3TC  (Lamivudine,  Epivir)  in 
late  November  of  1995.  This  drug  is  another  reverse 
transciptase  inhibitor  and  is  recommended  to  be  used 
for  therapy  in  combination  with  Retrovir  (AZT)  when 
antiretroviral  therapy  is  warranted  or  there  is  immu- 
nological evidence  of  disease  progression. 

The  Epivir/AZT  combination  therapy  shows  great 
promise  in  significantly  reducing  HIV  levels  and  in- 
creasing the  number  of  CD4  cells  in  HIV  positive  pa- 
tients, regardless  of  their  previous  exposure  to  AZT. 
Single  therapy  with  AZT,  DDI  or  3TC  did  not  accom- 
plish these  results.  The  positive  effects  of  the  combi- 
nation therapy  was  shown  to  persist  for  almost  a year 
in  some  study  participants.  Side  effects  with  the  com- 
bination therapy  were  no  greater  than  if  they  were 
only  taking  AZT. 

Epivir  is  marketed  by  GLAXO  WELLCOME  Phar- 
maceuticals. The  adult  and  adolescent  (12-16  years) 
recommended  oral  dose  is  150  mg  BID  in  combination 
with  AZT.  For  adults  weighing  less  than  50  kg.  or  110 
lbs.,  the  recommended  oral  dose  is  2mg/kg  BID  in  com- 


bination with  AZT.  There  is  no  recommendation  of 
dosage  for  adolescents  weighing  less  than  50  kg.  Dos- 
ages must  be  adjusted  in  accordance  with  renal  func- 
tion in  persons  over  16  years  of  age. 

The  recommended  oral  dose  for  patients  3 months 
to  12  years  is  3 mg/kg  BID,  to  a maximum  of  150  mg. 
BID,  in  combination  with  AZT.  One  open-label  un- 
controlled study  has  been  conducted  in  children  re- 
ceiving Epivir  monotherapy.  Fourteen  percent  devel- 
oped pancreatitis  while  13%  developed  paresthesias 
and  peripheral  neuropathies.  There  are  no  data  on  the 
use  of  Epivir  in  combination  with  AZT  in  pediatric 
patients. 

Epivir  is  already  available  in  some  local  pharma- 
cies and  is  being  made  available  through  the  Arkansas 
Department  of  Health  consortia  for  eligible  patients. 
Call  Lola  Thrower  at  661-2408.  For  additional  informa- 
tion about  other  experimental  or  approved  drugs  call 
the  AIDS  Treatment  Data  Network  at  their  nationwide, 
toll-free  treatment  access  program  at  (800)  734-7104.  ■ 


Medical  Doctor  Wanted 

Full  Time  - Part  Time 
New  Medical  Clinic  in  Fort  Smith,  AR. 
No  Evenings,  Weekends  or  Holidays. 
Flexible  Hours 

Call  501-785-0400 

or  send  resume  or  curriculum  vitae  to: 

Physician 

4300  Rogers  Avenue,  Suite  15 
Fort  Smith,  Arkansas  72903 


TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatrics 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 

The  Curare  Group,  Inc. 

Mary  Latter 
(800)  520-2028 

#M152MC 


NORTHWEST  FLORIDA:  Outstanding  opportunities, 
with  a variety  of  practice  options,  to  join  primary  care 
physicians  practicing  in  a progressive  hospital  environment. 
We  are  seeking  BE/BC  Internists,  Family  Practitioners  and 
Endocrinologists.  Highly  competitive  salary  with  incentive 
opportunities.  Excellent  school  systems  and  affordable  high 
quality  housing  readily  available.  Eisetibud  & Associates,  Inc. 
is  a healthcare  consulting  firm  specializing  in  physician 
recruitment.  FEES  & EXPENSES  PAID  BY  OUR  CLIENTS. 
If  you  are  interested  in  more  information  on  this  or  other 
opportunities,  call  us  or  FAX  your  C.V.  to:  Barbara  G. 
Eisenbud,  President;  Eisetibud  & Associates,  Inc.,  757 
Panorama  Road,  Villanova,  PA  19085,  1-800-342-2890,  FAX 
(610)  527-7732. 


Orthopaedic  surgeon  would  like  to  retire.  Excellent,  unique 
practice  situated  in  the  foothills  of  the  Ozarks  in  a recre- 
ational area  which  includes  a very  large  lake,  Greers  Ferry, 
and  an  excellent  trout  fishing  river,  the  Little  Red  River. 
Approximately  19,000  in  the  county  and  6,000  in  the  town 
of  Heber  Springs.  Practice  Type:  A-l  member.  Subspe- 
cialty interests  needed:  1.  Date  Available:  May  1996. 
Contact: 

Evelyn  Thomas  or  Jerry  L.  Thomas,  M.D. 
Thomas  Orthopaedic  Clinic 
102  Ash  Street,  P.O.  Box  957 
Heber  Springs,  AR  72543 

Phone:  (501)362-9991  Fax:  (501)362-9994 
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Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 
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I County  of  residence  at  the  time  of  test  (or  the  3,380  Arkansans  reported  to  be  HIV+.  (1 1/12/95)1 


HIV 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

S 

E 

Male 

100 

215 

248 

413 

400 

392 

352 

367 

315 

2,802 

83 

X 

Female 

8 

26 

37 

68 

85 

81 

94 

90 

89 

578 

17 

<5 

1 

1 

2 

8 

13 

6 

3 

7 

2 

43 

1 

5-12 

0 

1 

1 

5 

1 

2 

1 

0 

1 

12 

0 

A 

13-19 

0 

7 

8 

14 

19 

25 

11 

22 

12 

118 

4 

G 

20-29 

33 

110 

123 

183 

149 

156 

175 

145 

119 

1,193 

36 

E 

30-39 

44 

86 

104 

196 

208 

179 

168 

171 

168 

1,324 

39 

40-49 

22 

25 

35 

56 

70 

67 

65 

77 

65 

482 

14 

>49 

8 

6 

11 

17 

22 

38 

23 

35 

37 

197 

6 

R 

White 

87 

170 

174 

328 

298 

293 

278 

259 

245 

2,132 

63 

A 

Black 

21 

69 

108 

151 

184 

173 

163 

184 

148 

1,201 

35 

C 

Hispanic 

0 

1 

2 

1 

3 

4 

1 

7 

3 

22 

1 

E 

Other/Unknown 

0 

1 

1 

1 

0 

3 

4 

7 

8 

25 

1 

Male/Male  Sex 

64 

137 

140 

243 

246 

260 

241 

229 

134 

1,694 

50 

Injection  Drug  User  (IDU) 

13 

30 

48 

74 

96 

75 

64 

71 

41 

512 

15 

R 

1 

Male/Male  Sex  & IDU 

19 

23 

24 

32 

30 

34 

26 

23 

22 

233 

7 

Heterosexual  (Known  Risk) 

5 

25 

26 

59 

64 

68 

100 

87 

42 

476 

14 

S 

K 

Transfusion 

5 

5 

4 

6 

8 

10 

0 

2 

1 

41 

1 

Perinatal 

1 

1 

2 

8 

13 

8 

4 

7 

0 

44 

1 

Hemophiliac 

0 

0 

6 

18 

5 

6 

2 

3 

4 

44 

1 

Undetermined 

1 

20 

35 

41 

23 

12 

9 

35 

160 

336 

10 

HIV  CASES  BY  YEAR 

108 

241 

285 

481 

485 

473 

446 

457 

404 

3,380 

100 
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1983-1996 


AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 


AIDS 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

% 

S 

F 

Male 

85 

77 

70 

170 

176 

250 

336 

253 

209 

1,626 

87 

X 

Female 

5 

6 

10 

20 

25 

35 

64 

42 

33 

240 

13 

<5 

0 

1 

1 

6 

6 

3 

2 

1 

2 

22 

1 

5-12 

0 

1 

0 

1 

1 

0 

1 

0 

2 

6 

0 

A 

13-19 

0 

0 

0 

4 

3 

2 

4 

3 

1 

17 

1 

G 

20-29 

31 

27 

24 

55 

57 

81 

110 

67 

49 

501 

27 

E 

30-39 

39 

36 

41 

78 

80 

128 

178 

133 

108 

821 

44 

40-49 

15 

10 

7 

35 

41 

52 

78 

61 

46 

345 

19 

>49 

5 

8 

7 

11 

13 

19 

27 

30 

34 

154 

8 

R 

White 

74 

61 

58 

141 

134 

206 

275 

190 

153 

1,282 

69 

A 

Black 

16 

20 

21 

47 

66 

75 

121 

102 

86 

554 

30 

C 

Hispanic 

0 

1 

0 

0 

1 

3 

3 

2 

3 

13 

1 

E 

Other/Unknown 

0 

1 

1 

2 

0 

10 

10 

1 

0 

7 

0 

Male/Male  Sex 

55 

59 

50 

122 

120 

183 

239 

165 

112 

1,105 

60 

Injection  Drug  User  (IDU) 

12 

4 

11 

18 

29 

45 

70 

46 

37 

272 

15 

R 

Male/Male  Sex  & IDU 

16 

6 

6 

18 

17 

21 

27 

23 

18 

152 

8 

1 

Heterosexual  (Known  Risk) 

5 

3 

7 

11 

12 

24 

52 

41 

17 

172 

9 

S 

1/ 

Transfusion 

2 

7 

3 

7 

11 

3 

2 

4 

2 

41 

2 

f\ 

Perinatal 

0 

1 

1 

6 

6 

3 

3 

1 

3 

24 

1 

Hemophiliac 

0 

1 

1 

5 

5 

4 

5 

6 

7 

34 

2 

Undetermined 

0 

2 

1 

3 

1 

2 

2 

9 

46 

66 

3 

AIDS  CASES  BY  YEAR 

90 

83 

80 

190 

201 

284 

400 

295 

242 

1,866 

100 
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I Of  the  3,380  Arkansans  reported  to  be  HIV+,  1 ,866  have  been  diagnosed  with  AIDS.  (1 1/12/95)1 
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professional  Protection  Exclusively  since  1839 

To  reach  your  local  office,  call  800-344-1899. 


New  Members 


BENTONVILLE 

Dickinson  Jr.,  Rodger  Combs,  Orthopedics.  Medi- 
cal Education,  UAMS,  1971.  Internship/Residency, 
Maricopa  County  Hospital,  Phoenix,  Arizona,  1972/ 
1975.  Additional  Residency,  University  of  Alabama 
Hospitals,  1978.  Board  certified. 

BERRYVILLE 

Murphy,  Sean  Peter,  Family  Practice.  Medical 
Education,  University  of  California,  San  Francisco, 
1975.  Internship/Residency,  Valley  Medical  Center, 
Fresno,  California,  1978.  Board  certified. 

FAYETTEVILLE 

Hamilton,  Herbert  Edward,  Radiology.  Medical 
Education,  Fouisiana  State  University  Medical  Cen- 
ter, Shreveport,  1985.  Internship  - Family  Practice  - 
Monroe,  Louisiana  and  Birmingham,  Alabama,  1986/ 

1988.  Residency  - Radiology  - Mobile,  Alabama,  1994. 
Board  certified. 

HARRISON 

Leslie,  Sharron  Johnson,  Pediatrics/Family  Medi- 
cine. Medical  Education,  UAMS,  1978.  Internship/Resi- 
dency, UAMS,  1979/1981.  Board  certified. 

HOT  SPRINGS  VILLAGE 

Puen,  Roy  L.,  Family  Practice.  Medical  Education, 
Southwestern  University  College  of  Medicine,  Cebu 
City,  Philippines,  1985.  Internship/Residency,  Univer- 
sity of  Nebraska  Medical  Center,  Omaha,  1993/1995. 
Board  certified. 

JONESBORO 

Allen,  John  Melvin,  Urology.  Medical  Education, 
Nebraska  Wesleyan  University,  1985.  Internship,  Uni- 
versity of  Nebraska  College  of  Medicine,  1989.  Resi- 
dency, Louisiana  State  University,  1995. 

LITTLE  ROCK 

Beck,  William  Arthur,  Anesthesiology.  Medical 
Education,  UAMS,  1990.  Internship,  St.  Joseph's  Medi- 
cal Center,  South  Bend,  Indiana,  1991.  Residency, 
UAMS,  1995. 

Colwell,  Karen  Louise,  Internal  Medicine.  Medi- 
cal Education,  UAMSC,  1983.  Internship/Residency, 
UAMSC,  1984/1986.  Board  certified. 

David,  Alex  Stanley,  Nephrology.  Medical  Edu- 
cation, UAMS,  1990.  Internship/Residency,  UAMS, 
1991/1993.  Board  certified. 


Fiser,  Debra  Henry,  Pediatrics.  Medical  Education, 
UAMS,  1977.  Internship/Residency,  University  of  Ken- 
tucky in  Lexington,  1978/1980.  Fellowship,  University 
of  Florida,  Gainesville,  1981.  Board  certified. 

Garrett,  Nina  N.,  Gastroenterology.  Medical  Edu- 
cation, University  of  Texas  Health  Sciences,  Houston, 

1989.  Internship/Residency,  Emory  University,  1990/ 
1992.  Board  certified. 

Johnsrude,  Christopher  L.,  Pediatric  Cardiology. 
Medical  Education,  East  Carolina  University  School  of 
Medicine,  Greenville,  North  Carolina,  1988.  Internship/ 
Residency,  Cincinnati  Children's  Hospital  Medical 
Center,  1989/1991.  Fellowships,  Texas  Children's  Hos- 
pital, 1995.  Board  certified. 

Lewis,  Gregory  James  Stakesby,  Radiology.  Medi- 
cal Education,  University  of  Iowa  College  of  Medicine, 
Iowa  City,  1985.  Residency,  University  of  Arkansas 
Medical  Center,  1989.  Board  certified. 

Taylor,  Juanita  "Lynn,"  Psychiatry.  Medical  Edu- 
cation, UAMS,  1982.  Internship/Residency,  University 
Hospital,  Little  Rock,  1983/1987. 

NORTH  LITTLE  ROCK 

Harrington,  Gregory  Scott,  Family  Practice.  Medi- 
cal Education,  UAMS,  1987.  Internship/Residency, 
Eisenhower  Army  Medical  Center,  Ft.  Gordon,  Geor- 
gia, 1990.  Board  certified. 

Robinson,  Matthew  Miles,  Urology.  Medical  Edu- 
cation, University  of  Texas  Health  Science  Center,  San 
Antonio,  1990.  Internship/Residency,  UAMS,  1991/ 
1995. 

OSCEOLA 

Eskandar,  Ziad,  Internal  Medicine.  Medical  Edu- 
cation, Damascus  University  School  of  Medicine,  Syria, 

1990.  Internship,  Jersey  City  Medical  Center,  New  Jer- 
sey, 1993.  Residency,  St.  Agnes  Hospital,  Maryland, 
1995.  Board  certified. 

OZARK 

Brooks,  Homer  Edward,  Family  Practice.  Medical 
Education,  Universidad  Central  del  Este,  Dominican 
Republic,  1991.  Internship/Residency,  Minot  Center  for 
Family  Practice,  1993/1995.  Board  certified. 

PINE  BLUFF 

Orange,  Betty  L.,  OB/GYN.  Medical  Education, 
Oklahoma  College  of  Osteopathic  Medicine  and  Sur- 
gery, Tulsa  1989.  Internship,  Hillcrest  Medical  Center, 
1990.  Residency,  Deaconess  Medical  Center  West,  1995. 
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SEARCY 

Blakely,  Brent  Michael,  Anesthesiology.  Medical 
Education,  UAMS,  1991.  Internship/Residency,  UAMS, 
1992/1995. 


SPRINGDALE 

Strebeck,  Sarah  Lois,  Psychiatry.  Medical  Educa- 
tion, University  of  Mississippi  Medical  Center,  Jack- 
son,  1991.  Internship/Residency,  UAMS,  1992/1995. 

STUTTGART 

Chavin,  Michael  Alan,  Anesthesiology.  Medical 
Education,  Rush  Medical  College,  Chicago,  Illinois, 

1983.  Internship,  University  of  California,  San  Diego, 

1984.  Residency,  University  of  Miami,  Jackson  Memo- 
rial Hospital,  1985  and  Rush  Presbyterian  St.  Luke's 
Medical  Center,  Chicago,  Illinois,  1987.  Board  certi- 
fied. 


VAN  BUREN 

Heaver,  Holly  M.,  Internal  Medicine.  Medical 
Education,  University  of  Oklahoma  - Tulsa  Medical 
College,  1987.  Internship/Residency,  University  of 
Oklahoma  - Tulsa  Medical  College,  1984/1987.  Board 
certified. 


RESIDENTS 

Eyre,  Marion  Donald,  Otolaryngology.  Medical 
Education,  University  of  Louisville,  Kentucky,  1995. 
Residency,  UAMS,  2000. 

Moore,  Jesse  Daniel,  Family  Practice.  Medical 
Education,  UAMS,  1993.  Internship/Residency, 
Texarkana  - AHEC  Southwest,  1994/1996. 

Palmer,  Kristine  Gill,  Pediatrics.  Medical  Educa- 
tion, Louisiana  State  University,  Shreveport,  1994.  In- 
ternship/Residency, UAMS  - Arkansas  Children's 
Hospital,  1995/currently. 

STUDENTS 

Brian  Francis  Liebersbach 
Kristen  N.  Morehead 


ARKANSAS  - BC/BE  family  physicians 
needed  for  expanding  primary  care  network. 
No  financial  risk.  Above  average  salary, 
signing  bonus,  loan  repayment  assistance. 
Call  1:4,  university,  great  schools,  afford- 
able housing,  1 hour  to  major  metro.  Call 
or  send  C.V.  with  cover  to  Jane  Vogt, 
1-800-546-0954,  I.D.  #3979,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX:  314- 
726-3009. 


Unless  you  have 
money  to  bum... 
Maybe  it's  time  to 
consider  the  specialist 
in  bad  debt  recovery. 


Serving  Arkansas  Businesses  Since  1 94 1 

Freemyer  Collection  System 
1-800-373-0757 

American  Collectors  Association  Member 


Emergency  Care  Specialists  is  one  of 
America's  fastest  growing  contract 
management  groups.  Our  physicians 
pride  themselves  on  providing  the 
highest  quality  care  while  working  in  a 
stable  and  rewarding  work  environment. 


Currently  we  are  recruiting  physicians  seeking  the 
advantages  of  beautiful  Central  Tennessee,  a subur- 
ban community  of  Nashville,  or  a peaceful  small  town 
in  South  Central  Tennessee  neighboring  the  city  of 
Chattanooga. 

Qualified  candidates  should  be  Board  prepared  or 
Board  certified  in  emergency  medicine,  ora  primary 
care  specialty  with  experience  in  an  emergency 
department  of  12,000  annual  patient  visits  or  greater. 

CONTACT: 

DAVE  MCLEOD 

1550  NE  MIAMI  GARDENS  DRIVE,  SUITE  504 
NORTH  MIAMI  BEACH,  FL  33179 
PHONE:  800-372-2600 
FAX:  305-947-9990 


Profile 


David  S.  Siegel,  M.D.,  Ph.D. 

PROFESSIONAL  INFORMATION 

Specialty:  Bone  Marrow  Transplantation;  Hematology/Oncology 
Years  in  Practice:  Three 
Office:  UAMS 

Medical  School:  New  York  University  Medical  College,  1986 
Internship/ Residency:  NYU/Bellevue  Hospital  Center,  1987/1989 
Honors! Awards:  ASCO  Young  Investigator  - 1993 


PERSONAL  INFORMATION 
Wife:  Rena  Feinman,  Ph.D. 

Daughters:  Avital  - 5 years  old  and  Ariel  - 2 1/2  years  old 
Date/Place  of  Birth:  September,  17,  1956,  New  York,  N.Y. 

Volunteer  Work:  Sunday  School 

Hobbies:  woodwork,  chess,  ping-pong,  basketball 

THOUGHTS 

If  I had  a different  job,  I'd  be:  A carpenter 
Worst  Habit:  I eat  too  much 
Best  Habit:  I eat  too  much 

Behind  my  back,  they  say:  He  should  lose  some  weight 
Most  valued  material  possessions:  Judaica  collection 
The  turning  point  of  my  life  was  when:  I met  my  wife 
Favorite  vacation  spot:  Cape  Cod,  Massachusetts  and  Israel 
One  goal  I haven't  yet  achieved:  Curing  Multiple  Myeloma 
Favorite  childhood  memory:  Climbing  sand  dunes  in  Cape  Cod 
When  I was  a child,  I wanted  to  grow  up  to  be:  A physician 
One  of  my  pet  peeves:  Saying  "I'm  fixin'  to" 

First  job:  Bicycle  mechanic 
Worst  job:  Pizza  delivery  boy 

My  life  philosophy:  Do  unto  others  as  you  would  have  them  do  unto  you... 


The  New  Member  Profile  is  anew  feature  in  The  Journal  of  the  Arkansas  Medical  Society  and  will  appear  periodically.  In  addition  to  this 
new  feature,  The  Journal  will  also  host  a feature  for  regular  members.  If  you  are  interested  in  appearing  in  either  the  New  Member  Profile 
or  Member  Profile,  contact  Tina  Wade  at  the  Arkansas  Medical  Society  at  (501 ) 224-8967  or  1-800-542-1058. 


M Outdoor  MD 


Information  provided  by 
the  Arkansas  Game  & Fish  Commission 


Pine  Bluff  pre-med  student  wins  Foundation's  bass  boat 

Gabe  Galster's  participation  in  bass  tournaments  will  likely  take  a 
new  slant  now  that  he's  the  owner  of  a shiny  new  Ranger  bass  boat  rig. 

Galster,  20  and  a Pine  Bluff  resident  now  living  in  Little  Rock  and 
attending  the  University  of  Arkansas  at  Little  Rock,  won  the  boat  be- 
fore the  holidays  at  the  Arkansas  Outdoor  Hall  of  Fame  banquet  spon- 
sored by  the  Arkansas  Game  and  Fish  Foundation. 

Proceeds  from  the  banquet  will  be  used  to  complete  payment  for 
the  Robinwood  Tract,  an  addition  to  the  Wattensaw  Wildlife  Manage- 
ment Area  on  the  White  River  in  Prairie  County. 

Galster,  a college  sophomore  in  a pre-med  program,  said,  "I'm 
always  hunting  and  fishing.  That's  what  I do  on  the  weekends." 

The  son  of  Mike  and  Vali  Galster,  he  said  his  special  interests, 
along  with  bass  fishing,  are  fly  fishing  on  the  Little  Red  River  in  north- 
central  Arkansas,  spearfishing,  duck  hunting  and  squirrel  hunting.  "I 
also  like  to  canoe  and  fish  for  smallmouth  bass  on  the  Buffalo  River 
and  the  Caddo  River." 

Galster  and  his  parents  said  the  winning  of  the  $20,000  bass  boat 
rig  was  a turnaround  from  some  recent  "disasters"  in  their  outdoor 
activities. 

"We  had  a deep  sea  boat  struck  by  lightning  while  we  were  driv- 
ing down  the  highway.  That's  unusual,  but  we  got  it  fixed,  then  later 
it  burned  to  the  waterline  over  at  Lake  Ouachita.  And  last  year,  we 
had  our  (Chevrolet)  Suburban  blow  up  on  the  way  to  elk  hunt  in 
Colorado.  So  it  really  feels  good  to  win  something.  I think  the  only 
thing  I ever  won  before  was  a hat  at  a Ducks  Unlimited  banquet  one 
time,"  Galster  said. 

Alcohol,  jet  skis  are  prominent  in  Arkansas  boat  accidents 

Marvin  "Butch"  Potts,  boating  safety  coordinator  for  the  Arkansas 
Game  and  Fish  Commission,  said  1995  was  marked  by  an  alarming 
rise  in  accidents  involving  personal  watercraft,  often  called  jet  skis. 
He  said  Arkansas  boaters  as  a whole  have  been  good  about  obeying 
the  new  regulations  passed  in  early  1995  by  the  Legislature,  including 
use  of  life  jackets. 

From  January  through  September  of  1995,  there  were  63  boating 
accidents  reported,  with  eight  deaths  and  31  injuries.  Four  deaths  and 
10  injuries  resulted  from  accidents  involving  alcohol,  Potts  said.  Ten  of 
the  accidents  were  collisions  between  two  personal  watercraft.  The 
small,  speedy  vessels  were  involved  in  25  accidents,  resulting  in  two 
persons  killed  and  17  hurt. 


Red  Slough  Waterfowl  Rest  Area 

A wintering  waterfowl  rest  area  in 
southwest  Arkansas,  built  by  four  public 
and  private  agencies,  was  dedicated  re- 
cently. 

Red  Slough  Waterfowl  Rest  Area  cov- 
ers 185  acres  on  the  southern  portion  of 
the  Arkansas  Game  and  Fish 
Commission's  Bois  d'Arc  Wildlife  Man- 
agement Area  in  Hempstead  County 
southwest  of  Hope.  Red  Slough  is  reached 
off  Arkansas  Highway  355  by  a road 
around  the  perimeter  of  Bois  d'Arc  Lake. 

It  will  benefit  ducks,  from  both  the 
Central  Flyway  and  Mississippi  Flyway, 
that  spend  the  winter  in  the  area  or  stop 
over  on  migration  flights  to  the  Gulf  Coast 
and  other  points.  The  rest  area  was  cre- 
ated by  the  building  of  a mile-long  levee 
and  installating  of  several  L-shaped  wa- 
ter control  structures  called  dashboard 
risers. 

Water  is  provided  by  an  innovative  si- 
phon system  which  brings  in  water  from 
nearby  Bois  d'Arc  Lake. 

Red  Slough  Waterfowl  Area  was  con- 
structed by  a partnership  of  the  Game  and 
Fish  Commission,  Hempstead  County 
Natural  Resources  Conservation,  Ducks 
Unlimited  and  the  Arkansas  Wildlife  Fed- 
eration. It  will  also  benefit  other  game  and 
nongame  wildlife. 

The  rest  area  and  its  access  road  cost 
$150,000,  with  much  of  the  money  com- 
ing from  mitigation  funds. 
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Radiological  Case 
of  the  Month 

John  DeLoach,  M.D. 

John  Hayes,  M.D. 

Michael  Stair,  M.D. 

Frank  Ludwig,  M.D. 

David  Bevans,  M.D. 

Charles  Fielder,  M.D. 

David  Harshfield,  M.D 

HISTORY: 

This  57  year  old  female  was  referred  for  work-up  of  a faint,  almost  imperceptible  density  seen  on  a screening 
mammogram  (figure  2).  Although  subtle,  this  density  had  increased  in  conspicuity  compared  to  prior  mammograms. 
The  lesion  could  not  be  seen  with  ultrasonography  and  was  classified  as  “indeterminate.”  The  patient  underwent 
stereotactic  core  biopsy  for  diagnosis. 


Figure  5 Figure  6 


FIGURE  1:  The  Mammotome  Biopsy  System  is  designed  to  facilitate  stereotactic  core  biopsy  of  difficult  lesions  such 
as  microcalcifications.  With  its  unique  single-insertion  technology,  the  Mammotome  System  enables  the  physician  to 
rapidly  obtain  multiple  core  specimens  with  a single  insertion.  This  advanced  technology  permits  the  sampling  notch 
to  be  repositioned  in  vivo  for  selective  tissue  sampling.  The  Mammotome  System  demonstrates  consistently  supe- 
rior histologic  specimens  and  is  compatible  with  any  stereotactic  prone  table. 

FIGURE  2:  A localization  scout  mammogram  in  the  cramo-caudal  dimension  The  lesion  is  barely  visible  (black  arrows). 

FIGURE  3 and  4:  Represented  are  stereotactic  images  from  two  angles,  30  degrees  apart.  The  needle  has  been 
placed  in  the  center  of  the  faintly  visible  lesion.  A metallic  marker  can  also  be  seen  on  both  images.  This  is  a small  “B- 
B”  placed  on  the  surface  of  the  skin  which  aides  the  technologist  in  positioning  the  patient. 

FIGURE  5 and  6:  Pre-biopsy  scout  image  (figure  5)  with  lesion  enhanced  by  digital  post  processing,  compared  with 
post  biopsy  image  (figure  6)  showing  most  of  the  lesion  has  been  removed  leaving  only  a small  air  collection  and  no 
hematoma. 
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Ductal  carcinoma  in  situ 


DIAGNOSIS: 

Ductal  carcinoma  in  situ. 

DISCUSSION: 

Surgical  Biopsy  vs.  Core  Biopsy  - Open  surgical  biopsy  was  the  commonly  used  method  for  diagnosis  of 
breast  cancer  for  more  than  20  years.  For  small  abnormalities,  radiologists  use  a needle  to  insert  a localization  wire; 
this  wire  guides  the  surgeon  to  the  abnormal  tissue  during  surgery.  Ideally,  the  wire  can  be  placed  within  one  centime- 
ter of  the  lesion;  in  practice,  however,  factors  such  as  the  size  of  the  breast  and  the  type  of  imaging  used  can  make 
placement  less  accurate. 

Once  the  localization  wire  is  in  place,  the  surgeon  dissects  the  tissue  around  the  wire,  removing  the  wire  and  the 
tissue.  A radiologist  often  then  radiographs  the  sample  tissue  to  locate  the  lesion  within  it. 

Each  of  these  steps  contains  a margin  of  error.  The  radiologist  placing  the  localization  wire  may  miss  the  lesion; 
the  surgeon,  following  the  wire  “blind,”  may  miss  the  abnormal  tissue;  and  the  pathologist  may  not  select  and  evaluate 
the  appropriate  tissue.  Various  studies  report  the  "miss”  rate  for  surgical  biopsies  at  1 percent  to  10  percent.  In 
addition,  the  process  leaves  a two-inch  scar  and  may  disfigure  the  breast. 

Core  Biopsy  - Large-core  breast  biopsy  offers  substantial  advantages  over  surgical  biopsy.  A core  biopsy  is 
one-fourth  to  one-third  the  cost  of  a surgical  biopsy  and  can  be  set  up  and  performed  more  quickly.  The  complication 
rate  is  negligible  and  no  adverse  cosmetic  results  have  been  reported  after  core  biopsy.  Core  biopsy  is  well  tolerated, 
and  the  patient  does  not  lose  additional  time  from  work,  which  in  turn  reduces  the  cost  to  society.  Most  patients  are 
able  to  return  to  work  or  the  activities  of  daily  life  immediately  after  a core  biopsy  has  been  performed. 

Percutaneous  Biopsy  - A percutaneous  breast  biopsy  is  a non-surgical  procedure  for  collecting  abnormal  breast 
tissue  specimens.  The  physician  makes  a tiny  nick  in  the  skin,  through  which  a device  is  inserted  to  obtain  tissue  from 
the  abnormal  area  or  lesion. 

In  a standard  core  biopsy,  multiple  passes  through  the  skin  are  made  using  a needle  with  an  inner  grooved  stylet 
and  an  outer  cutting  cannula,  commonly  called  a Tru-Cut  needle.  Each  insertion  captures  a core  sample. 

In  contrast  to  standard  core  biopsy,  the  newest  technology,  the  Mammotome  Biopsy  System,  makes  only  one 
insertion  through  the  skin  into  the  breast.  It  gathers  samples  by  using  a gentle  vacuum  to  repeatedly  draw  tissue  into 
the  hollow  chamber  of  a probe. 

Percutaneous  biopsy  is  done  with  the  aid  of  guided  imaging.  Stereotactic  imaging  takes  X-ray  pictures  from  two 
angles,  30  degrees  apart. 

During  this  biopsy  procedure,  the  patient  lies  face  down  on  a special  table  with  an  opening  through  which  the 
breast  protrudes.  The  physician’s  “work  space"  resides  under  the  table,  out  of  the  patient’s  view.  The  breast  is 
compressed,  as  for  a mammographic  screening.  Two  stereotactic  X-rays  are  taken,  from  which  a computer  can 
calculate  the  exact  location  of  abnormal  tissue.  A local  anesthetic  is  applied,  and  a tiny  nick  is  made  in  the  breast 
where  the  biopsy  probe  will  be  inserted.  The  computerized  imaging  system  guides  the  probe  to  the  precise  location  of 
the  lesion. 

In  a standard  core  biopsy,  a needle  is  “fired”  into  the  lesion  to  obtain  a core  sample  for  analysis.  To  ensure 
adequate  sampling,  the  lesion  is  approached  from  different  angles  and  many  core  samples  are  taken.  The  needle 
must  be  removed  from  the  breast  after  each  core  is  taken  and  re-inserted  for  the  next  sample.  The  procedure  is  less 
effective  in  sampling  breast  lesions. 

Tru-Cut  needle  technology  has  iong  been  used  in  obtaining  biopsy  samples  from  organs  other  than  the  breast, 
such  as  the  prostate  for  which  it  was  originally  designed.  In  1988,  it  was  adapted  for  use  in  sampling  lesions  in  the 
breast. 

Percutaneous  Biopsy  using  the  Mammotome  - The  Mammotome  Biopsy  System  represents  a wholly  new 
approach  to  sampling  lesions  in  the  breast.  Rather  than  adapting  technology  used  to  biopsy  other  organs  of  the  body, 
as  Tru-Cut  needle  technology  did,  the  Mammotome  system  was  developed  specifically  for  the  use  in  the  breast. 

One  of  the  Mammotomes  greatest  benefits  lies  in  its  ability  to  effectively  biopsy  early  stage  breast  cancer  such  as 
microcalcifications  Found  during  mammographic  screenings,  microcalcifications  may  be  less  than  a millimeter  in 
size  and  clustered  together  in  an  area  less  than  5mm  in  size.  In  approximately  40  percent  of  women  under  age  40, 
microcalcifications  are  the  only  indication  of  early  breast  cancer.  Where  other  biopsy  instruments  may  fail  to  capture 
sufficient  tissue  surrounding  microcalcifications,  the  directional  Mammotome  probe  is  able  to  efficiently  biopsy  them. 
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The  physician  and  patient  can  be  confident  that  the  suspicious  area  is  thoroughly  biopsied. 

The  Mammotome  system  is  comprised  of  a disposable  probe  and  a motorized  driver.  The  probe  is  configured 
with  a piercing  tip,  sampling  notch,  cutter,  thumbwheel,  vacuum  and  specimen  collection  chamber,  and  the  probe  is 
housed  in  the  driver  (see  Figure  1 ).  While  the  probe  remains  in  the  breast,  its  sampling  notch  may  be  rotated  in  a full 
circle.  Because  the  sampling  notch  is  directional,  it  can  obtain  multiple  specimens  without  having  to  be  repeatedly 
removed  and  inserted. 

The  vacuum  gently  draws  tissue  into  the  notch,  where  it  is  severed  by  a high-speed  rotating  cutter.  It  is  then 
transported  to  the  collection  chamber  outside  of  the  breast.  Using  the  thumbwheel,  the  physician  rotates  the  notch  to 
the  desired  position  and  the  procedure  is  repeated.  Typically,  8 to  12  samples  allow  a thorough  diagnostic  evaluation 
of  the  suspected  abnormality. 

Unlike  all  other  commercially  available  biopsy  devices,  the  Mammotome  technology  offers  several  advantages  to 
physicians.  First,  it  saves  time  because  the  probe  is  inserted  just  once.  Second,  the  Mammotome  can  be  used  to 
secure  at  least  a 200  to  300  percent  larger  specimen.  In  addition,  the  amount  and  quality  of  the  tissue  allow  the 
pathologist  to  make  a definitive  histologic  assessment  of  the  lesion. 

REVIEW 

There  are  now  many  interventional  tools  at  the  disposal  of  the  modern  breast  specialist,  including  aspiration, 
abscess  drainage,  needle  localization,  galactography,  and  percutaneous  biopsy.  However,  these  tools  need  to  be 
used  wisely  in  a logical,  stepwise  progression  to  a definitive  diagnosis.  By  following  the  appropriate  critical  pathways 
of  breast  intervention,  the  breast  specialist  now  has  many  options  for  breast  diagnostic  work-up  before  having  to 
resort  to  open  surgical  biopsy. 

The  critical  pathways  for  breast  intervention  depend  on  the  mammographic  appearance  of  the  lesion.  By  dividing 
breast  lesions  into  three  categories  - round  or  oval  nodules,  irregular  or  spiculated  masses  and  asymmetric  opacities 
or  microcalcification  iesions  - the  specialist  can  use  different  diagnostic  and  interventional  tools  to  determine  whether 
a biopsy  is  necessary  and,  if  so,  what  approach  to  use  for  that  biopsy.  The  same  tools  that  the  specialist  uses  to 
determine  the  nature  of  non-palpable  lesions  can  and  should  also  be  used  for  palpable  lesions.  In  fact,  since  the  term 
palpable  represents  a spectrum  of  clinical  findings  from  “vague  thickening"  to  a “rock  hard,  immovable  mass,”  a good 
radiologic  work-up  that  includes  high-quality  breast  ultrasound  should  be  performed  to  discriminate  among  the  le- 
sions of  this  palpable  spectrum.  Since  most  palpable  lesions  subjected  to  breast  ultrasound  represent  only  simple 
cysts,  “fibrocystic  change,”  or  fibroadenomas,  the  patient  does  not  require  a biopsy  of  any  kind. 

When  a biopsy  is  indicated,  however,  most  specialist  now  use  the  automated  large-core  technique  with  either 
stereotactic  or  US  guidance.  Most  pathologists  are  comfortable  interpreting  core  specimens,  and  the  histologic  re- 
sults obtained  allow  more  definitive  benign  and  malignant  diagnoses  compared  with  fine-needle  aspiration.  Although 
many  specialists  are  now  comfortable  with  automated  core  biopsy  of  the  breast,  it  has  become  clear  that  five  or  more 
cores  are  necessary  in  nodular  lesions  and  10  or  more  cores  are  needed  in  cases  of  microcalcifications  to  limit 
sampling  error. 

As  a result  of  the  need  for  multiple,  time-consuming  core  acquisitions,  a new  device  has  been  introduced 
(Mammotome;  Biopsys  Medical,  San  Juan  Capistrano,  Calif)  that  allows  a greater  amount  of  breast  tissue  to  be 
harvested  in  a much  shorter  time.  Results  of  clinical  trials  were  recently  presented  at  The  American  College  of 
Surgeons  81st  Clinical  Congress  in  October  and  at  the  1995  Radiology  Society  of  North  America 

meeting  in  Chicago.  The  Women’s  Center  at  Riverside  Imaging  Center  is  one  of  the  clinical  test  sites  for  Biopsys. 
Eight  malignancies  were  discovered  in  the  initial  50  patients  utilizing  the  Mammotome  system  (16%).  Riverside 
Imaging  Center  utilizes  the  digital  upgrade  to  the  standard  Fischer  Stereotactic  Biopsy  table  to  reduce  the  entire 
biopsy  time  to  less  than  thirty  minutes.  Our  pathologist  can  provide  an  initial  diagnosis  by  touch-prep  technique  so 
that  results  are  available  to  the  physician  and  patient  within  a few  hours  after  the  procedure.  All  of  these  new  biopsy 
devices  will  soon  be  commercially  available. 

We  have  found  this  device  to  be  especially  useful  in  cases  of  microcalcifications.  Because  it  is  essential  to  obtain 
at  least  some  of  the  calcifications  in  question,  the  conventional  biopsy  gun  technique  requires  acquisition  of  10  or 
more  conventional  cores  and  up  to  an  hour  (sometimes  even  more)  of  the  specialist's  time.  With  the  Mammotome, 
larger  samples  are  obtained  through  the  same  size  skin  opening  as  made  by  a 14  gauge  needle,  because  the  probe 
of  the  Mammotome  does  not  have  to  be  removed  from  the  breast  after  each  sample  acquisition,  the  specialist  can 
complete  the  requisite  acquisition  of  microcalcifications  in  5-10  minutes.  This  capability  will  certainly  streamline  per- 
cutaneous breast  biopsy  at  a time  when  with  managed  care  and  capitation  few  physicians  will  be  able  to  spend  an 
hour  or  more  on  a biopsy. 

Following  the  critical  pathways  for  cyst  aspiration,  ductography,  abscess  drainage  and  percutaneous  biopsy, 
most  breast  problems  that  still  linger  after  the  imaging  work-up  can  now  be  definitively  resolved  without  open  surgical 
biopsy. 
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CONCLUSION 

There  is  no  question  that  percutaneous  large  core  needle  biopsy  is  here  to  stay.  The  experience  at  Riverside 
Imaging  Center,  along  with  the  reported  results  of  a growing  number  of  published  studies,  corroborate  the  fact  that  14 
gauge  core  biopsy  is  an  accurate  substitute  for  surgical  biopsy  of  most  breast  lesions.  In  this  last  year,  180,000 
women  were  diagnosed  with  breast  cancer.  For  every  one  of  those  1 80,000  women  with  cancer  confirmed  by  surgi- 
cal biopsy,  an  additional  four  women  underwent  surgical  biopsy  of  a benign  lesion.  Percutaneous  large-core  biopsy 
instead  of  surgical  biopsy  would  be  equally  as  accurate  and  could  save  the  health  care  system  at  least  one  billion 
dollars  a year.  The  cost  of  stereotactic  core  biopsy  is  25%  to  33%  of  the  cost  of  surgical  biopsy.  Before  our  clinic 
adopted  core  biopsy,  patients  who  were  advised  to  undergo  surgical  biopsy  waited  for  an  appointment  with  the 
surgeon  and  then  subsequently  had  to  wait  for  scheduling  with  the  hospital  operating  room.  Our  philosophy  is  to 
circumvent  all  the  waiting  which  confronts  patients  and  their  physicians  in  arriving  at  a final  diagnosis  for  breast 
problems.  With  this  new  technology,  it  is  not  inconceivable  that  a woman  could  present  for  a diagnostic  mammogram 
which  shows  an  abnormality  which  is  not  resolved  after  appropriate  adjunct  imaging  techniques  (magnification  com- 
pression mammograms,  ultrasound,  etc.).  After  appropriate  clinical  consultation  and  discussing  with  the  patient  all 
the  risks,  benefits,  and  alternatives  (taking  into  account  the  patient's  personal  situation,  health,  etc.)  the  patient  could 
then  undergo  a stereotactic  core  biopsy  prior  to  leaving  the  imaging  center.  Within  two  hours  the  patient  could  be 
called  with  the  results  of  the  biopsy.  If  positive,  the  patient  could  then  schedule  surgery  at  the  soonest  available  time. 
If  benign,  the  patient  could  resume  her  normal  activities  without  further  anxiety  or  worry.  Close  adherence  to  this 
philosophy  relieves  patients  of  the  almost  intolerable  wait  for  days  and  even  weeks  for  a surgical  biopsy  and  recovery 
from  that  surgical  procedure.  In  addition,  this  will  spare  the  80%  to  90%  of  patients  whose  breast  lesions  were  benign 
from  undergoing  the  expensive,  painful,  and  sometimes  disfiguring  surgical  biopsies  which  presently  are  necessary 
to  find  the  10%  to  20%  of  patients  with  true  malignancies.  Our  “gold  standard,"  mammography,  is  the  most  sensitive 
indicator  of  breast  cancer  available  to  physicians  today.  Unfortunately,  our  "best  exam"  has  an  80%  to  90%  false 
positive  rate.  By  the  use  of  adjunct  imaging  modalities  such  as  ultrasound  and  less  invasive  biopsy  techniques  such 
as  the  stereotactic  biopsy  system,  we  can  markedly  decrease  the  down  stream  costs  related  to  early  diagnosis  of 
breast  cancer. 


Authors:  John  DeLoach,  M.D.,  John  Hayes,  M.D.,  and  Michael  Stair,  M.D.,  are  with  the  Pulaski  Surgery  Center  and  Frank 
Ludwig,  M.D.,  David  Bevans,  M.D.,  and  Charles  Fielder,  M.D.,  are  with  North  Little  Rock  Surgery  Center. 

Editor:  David  Marshfield,  M.D.,  is  Director  of  Radiology  at  Riverside  Imaging  Center  and  Clinical  Associate  Professor  of 
Radiology  at  (JAMS. 


The  University  of  Arkansas  College  of  Medicine 
Department  of  Neurology  and  the  Office  of  Continuing 
Medical  Education 

presents 

Neurology  for  the  Primary  Care  Physician 
March  15-16, 1996 
Majestic  Resort  and  Spa 
Hot  Springs  National  Park,  Arkansas 

Guest  Faculty 
Robert  A.  Fishman,  M.D. 

Topics  include: 

Acute  Visual  Loss,  Spinal  Cord  Compression,  Stroke, 
Rapidly  Evolving  Weakness,  and  Autonomic 
Dysfunction 


The  University  of  Arkansas  College  of  Medicine 
ARKANSAS  DIABETES  PROGRAM  and  the  Office 
of  Continuing  Medical  Education;  American  Diabetes 
Association,  Arkansas  Affiliate;  and  the 
Geriatric  Research  Education  & Clinical  Center 
John  L.  McClellan  Memorial  Veterans  Hospital 
presents 

Diabetes  Update  1996 
April  13, 1996 
Holiday  Inn  West 
Little  Rock,  Arkansas 

Guest  Faculty 

Julio  V.  Santiago,  M.D.,  and 
Madelyn  L.  Wheeler,  R.D.,  M.S.,  C.D.E. 


For  more  information  contact: 

Office  of  Continuing  Medical  Education,  4301 
West  Markham,  Slot  525,  Little  Rock,  AR  72205 
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Your  People 
on  the  Inside 

M.D.  ONLINE  - EASY-ACCESS  SUPPORT  SERVICES 

From  Arkansas  Children’s  Hospital 


Voice  mail.  The  run-around.  Long  lists 
of  phone  numbers.  Forget  all  those  hassles! 
When  you  need  patient  information,  M.D. 
Online  services  are  like  an  extension  of 
your  staff  — inside  Arkansas  Children’s 
Hospital. 

First,  there’s  the  toll  free  number: 
1-800-777-7700.  With  M.D.  Connect,  it’s 
the  only  phone  number  you  need.  Call  us 
and  we’ll  quickly  locate  the  person  or  infor- 
mation you  need.  We’ll  phone,  we’ll  fax, 
we’ll  do  whatever  it  takes  to  respond  with 
the  vital  information  you  require. 

And  with  our  Online  Service,  you  can 
access  patient  information  directly  in  the 
ACH  computer  system.  We  provide  the  soft- 


Debbie 

Hicks 


ware  and  support.  All  you  need  is  the  hard- 
ware. 

There’s  just  one  more  introduction  you 
need:  our  M.D.  Online  staff.  Dedicated  to 
making  your  life  easier,  these  are  your  peo- 
ple on  the  inside  at  1-800-777-7700.  Give 
them  a call! 

ARKANSAS 

nrn.DRF.NS 

H Q S PI  T A L 
CAV^GiN^  ObLDRDl'5  LiVez 

800  Marshall  Street  • Little  Rock  • 501-320-1  100 
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Schichtl 
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AMS  Newsmakers 


The  medical  office  of  Dr.  Victor  Biton  in  Little 
Rock  has  been  selected  as  one  of  almost  100  neurology 
centers  nationwide  to  participate  in  research  studies 
for  the  treatment  of  patients  with  partial  seizures  of 
epilepsy.  The  treatment  features  a new  investigative 
medication  called  vigabatrin,  now  awaiting  FDA  ap- 
proval. For  more  information,  see  the  Medicine  in  the 
Neivs  section  in  this  issue  of  The  Journal. 

Dr.  Ismail  H.  Ihmeidan,  of  the  Fort  Smith  Holt 
Krock  Clinic,  has  been  granted  a Certificate  of  Added 
qualifications  in  Neuroradiology  by  the  American  Board 
of  Radiology. 

For  his  county  and  community  service.  Dr.  Ralph 
Joseph,  a physician  of  internal  medicine  in  Walnut 
Ridge,  was  recently  named  1995  Lawrence  County  Man 
of  the  Year  at  the  annual  Walnut  Ridge  Area  Chamber 
of  Commerce  banquet. 

Dr.  Robert  McMahon,  a gastroenterologist  with 
Columbia  Family  Clinic  in  Little  Rock,  was  a guest 
speaker  recently  for  the  State  Meeting  of  the  Arkansas 
Society  of  Gastroenterology  Nurses  & Associates.  He 
made  a presentation  entitled  "Putting  Things  in  Place; 
Esophageal  Stents." 

Dr.  Sandra  Denise  Bruce  Nichols,  director  of  the 
state  health  department,  was  recently  honored  with 
the  Community  Leadership  Award  by  the  Little  Rock 
FBI  office  for  her  efforts  in  fighting  drug  abuse  in  Ar- 
kansas. Dr.  Nichols  oversees  the  state  Alcohol  and 
Drug  Abuse  Prevention  Bureau,  and  said  she  accepted 
the  award  on  behalf  of  hundreds  of  Arkansans  work- 
ing to  prevent  drug  abuse. 

Dr.  J.  Gerald  Quirk,  chairman  of  the  obstetrics/ 
gynecology  department  at  UAMS,  has  been  presented 
with  the  1995  Person  of  the  Year  Award  by  the  Cam- 
paign for  Healthier  Babies.  This  is  the  first  year  the 
honor  has  been  awarded  by  the  campaign  which  is  a 
coalition  that  promotes  early  prenatal  care. 

Dr.  David  H.  Roberts  of  Mountain  Home,  chief 
of  staff  at  Baxter  County  Regional  Hospital  and  in  pri- 
vate practice  at  Mountain  Home  Radiology  consult- 
ants, has  been  named  as  a fellow  of  the  American 
College  of  Radiology.  He  was  named  as  one  of  130 
new  fellows  by  the  college's  board  of  chancellors  dur- 
ing the  annual  meeting  in  Boston,  Mass. 
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Dr.  Joe  Rosenzweig,  a retired  Hot  Springs  physi- 
cian, and  his  wife  Susi  were  honored  recently  by  a 
group  of  Hot  Springs  residents  for  their  longtime  lead- 
ership and  activities  in  their  church  and  community. 
The  event,  held  at  the  Hot  Springs  Park  Hilton,  also 
kicked  off  a fund  in  the  couple's  names  to  promote 
interfaith  understanding  and  local  interfaith  activities. 

Dr.  Bernard  A.  Tisdale,  a Fort  Smith  radiation 
oncologist  affiliated  with  the  Holt  Krock  Clinic,  pre- 
sented a paper  entitled  "Primary  Radiation  Therapy 
for  Adenocarcinoma  of  the  Prostate"  during  the  89th 
Annual  Scientific  Assembly  of  the  Southern  Medical 
Association  held  in  Kansas  City,  Missouri,  in  November. 

Dr.  Rowland  Vernon,  a Fort  Smith  surgeon,  has 
been  elected  president  of  the  BueLingo  Cattle  Society 
board  of  directors.  He  was  elected  to  office  at  the  an- 
nual convention  in  Dubuque,  Iowa. 

Seven  UACM  students  were  selected  by  the  AMS 
Alliance  to  receive  the  national  AMA  1995-96  Educa- 
tion and  Research  Foundation  Scholarship.  The  schol- 
arships are  awarded  annually  to  medical  students  who 
demonstrate  outstanding  academic  achievement  and 
"possess  the  humanitarian  skills  to  become  caring  and 
compassionate  physicians." 


Front  row,  left  to  right:  Kristy  Cowherd,  ofCrossett; 

Mrs.  Jack  Blackshear,  AMS  Alliance  Representa- 
tive; Paige  Cash,  of  HLR;  Vicki  Major,  of  Bigelow. 

Back  row,  left  to  right:  Stacey  Klutts,  of  Mountain 
Home;  Brian  Blair,  ofVilonia;  Jeff  Conaway,  of  Little 
Rock;  and  Lee  Johnson,  of  Greenwood. 

Physician's  Recognition  Award  - The  Physician's  Rec- 
ognition Award  is  awarded  each  month  to  physicians 
who  have  completed  acceptable  programs  of  continu- 
ing education.  Recipients  for  the  month  of  October 
1995  are:  James  Douglas  Armstrong,  Ashdown;  Clinton 
James  Fuller,  Little  Rock;  Thomas  Wayne  Koonce,  Little 
Rock;  Douglas  F.  Smart,  Little  Rock;  Abdalla  A.  Tahiri, 
Little  Rock  and  Terrance  J.  Zuerlein,  Little  Rock. 
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left  to  right:  Belinda  Burnett  and  Mr.  Fred  Reddoch, 
who  presented  the  award. 


Belinda  Burnett,  a sophomore  UACM  medical  stu- 
dent from  Little  Rock,  has  received  the  Pulaski  County 
Medical  Society  1995-96  Scholarship  for  her  outstand- 
ing academic  achievement,  leadership,  character  and 
financial  need. 


left  to  right:  Bryan  McDonnell  and  Dr.  Elton 
Cleveland  of  the  UAMS  Dept,  of  Family  and  Com- 
munity Medicine. 


Bryan  McDonnell,  a junior  UACM  medical  stu- 
dent from  Hot  Springs,  has  received  the  Arkansas 
Academy  of  Family  Physicians  Foundation  Scholarship. 


Medicine  in  the  News 


Health  Care  Access  Foundation 

As  of  December  1,  1995,  the  Arkansas  Health  Care 
Access  Foundation  has  provided  free  medical  service 
to  10,195  medically  indigent  persons,  received  18,871 
applications  and  enrolled  37,593  persons.  This  program 
has  1,716  volunteer  health  care  professionals  includ- 
ing medical  doctors,  dentists,  hospitals,  home  health 
agencies  and  pharmacists.  These  providers  have  ren- 
dered free  treatment  in  69  of  the  75  counties. 

Exposure  to  Hepatitis  C among  Health  Care 
Workers 

Unlike  the  case  for  HIV  and  hepatitis  B,  the  risk  of 
occupational  transmission  of  hepatitis  C virus  to  health 
care  workers  has  not  been  well  defined.  A study  from 
16  urban  Italian  hospitals  sheds  light  on  this  issue. 

Over  3000  hospital  employees — including  1462 
nurses,  644  housekeepers,  and  512  physicians — were 
initially  tested  for  hepatitis  C antibodies  by  second- 
generation  tests;  2.2%  were  positive.  Although  age  over 
46,  previous  transfusion  or  hepatitis,  and  employment 
in  housekeeping  were  significantly  associated  with  a 
higher  seroprevalence  rate,  risk  factors  such  as  a his- 
tory of  occupational  needlestick  exposures  were  not. 
Of  the  3006  seronegative  employees,  87%  were  retested 
a year  later,  and  3 (0.1%)  had  seroconverted.  None  of 
the  3 recalled  occupational  exposures. 

In  addition,  133  health  care  workers  sustained  ex- 
posures (mostly  needlesticks)  from  sources  positive 


for  hepatitis  C.  All  of  the  workers  were  seronegative 
at  the  time  of  the  exposure.  At  six  months,  one  person 
(a  nurse  with  a needlestick  after  blood  drawing)  had 
seroconverted. 

Comment:  Transmission  of  hepatitis  C to  health 
care  workers  is  probably  rare,  but  not  negligible.  How- 
ever, the  three  seroconversions  among  asymptomatic 
surveyed  employees  in  this  study  may  represent  com- 
munity-acquired infection.  Additional  large  studies 
from  other  countries  would  be  welcome.-  AS  Brett 

Puro  V;  et  al.  Occupational  hepatitis  C virus  infection 
in  Italian  health  care  workers.  Am  J Public  Health  1995 
Sep ; 85:1272-5. 

Reprinted  by  permission  of  Journal  Watch,  Volume 
15,  Number  20,  October  15,  1995  Issue,  page  158.  Copy- 
right 1995.  Massachusetts  Medical  Society. 

Directly  Observed  Therapy  May  Reduce  TB 
Incidence 

Tuberculosis  has  become  a serious  public  health 
issue,  largely  because  those  infected  comply  poorly 
with  medical  regimens.  One  strategy  is  directly  ob- 
served therapy  (DOT),  in  which  case  managers  watch 
patients  until  they  take  all  required  medication.  This 
descriptive  study  compared  TB  trends  in  Baltimore, 
which  has  used  DOT  since  1978,  with  those  in  five 
other  U.S.  cities  that  had  comparable  TB  rates  but  no 
comprehensive  DOT  programs. 

From  1981  to  1992,  TB  incidence  in  Baltimore  declined 
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by  more  than  half  - from  35  to  17  cases  per  100,000 
people.  In  contrast,  overall  TB  rates  rose  slightly  in 
the  other  five  cities  - Miami,  San  Francisco,  Newark, 
Atlanta  and  Washington,  D.C.  From  1986  to  1992,  Bal- 
timore patients  with  TB  also  had  the  highest  sputum 
conversion  rates  (91%)  and  therapy  completion  rates 
(90%)  as  compared  with  patients  in  the  other  five  cit- 
ies. These  trends  could  not  be  attributed  to  AIDS  inci- 
dence, immigration,  poverty  or  unemployment. 

Comment:  This  epidemiologic  study  suggests,  but 
does  not  prove,  that  directly  observed  therapy  was 
responsible  for  the  encouraging  decline  in  tuberculo- 
sis incidence  in  Baltimore.  - TH  Lee 

Chaulk  CP;  et  at.  Eleven  years  of  community-based  di- 
rectly observed  therapy  for  tuberculosis.  JAMA  1995  Sep 
27;  274:  945-51. 

Reprinted  by  permission  of  Journal  Watch,  Volume 
15,  Number  20,  October  15,  1995  Issue,  page  160.  Copy- 
right 1995.  Massachusetts  Medical  Society. 

Local  Medical  Center  Chosen  to  Participate 
in  Nationwide  Study  for  New  Epilepsy 
Drug  in  Adults  and  Children 

Baptist  Health  Medical  Center  has  been  selected 
as  one  of  the  almost  100  leading  medical  centers  around 
the  country  to  participate  in  studies  for  the  treatment 
of  adults  and  children  with  partial  seizures  or  epilepsy. 

The  treatment  features  the  study  of  a new  medica- 
tion called  vigabatrin,  a drug  being  developed  specifi- 
cally to  influence  biochemical  processes  in  the  brain, 
aimed  at  controlling  epilepsy. 

"We  are  currently  enrolling  adults  ages  18-65  who 
suffer  from  complex  partial  seizures,"  said  Dr.  Victor 
Biton,  the  neurologist  spearheading  the  trial  at  Baptist 
Health  Medical  Center.  "Adults  who  qualify  for  this 
study  will  be  those  who  still  experience  seizures,  at 
least  four  but  not  more  than  16  seizures  over  a two- 
month  period,  and  who  are  concurrently  using  one  or 
two  antiepilepsy  medications." 

According  to  Dr.  Biton,  children  who  qualify  for 
the  vigabatrin  study  must  fit  the  study  protocol  pro- 
file. "Children  participating  in  the  study  must  be  be- 
tween the  ages  of  three  and  sixteen  and  suffer  from 
complex  partial  seizures  even  though  they  are  currently 
taking  one  or  two  epilepsy  medications." 

Dr.  Biton  estimates  that  existing  medications  al- 
low 60-70  percent  of  epilepsy  patients  to  maintain  full 
control  over  their  seizures,  but  15  percent  can  achieve 
only  partial  control,  while  another  15  percent  get  little 
or  no  relief,  and  currently  up  to  40%  of  patients  con- 
trolled on  medication  continue  to  experience  side  ef- 
fects. 

"Physicians  abroad  have  had  clinical  experience 
with  vigabatrin,  since  this  treatment  is  available  in 
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many  countries  outside  the  U.S.  Now  it  is  important 
that  we  further  evaluate  its  potential  for  market  approval 
in  this  country,"  said  Dr.  Biton. 

Patients,  parents  and  physicians  who  are  interested 
in  finding  out  whether  a particular  patient  qualifies  to 
participate  in  the  study  should  call  1-800-91-HEALTH. 

The  Hampton  Roy  Award 

Dr.  Francisco  Contreras  of  Lima,  Peru  has  been 
named  the  first  recipient  of  the  Hampton  Roy  Award 
presented  by  the  World  Eye  Foundation.  The  award 
was  presented  during  the  American  Academy  of  Oph- 
thalmology meeting  held  earlier  this  month  in  Atlanta. 

The  World  Eye  Foundation  was  founded  by  Dr. 
Hampton  Roy  in  1974.  In  explaining  the  goals  of  the 
organization,  Dr.  Julio  Rojas,  Foundation  spokesman 
said,  "There  are  many  good  organizations  that  take 
volunteer  teams  into  developing  countries  to  treat  dis- 
ease and  do  eye  surgery.  Our  emphasis  is  on  training 
ophthalmologists  in  those  countries  to  do  a better  job 
of  providing  eye  care  themselves  on  a permanent,  con- 
tinuing basis." 

The  Hampton  Roy  Award  is  presented  to  the  oph- 
thalmologist who  has  worked  most  diligently  in  the 
past  year  to  achieve  the  goals  of  the  World  Eye  Foun- 
dation. Dr.  Contreras  has  spent  much  of  his  time  train- 
ing eye  doctors  and  paraprofessionals  in  his  home 
country  of  Peru.  He  is  also  the  current  president  of 
the  Pan  American  Association  of  Ophthalmology. 

Dr.  Roy  is  in  private  practice  in  Little  Rock  and  is 
Associate  Clinical  Professor  of  Ophthalmology  at  the 
University  of  Arkansas  for  Medical  Sciences. 

To  nominate  someone  for  next  year's  Hampton  Roy 
Award,  send  their  C.V  and  description  of  accomplish- 
ments to  Dr.  Julio  Rojas,  1720  E.  Broad  Street,  Hazelton, 
PA  18201. 

MARKET  TRENDS  - An  update  on 
managed  care  developments 

*The  New  Jersey  State  Insurance  Commissioner 
has  unveiled  new  HMO  regulations  that  would  guar- 
antee consumers  an  appeal  to  an  independent  medi- 
cal panel  if  an  HMO  denies  them  service,  would  pro- 
hibit a plan  from  retaliating  against  a physician  who 
advocates  services  for  patients  and  would  require 
HMOs  to  disclose  information  about  their  operations, 
including  any  financial  incentives  paid  to  doctors  to 
limit  treatment.  The  regulations,  which  are  still  sub- 
ject to  public  comment,  are  not  expected  to  become 
final  until  mid-1996.  (Asbury  Park  Press,  November 
17,  1995) 

*An  analysis  by  Atlanta-based  Medinsk,  Inc.  of 
physician  fees  in  several  markets  found  examples  where 
managed  care  organizations  have  priced  physician  fees 

JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


below  Medicare  rates.  For  example,  in  the  District  of 
Columbia,  managed  care  plans  pay  $20  for  an  office 
visit,  47%  less  than  Medicare's  1995  rate,  and  in  New 
York,  a certain  hemodialysis  procedure  is  reimbursed 
by  managed  care  plans  at  88%  of  the  Medicare  aver- 
age. (Modern  Healthcare,  November  20,  1995) 

*HCFA  reports  that  the  number  of  Medicare  risk 
contracts  increased  from  118  in  April  1994  to  179  as  of 
October  1,  1995.  Over  60%  of  Medicare  risk  contract 
members  are  enrolled  in  plans  sponsored  by  five  large 
corporations  including  FHP  Inc.,  Humana,  Inc., 
PacifiCare  Health  Systems  Inc.,  Kaiser  Foundation 
Health  Plans  Inc.  and  United  HealthCare  Corp.  (BNA's 
Managed  Care  Reporter  November  2,  1995) 

*A  Price  Waterhouse  study  for  the  Group  Health 
Association  of  America  found  that  for  each  10%  in- 
crease in  enrollment  in  Medicare  HMOs,  there  was  a 
7.6%  drop  in  Medicare  fee-for-service  costs.  The  data 
was  based  on  Medicare  enrollment  and  expenditures 
from  all  U.  S.  counties  between  1988  and  1992.  (Hos- 
pitals & Hospitals  Networks,  November  5,  1995) 

*A  Duke  University  Medical  Center  study  of  over 
200,000  Medicare  patients  diagnosed  with  heart  attacks 
found  that  those  who  received  immediate  care  from 
cardiologists  were  15%  less  likely  to  die  than  those 
who  were  treated  by  primary  care  physicians.  (Wall 
Street  Journal,  November  15,  1995) 

*Three  Dallas-Fort  Worth  independent  physician 
groups  representing  460  physicians  have  joined  to  form 
Physician  Partners  to  aggressively  pursue  capitated 
contracts.  Physician  Partners,  which  includes  a major- 
ity of  physicians  in  parts  of  the  market,  has  a contract 
to  provide  services  to  PacifiCare  of  Texas's  10,000  mem- 
ber managed  care  network  and  is  negotiating  other 
contracts.  (BNA's  Managed  Care  Reporter,  November 
1,  1995) 

*PhyCor  has  acquired  certain  assets  of  the  44-phy- 
sician  multispecialty  South  Bend  (IN)  Clinic  and  en- 


tered into  a long-term  service  agreement.  The  clinic 
includes  the  only  freestanding  ambulatory  surgery 
center  in  its  market.  (Modern  Healthcare,  November 
20,  1995) 

*Duke  University  Medical  Center  has  formed  a 50- 
50  joint  venture  company  with  Sanus  Corp.  Health 
Systems.  The  company  will  offer  an  HMO,  PPO  and 
point-of-service  plan,  as  well  as  administrative  services 
for  self-insured  employee  groups.  The  HMO,  WellPath 
of  the  Carolinas,  is  already  licensed  to  operate  in  44 
North  Carolina  counties,  including  the  Research  Tri- 
angle area.  Duke,  which  has  a strong  relationship  with 
providers  and  employers  in  the  state,  prepared  for  this 
move  by  cutting  operating  costs,  including  reducing 
the  workforce  by  800.  (BNA's  Managed  Care  Reporter, 
November  8,  1995,  Managed  Care  Outlook,  Novem- 
ber 17,  1995) 

*The  American  Medical  Association's  (AMA's)  lat- 
est physician  income  survey  found  that  for  the  first 
time,  median  physician  incomes  declined  3.8%,  from 
$156,000  in  1993  to  $150,000  in  1994.  Median  income 
rose  7.9%  in  1992  and  2%  in  1993.  Observers  believe 
that  the  increased  pressures  created  by  managed  care 
and  employer  demands  for  premium  concessions  could 
result  in  further  declines  in  the  future.  (New  York 
Times,  November  17,  1995) 

*A  survey  of  200  Massachusetts  physicians  — half 
primary  care  and  half  specialists  — by  the  University 
of  New  Hampshire  Survey  Center  found  that  42%  of 
primary  care  and  46%  of  specialist  physicians  were 
dissatisfied  with  managed  care  and  that  41%  of  pri- 
mary care  physicians  and  61%  of  specialists  were  con- 
cerned that  health  care  decisions  were  being  made  by 
HMO  administrators  and  not  physicians.  (Boston  Her- 
ald, November  14,  1995) 

InformatioTi  provided  by  the  AMA-NET,  The  Private 
Sector  Advocacy  and  Support  Team,  American  Medical  As- 
sociation, Volume  1,  Number  23  - November  27,  1995. 
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Emergency  Medicine  Opportunities 

C/J 

Full  and  Part-Time  Opportunities  in: 

• Mena  • Helena 

t/j 

• Van  Buren  • West  Memphis 

WE  OFFER:  Competitive  Remuneration, 

<1 

Occurrence  Malpractice  & Flexible  Hours 

For  more  information  on  these  and  other 

opportunities  in  Arkansas  please  contact: 

< 

Tom  Kubiak  800-325-2716  or 

FAX  CV  to  Tom  at  314-919-8920. 
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INTRODUCING  THE 

Arkansas  Neurosurgery  Clinic 
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Ronald  N.  Williams,  m.D. 


Scott  m.  Schlesinger,  M.D. 


D 


rs.  Ronald  Williams  and  Scott  Schlesinger  are  pleased  to 


ANNOUNCE  THE  FORMATION  OF  THE  ARKANSAS  NEUROSURGERY  CLINIC, 
EFFECTIVE  JANUARY  1,  1996.  THE  PHYSICIANS  OF  THE  ARKANSAS 
Neurosurgery  Clinic  offer  complete  and  comprehensive  neuro- 
surgical MANAGEMENT  OF  BRAIN  AND  SPINE  DISORDERS  AS  WELL  AS 
MANAGEMENT  AND  SURGERY  OF  PERIPHERAL  NERVE  AND  CAROTID  ARTERY 

disease.  For  referrals  to  the  Arkansas  Neurosurgery  Clinic  at 
both  Baptist  Medical  Center  and  St.  Vincent  Infirmary  medical 
CENTER,  PLEASE  CALL  501-661-0077  DURING  OFFICE  HOURS.  AFTER 
HOURS  OR  FOR  EMERGENCIES,  CALL  50  1-663-6900. 


ARKANSAS  NEUROSURGERY  CLINIC 

St.  Vincent  Infirmary  Medical  Center  • Baptist  Medical  Center 

5 St.  Vincent  Circle*  Blandford  Physician’s  Center,  Suite  -101  • Little  Rock,  AR  72205-5413 
501-661-0077  • Fax  501-664-2749  • Medical  Exchange  501-663-6900 


Disciplinary  Action  Bulletin  - Arkansas  State  Board  of  Nursing 

The  nurses  listed  in  this  bulletin  have  had  disciplinary  action  taken  against  their  licenses.  When  a nurse's 
license  to  practice  nursing  is  revoked  or  suspended,  return  of  the  license  to  the  Board  Office  is  requested; 
however,  licenses  may  not  be  returned.  Also,  individuals  placed  on  probation  must  continue  to  meet  condi- 
tions for  the  retention,  or  future  reinstatement,  of  their  licenses.  When  hiring  such  an  individual  the  Board 
office  should  be  contacted.  Therefore,  we  routinely  suggest  this  list  be  shared  with  the  appropriate  supervi- 
sory personnel  and  recruiters  in  your  agency. 

At  the  completion  of  the  disciplinary  period,  the  nurse  applies  for  reinstatement.  Reinstatement  is  contin- 
gent upon  meeting  the  conditions  set  forth  by  the  Board. 

In  accordance  with  the  Arkansas  Nurse  Practice  Act  and  the  Arkansas  Administrative  Procedure  Act,  the 
Arkansas  State  Board  of  Nursing  took  the  following  action  after  individual  hearings: 

DISCIPLINARY: 

November  8,  1995 

Sara  Jo  Brown  Bostick  Wilson,  LPN  #31118  (Ft.  Smith/Wynne)  - Suspension  - 1 year 

Jeffrey  S.  Hutchinson,  LPN  #27473  (Ft.  Smith)  - REVOKED 

Patricia  Aileen  Shannon  Selph,  RN  #37945  (Searcy)  - Suspension  - 3 years 

Donna  Michele  Banks  Scroggins,  LPTN  #1511  (Little  Rock/Ward)  - Suspension  - 2 years 

LETTER  OF  REPRIMAND: 

Laura  Mae  Chase,  LPN  #33645  (Little  Rock)  - October  17,  1995 
OFF  PROBATION: 

William  Alan  Jennings,  RN  #37157  (Sherwood)  - November  9,  1995 
VOLUNTARY  SURRENDER: 

David  Lee  Flowers,  RN  #45148  (Memphis,  TN)  - October  31,  1995 

Nancy  Susan  Isch,  RN  #44280  (Conway)  - October  30,  1995 

Joe  Burley  Rambo,  II,  LPN  #31411  (Monticello/Wilmar)  - November  8,  1995 

REINSTATEMENT: 

Teresa  Olivia  Hawkins,  LPN  #25649  (Huntsville)  - November  9,  1995 

Rita  Kay  Madden  "Young"  Joyner,  RN  #34753  (Texarkana,  TX)  - November  9,  1995 

Evelyn  Renee  Pipes,  RN  #42250/LPN  #23172  (South  Haven,  MS)  - November  9,  1995 


In  Memoriam 

H.  Thurston  Black,  M.D. 

Dr.  H.  Thurston  Black,  of  Little  Rock,  died  Sunday, 
November  26,  1995.  He  was  72.  He  is  survived  by  his 
wife  of  51  years,  Mary  Olive  Black,  and  one  brother. 
Dr.  Charles  I.  Black  of  Baton  Rouge,  Louisiana. 


Debra  Lynn  Velez  Owings  M.D. 

Dr.  Debra  Lynn  Velez  Owings,  of  Little  Rock,  died 
Sunday,  November  19,  1995.  She  is  survived  by  her 
husband  Richard  Alan  Owings,  M.D.,  Ph.D.,  of  Little 
Rock;  two  sons  Richard  Alan  Owings,  Jr.,  Alexander 
Phillip  Owings,  one  daughter  Rachel  Amanda  Owings, 
all  of  Little  Rock;  and  a dear  friend  Stephanie  O'Brien; 
her  father  and  mother  Miguel  and  Margaret  Covert 
Velez  of  Little  Rock;  two  brothers  Duane  Velez,  M.D., 
and  his  wife  Debra  Studyvin  Velez  and  their  children 
Jennifer,  Elizabeth  and  Meredith  of  Little  Rock,  and 
Michael  W.  Velez  of  Little  Rock. 
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Things  To  Come 


February  7-10 

1996  International  Conference  on  Physician  Health 
"Uncertain  Times:  Preventing  Illness,  Promoting 
Wellness."  Sheraton  San  Marcos  Hotel  in  Chandler, 
Arizona.  Sponsored  by  the  American  Medical  Asso- 
ciation, Canadian  Medical  Association,  Federation  of 
State  Licensing  Boards,  and  the  Federation  of  Provin- 
cial Licensing  Boards.  For  more  information,  call  (312) 
464-5066. 

February  9-10 

(Mardi  Gras  Season) 

Neuropsychiatric  Aspects  of  Primary  Care:  Anxi- 
ety and  Depression  - Across  the  Life  Cycle.  Royal 
Sonesta  Hotel,  New  Orleans,  Louisiana.  Sponsored 
by  Tulane  University  Medical  Center,  Office  of  Con- 
tinuing Medical  Education.  For  more  information,  call 
(504)  588-5466  or  1-800-588-5300. 

February  10-13 

Fifty-first  Annual  Postgraduate  OB/GYN  Assem- 
bly. Beverly  Hilton  Hotel,  Beverly  Hills,  California. 
Sponsored  by  the  OB/GYN  Assembly  of  Southern 
California.  For  more  information,  call  (213)  937-5514. 

February  11  - 16 

Emergency  Medicine:  1996  19th  Annual  UCD 
Winter  Conference.  Hyatt  Regency,  Incline  Village, 
Nevada.  Sponsored  by  the  Office  of  Continuing  Edu- 
cation and  UC  Davis  School  of  Medicine  and  Medical 
Center.  For  more  information,  call  (916)  734-5390. 

February  17-19 

Mardi  Gras  Anesthesia  Update  in  New  Orleans. 

Westin  Canal  Place  Hotel,  New  Orleans,  Louisiana. 
Sponsored  by  the  Department  of  Anesthesiology  & 
Office  of  Continuing  Education,  Tulane  University 
Medical  Center.  For  more  information,  call  (504)  588- 
5466  or  1-800-588-5300. 

February  19  - 23 

"New  Technological  Applications  in  Imaging  & 
Intervention."  Manor  Vail  Lodge,  Vail,  Colorado.  Spon- 
sored by  the  Departments  of  Radiology  at  Louisiana 
State  University  School  of  Medicine  and  Tulane  Uni- 
versity Medical  Center.  For  more  information,  call  (504) 
588-5466  or  1-800-588-5300 
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March  18  - 22 

PET  and  SPECT  Imaging  in  Cancer  Diagnosis 
and  Treatment.  Ihilani  Resort  and  Spa,  Kapolei,  Ha- 
waii. Sponsored  by  the  Johns  Hopkins  University 
School  of  Medicine.  For  more  information,  call  (410) 
955-2959  or  (410)  955-8582. 

March  27  - 30 

6th  Annual  Challenges  in  the  Clinical  Practice  of 
EMERGENCY  MEDICINE.  Presidente  Inter-Continental 
Resort,  Cozumel,  Mexico.  Sponsored  by  Symposia 
Medicus.  For  more  information,  call  (510)  935-7889  or 
(800)  327-3161. 

April  26  - May  3 

Fifty-fifth  Annual  American  Occupational  Health 
Conference.  San  Antonio  Convention  Center,  San 
Antonio,  Texas.  Sponsored  by  the  American  College 
of  Occupational  and  Environmental  Medicine.  For  more 
information,  call  (708)  228-6850. 

May  3-4 

Current  Topics  in  Pathology  VI:  Dermapathology 

A Jazz  Festival  Conference.  Hyatt  Regency,  New  Orleans, 
Lousiana.  Sponsored  by  Tulane  University  Medical 
Center  Department  of  Pathology  and  Laboratory  Medi- 
cine and  the  Office  of  Continuing  Education.  For  more 
information,  call  (504)  588-5466  or  1-800-588-5300. 

May  13  - 24 

7th  Annual  Tropical  Health  Update.  Tulane  Uni- 
versity School  of  Public  Health  & Tropical  Medicine, 
New  Orleans,  Lousiana.  Sponsored  by  the  Office  of 
Continuing  Education  and  Tulane  University  Medical 
Center.  For  more  information,  call  (504)  588-5466  or  1- 
800-588-5300. 

June  6-9 

Symposium  on  Computer  Assisted  Radiology  S/ 
CAR  '96.  Denver  Marriott  Hotel  City  Center,  Denver, 
Colorado.  Sponsored  by  the  Society  for  Computer 
Applications  in  Radiology.  Co-sponsored  by  the  Uni- 
versity of  Colorado  Health  Sciences  Center.  For  more 
information,  call  (703)  716-7548. 
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Keeping  Up 


January  25,  1996 

Cardio  Renal  Considerations  in  Hypertension 

Sponsored  by  UAMS  AHEC  - South  Arkansas 
Location:  MCSA  Union  Campus  Conf.  Room  #3 
12:30  p.m.  - 1:30  p.m. 

No  fee  - Lunch  served 
1 Category  I credit  hour  offered 


February  8,  1996 

Minimizing  Medication  To  Maximize  Result 

Sponsored  by  UAMS  AHEC  - South  Arkansas 
Location:  MCSA  Union  Campus  Conf.  Room  #3 
12:30  p.m.  - 1:30  p.m. 

No  fee  - Lunch  served 
1 Category  I credit  hour  offered 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAYETTEVILLE-VA  MEDICAL  CENTER 

General  Internal  Medicine  Review,  Wednesdays,  12:00  noon.  Room  238  Bldg.  1 

Medical  Grand  Rounds/General  Medical  Topics,  Thursdays,  12:00  noon,  Auditorium,  Bldg.  3 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon,  Conference  Room 

LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Thursdays,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Chest  Conference,  4th  Wednesday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 
Interdisciplinary  AIDS  Conference,  2nd  Friday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Journal  Club,  Tuesdays,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Spine  Center  Conference,  1st  Wednesday,  7:00  a.m..  Southwestern  Bell/Arkla  Room.  Light  Breakfast  provided. 

Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m..  Southwestern  Bell/Arkla  room.  Refreshments  provided 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m..  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m..  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon,  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 
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MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m.,  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon.  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon.  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category  I 
of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 
Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 

CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 
Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5014 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m..  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m..  Gastroenterology  conference  room,  3D29 
GI/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology/Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday’s,  4:00  p.m.,  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:00  p.m..  Room  2E-142  at  VAMC 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 
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Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/ Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  V A Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

V A Chest  Conference  (combined  Surgical/Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

V A Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

V A GREECI Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

V A Hematology /Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

V A Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

V A Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

V A Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

V A Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

V A Physical  Medicine  & Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
V A Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
V A Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary,  White  County  Memorial  Hospital,  Searcy 

EL  DORADO-AHEC 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  Warner  Brown  Campus,  6th  floor  Conf.  Rm. 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 

Chest  Conference,  3rd  Wednesday,  12:15  p.m..  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
GYH  Conference,  2nd  Friday,  12:15  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4t'h  Wednesday,  12:15  p.m.,  AHEC-South  Arkansas 

Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon.  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5.  Lunch  provided. 

Pediatric  Conference,  3rd  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:15  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:15  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5,  Lunch  provided. 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  AHEC  Classroom 

AEIEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  AHEC  Classroom 

Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

AHEC  Residency  Program  Noon  Conferences,  12:30  p.m.,  Tuesday-Friday,  AHEC  Building 
Gastroenterology  Conference,  3rd  Tuesday  every  other  month,  7:00  a.m.,  St.  Edward  Mercy  Medical  Center 
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Grand  Rounds,  12:00  noon,  first  Thursday  of  each  month,  Sparks  Regional  Medical  Center 
Neuroradiology  Conference,  3rd  Wednesday,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Neuroradiology  Conference,  1st  Tuesday,  11:30  a.m.,  Sparks  Regional  Medical  Center 
Sparks  Tumor  Conference,  Thursdays,  12:00  noon,  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Tumor  Conference,  Wednesdays,  12:00  noon.  Sparks  Regional  Medical  Center 

JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m.,  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Cityunde  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Taculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/ Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon.  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m.,  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon,  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Residency  Noon  Conference,  Mondays  through  Thursdays,  12:00  p.m.,  AHEC-Southwest  Family  Practice  Clinic 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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At  Snell  Prosthetic  & Orthotic  Laboratory , 
we're  not  locked  in  by  the  way  things  used  to  be. 
We  welcome  the  latest  in  worldwide  technology , 
and  apply  it  to  the  best  benefit  of  our  patients 


and  the  medical  community  we  serve.  Our  service 
philosophy  is  that  of  across-the-board  access  to 
new  ideas,  so  that  the  family  members  we  serve 
can  get  back  to  their  worlds. 


Around  The  World  Or 
Around  The  Block. 


We've  treated  patients  from  as  far  away  as  Bosnia, 
and  as  close  as  down  the  street.  We  actively  take  on 
the  most  challenging  patients,  and  our  sensitivity  to 
what  they  are  experiencing  knows  no  bounds. 

Using  technology  initiated  in  the  NASA  space 
program,  our  certified  orthotists  bring  a whole  new 
world  of  lightweight  support  and  comfort  to  our 
patients  with  orthoses. 

For  prosthetics,  our  computer-aided  design 


and  manufacture  (CAD/CAM)  system  allows  us  to 
break  down  walls  that  previously  existed  in  custom 
manufacture.  With  CAD  1C  AM,  our  staff  is  free  to 
create  the  most  comfortable,  precisely  fitting 
prosthetic  devices  yet  available,  truly  breaking  the 
mold  on  traditional  fittings. 

Snell  Laboratory  was  the  first  in  Arkansas  to 
invest  in  this  technology.  Because  homecomings 
are  too  important  to  handle  half-way. 


Prosthetic  & Orthotic 
Laboratory 


THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 

Offices  in  Little  Rock,  Fort  Smith,  Russellville,  Mountain  Home,  Fayetteville,  and  Hot  Springs. 
Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 
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Editorial 


Double  Stamps  on 

Alex  E.  Finkbeiner,  M.D.* 


Wednesday 


In  the  1950's,  Mother  always  shopped  for  grocer- 
ies at  McNitt's  IGA  on  Wednesdays.  Although  other 
grocery  stores  were  closer  and  carried  the  same  mer- 
chandise, McNitt's  offered  S & H green  stamps  and 
Wednesday  was  double  green  stamp  day.  For  those 
too  young  to  remember,  one  received  green  stamps  at 
the  checkout  counter  proportional  to  the  amount  of 
purchase.  One  would  affix  these  stamps  to  booklets 
which  could  be  redeemed  for  various  catalog  merchan- 
dise. 

Those  childhood  memories  of  pasting  stamps  in 
booklets  and  the  anticipation  of  filling  one  more  book- 
let to  send  away  for  one  or  more  of  the  dazzling  array 
of  gifts  displayed  in  the  catalog  were  recently  rekindled 
by  a brochure  I received  in  the  mail.  This  brochure 
was  sent  by  a local  surgery  center  and  contained  cou- 
pons called  "surgery  bucks."  The  enclosed  informa- 
tion indicated  that  patients  could  redeem  the  coupon 
for  $25  if  they  utilized  the  surgery  center's  services. 

Now  that  $25  coupons  have  been  introduced  into 
local  medical  marketing  1 can  envision  other  health 
care  providers  countering  with  their  own  "green 
stamp"  promotions. 

■ The  frequent  flier  plan:  After  three  diagnostic  or 
surgical  procedures  one  is  entitled  to  a fourth  proce- 
dure free. 

■ The  Midas  Muffler  guarantee:  If  one  has  a recur- 
rence of  the  problem  for  which  the  original  procedure 
was  performed,  the  procedure  will  be  repeated  with- 
out charge  as  long  as  you  own  your  body.*  ( *certain 
restrictions  may  apply.) 

* Dr.  Finkbeiner  is  Professor  of  Urology  at  the  University  of 
Arkansas  for  Medical  Sciences,  Department  of  Urology,  and 
is  a member  of  the  editorial  board  for  The  Journal  of  the 
Arkansas  Medical  Society. 
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■ The  family  plan:  Discounts  available  if  every  family 
member  undergoes  the  same  procedure  the  same  day; 
incidental  appendectomies  come  to  mind. 

■ The  organization  plan:  Group  discounts  for  surgery 
for  members  of  an  organization.  Ten  percent  of  the 
usual  surgical  fee  could  be  returned  to  the  organiza- 
tion; an  attractive  fund-raising  device  for  churches  or 
fraternal  organizations. 

■ Double  procedures  on  Wednesdays:  If  you  have  one 
surgical  procedure  on  Wednesday,  another  procedure 
of  your  choice  will  be  performed  free. 

■ The  referral  plan:  Who  could  resist  recruiting  and 
paying  a finder's  fee  to  cosmetologists  to  refer  hyster- 
ectomies for  clients  who  still  have  a uterus? 

Yes,  medicine  is  a business  and  other  businesses 
have  taught  us  that  marketing  improves  the  bottom 
line.  Marketing  is  concerned  with  moving  goods,  ser- 
vices and/or  ideas  from  the  producer  to  the  custom- 
ers. Marketing  students  are  taught  the  four  P's  of 
marketing:  Place  (proximity),  price,  promotion  and 
product.  Particularly  in  larger  cities,  multiple  health 
care  systems  are  competing  just  as  McNitt's  competed 
with  other  local  grocery  stores  and  it  is  inevitable  that 
the  four  P's  have  been  introduced  into  medical  marketing. 

Historically  patients  sought  medical  care  close  to 
their  familiar  surroundings,  but  they  are  now  more 
willing  and  able  to  travel  greater  distances  thereby 
opening  the  door  for  a greater  geographical  range  of 
marketing.  One  surgical  center  in  the  state  markets 
the  services  of  its  van  providing  the  ultimate  door-to- 
door  service.  What's  next?  A mobile  MASH  unit  that 
brings  surgical  services  right  to  your  front  door? 

Price  has  always  been  an  attractive  promotion.  The 
founder  of  a large  retail  chain  was  quoted  as  telling  his 
management,  "It's  not  as  important  that  we  sell  for 
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less  as  it  is  that  people  think  we  sell  for  less."  Reflect- 
ing back  on  Wednesday  grocery  shopping,  I am  sure 
McNitt's  did  not  provide  a wider  variety  or  better  quality  of 
groceries  than  the  other  stores  in  town.  Were  their 
groceries  cheaper?  I doubt  it  although  we  thought  so 
because  we  could  redeem  the  stamps  for  other  mer- 
chandise. In  fact,  we  probably  paid  more  for  the  gro- 
ceries to  cover  the  cost  of  the  green  stamps  and  the 
promotion. 

Promotion  or  advertising  has  been  defined  as  "the 
art  of  convincing  people  to  buy  things  they  don't  need." 
Double  stamps  cn  Wednesday  and  now  "surgery 
bucks"  are  promotions  in  the  truest  sense.  Generally, 
patients  have  a blind  faith  in  health  care  deliverers; 
we  order  diagnostic  tests  or  perform  procedures  be- 
cause patients  "need  these  tests  and  procedures  done." 
How  often  do  we  practitioners  stop  and  ask  ourselves 
whether  or  not  the  patient  truly  needs  these  expen- 
sive tests  or  procedures?  How  often  do  we  order  tests 
or  perform  procedures  because  they  generate  income? 

If  we  must  market  medicine,  why  don't  we  pro- 
mote the  fourth  P;  the  product  or  quality  of  medicine? 
Who  among  us  has  the  courage  and  willingness  to 


Family  Medicine  Faculty,  Assis- 
tant or  Associate  Professor.  Com- 
munity-based, twenty-seven  resident 
program  with  university  affiliation.  Seven 
full-time  physician  faculty  members  with 
plans  to  expand  to  nine.  Responsibilities 
include  teaching  and  supervision  of  resi- 
dents and  medical  students,  three  to 
four  half  days  of  patient  care  per  week, 
and  research  if  desired.  Obstetrical  skills 
essential.  Fayetteville  is  the  location  of 
the  main  campus  of  the  University  of 
Arkansas  and  is  situated  in  the  beauti- 
ful Ozark  Mountains.  School  system  and 
economy  are  considered  the  strongest 
in  the  state.  Salary  very  competitive. 

Contact: 

Ray  Bredfeldt,  M.D. 

2907  East  Joyce  Blvd. 

Fayetteville,  Arkansas  72703 
(501)  521-0263 


market  our  outcomes  rather  than  our  come-ons?  How 
refreshingly  honest  for  someone  to  objectively  and 
without  bias  define  parameters  of  quality  care,  collect 
their  data  and  then  market  such  outcomes  as  patient 
satisfaction  (testimonials  are  neither  objective  nor  with- 
out bias),  complications,  recurrence  rates,  etc.;  the  true 
parameters  by  which  we  should  be  judged;  the  out- 
comes patients  truly  seek.  I understand  some  man- 
aged care  programs  are  currently  tracking  outcomes.  I 
suspect,  however,  this  is  being  done  not  for  altruistic 
reasons  but  for  more  pragmatic  ("bottom  line")  reasons. 

The  profession  of  medicine  and  medical  practitio- 
ners has  a long,  noble  history  of  compassionate  care 
and  a dedication  to  minister  to  the  sick.  Have  we  lost 
our  backbone  and  sense  of  history,  and  are  we  now 
going  to  follow  the  allure  of  marketing  and  dollar  signs 
and  fall  into  a delivery  system  of  fast  foods,  quick  fixes, 
discount  medicine  and  Madison  Avenue  hype? 

In  reference  to  managed  care  salespeople,  Dr. 
Winston  Griner,  a doctor  in  private  practice  in  Nash- 
ville who  treats  large  numbers  of  poor  people,  recently 
said,  "This  is  the  sale  of  health  care;  it  is  no  longer  the 
provision  of  health  care."  ■ 


NOW  LEASING 


Prime  office  space 

• Ten  miles  west  of  Little  Rock 

• Within  1 5 minutes  of  6 Central 

Arkansas  hospitals 

• Located  on  1-30  Frontage  Road 

between  Little  Rock  and  Benton 

• Sauna  and  exercise  room 

• Kitchen 

• Large  open  space  with  fireplace 

• Numerous  offices 

• Wired  for  large  computer  system 

• Reasonably  priced 

Contact 

Dan  Moudy,  Moudy  Realty 
(501)  847-4000 
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USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 


• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


Medicine  in  the  News 


Health  Care  Access  Foundation 

As  of  January  1,  1996,  the  Arkansas  Health  Care 
Access  Foundation  has  provided  free  medical  service 
to  10,323  medically  indigent  persons,  received  19,045 
applications  and  enrolled  37,873  persons.  This  program 
has  1,722  volunteer  health  care  professionals  includ- 
ing medical  doctors,  dentists,  hospitals,  home  health 
agencies  and  pharmacists.  These  providers  have  ren- 
dered free  treatment  in  69  of  the  75  counties. 

New  Medicare  Correct  Coding  Combinations 

(Effective  for  claims  received  on  or  after  January  1,  1996) 

In  August  of  1995,  the  Health  Care  Financing  Ad- 
ministration (HCFA)  awarded  a contract  to  AdminaStar 
Federal  to  define  correct  coding  practices  that  would 
be  the  basis  of  national  Medicare  policy  for  payment 
of  claims  using  the  AMA  Physicians'  Current  Proce- 
dural Terminology  (CPT-4)  system. 

AdminaStar  Federal  developed  correct  coding  com- 
binations based  upon  review  of  CPT  code  descriptors, 
CPT  coding  instructions,  existing  local  and  national 
coding  edits,  and  Medicare  billing  history.  AdminaStar 
Federal  developed  a comprehensive  narrative  policy 
(the  correct  coding  policy)  which  outlines  general  and 
specific  guidelines  for  the  appropriate  use  of  CPT  cod- 
ing for  physician  claims. 

AdminaStar  Federal  distributed  the  narrative 
policy,  containing  94,000  coding  combinations,  in  De- 
cember 1994  to  physician  specialty  societies  through 
the  AMA  and  to  other  national  specialty  societies  that 
represent  physicians  and  non-physicians  who  may  be 
impacted  by  this  policy.  The  draft  policy  was  also 
shared  with  the  Medicare  Carrier  Medical  Directors. 

After  reviewing  and  incorporating  the  comments, 
and  receiving  HCFA's  approval,  AdminaStar  Federal 
developed  a "code  matrix"  - correct  coding  combina- 
tions - and  sent  it  directly  to  the  standard  system 
maintainers  to  be  incorporated  into  the  Medicare  car- 
riers' claims  processing  systems.  This  matrix,  based 
on  the  correct  coding  policy,  will  automatically  iden- 
tify inappropriate  CPT  code  combinations  and  will 
properly  determine  payment.  Existing  national  Medi- 
care payment  policies  are  not  changed  by  the  correct 
coding  policy. 

Two  main  types  of  code  combinations  were  imple- 
mented in  January  1996.  One  is  the  comprehensive 
and  component  code  combinations  and  the  other  is 
the  "mutually  exclusive"  coding  combinations  which 
represent  services  or  procedures  which  would  not  or 
could  not  be  performed  at  the  same  time  based  on  the 
CPT  code  description  or  standard  medical  practice. 

The  coding  edits  have  been  implemented  (effective 


with  dates  of  service  of  January  1,  1996),  despite  a 
demonstration  of  solidarity  by  more  than  50  national 
medical  specialty  societies  signing  a letter  urging  the 
HCFA  to  establish  a six-month  grace  period  before 
implementing  the  AdminaStar  coding  edits.  HCFA  was 
also  not  persuaded  by  a letter  signed  by  more  than 
half  of  the  carrier  advisory  committee  co-chairs,  in- 
cluding Dr.  Ronald  Hughes  of  Arkansas.  The  letter 
suggested  that  more  time  be  provided  before  imple- 
menting the  "Correct  Coding  Initiative." 

HCFA's  decision  to  move  forward  with  the 
AdminaStar  project  was  due  to  strong  pressure  from 
members  of  Congress  to  adopt  more  restrictive  coding 
practices.  Last  year.  Congress  held  hearings  on  a GAO 
study  that  criticized  HCFA  for  not  adopting  coding 
rules  used  in  the  private  sector. 

The  AMA  and  a number  of  national  medical  spe- 
cialty societies  have  been  suggesting  to  HCFA  since 
the  spring  of  1995  that  the  proposed  coding  edits  were 
filled  with  errors  and  needed  to  be  revised.  Some  cod- 
ing edits  included  Medicare  policy  changes  and  should 
not  have  been  included  in  the  November  1995  list  of 
edits  released  by  the  National  Technical  Information 
Services  (NTIS).  The  AMA  again  wrote  HCFA  in  early 
October  1995  expressing  reservations  about  the  tech- 
nical process  being  used  to  develop  the  coding  edits. 

HCFA  has  agreed  to  expeditiously  fix  or  remove 
those  code  edits  identified  to  them  where  there  may 
be  conflict.  HCFA  is  promising  a decision  on  any  com- 
ments made  within  two  weeks  of  their  receipt  by 
AdminaStar.  HCFA  has  requested  that  specialty  soci- 
eties or  individuals  who  have  questions  regarding  par- 
ticular edits  be  as  specific  as  possible  when  querying 
AdminaStar.  AdminaStar's  address  for  these  concerns 
is:  The  Correct  Coding  Initiative,  AdminaStar  Fed- 
eral, P.O.  Box  50469,  Indianapolis,  IN  48250-0469. 
AdminaStar  may  also  be  faxed  at  317-841-4691. 

If  a claim  fails  to  meet  the  new  coding  edits  it  will 
either  be  denied  or  downcoded.  If  that  particular  edit 
is  subsequently  found  to  be  in  error  (i.e.,  as  a result  of 
a specialty  society  request  for  further  clarification,  etc.) 
the  claim  will  automatically  be  reprocessed.  On  the 
other  hand,  claims  denied  by  Medicare  on  the  basis  of 
the  new  coding  edits  will  be  subjected  to  limiting  charge 
rules  which  state  that  Medicare  does  not  make  sepa- 
rate payment  for  procedures  that  are  part  of  a more 
comprehensive  group  of  services. 

In  cases  where  distinct  procedural  services  are 
performed  on  the  same  day,  physicians  may  need  to 
use  the  HCPCS  modifier  "GB."  This  may  represent  a 
different  session  or  patient  encounter,  different  proce- 
dure or  surgery,  different  site,  separate  lesion,  or  separate 
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injury  (or  area  of  injury  in  extensive  injuries). 

In  those  instances,  application  of  the  "GB"  modi- 
fier will  prevent  erroneous  denials  of  claims  for  sev- 
eral procedures  performed  on  different  anatomical  sites, 
on  different  sides  of  the  body  or  at  different  sessions 
on  the  same  date  of  service.  The  medical  record  must 
reflect  that  the  modifier  is  being  used  appropriately  to 
describe  separate  services. 

Impact  on  Arkansas 

An  analysis  of  a small  sample  of  claims  was  per- 
formed to  estimate  the  potential  impact  of  the  correct 
coding  edits  on  Arkansas  providers  for  1996,  the  first 
year  of  the  program.  It  was  found  that  all  specialties 
will  be  affected.  However,  it  was  noted  that  the  fol- 
lowing specialties  will  be  the  ones  impacted  most: 
Anesthesiology  - $571,000;  Orthopedic  Surgery  - $1.41 
million;  Urology  - $306,000;  and  Independent  Practic- 
ing Physical  Therapist  - $500,000. 

Summary  of  Correct  Coding  Policy 

CPT  Procedure  Coding  Definition:  The  CPT  pro- 
cedure code  definition,  or  descriptor,  is  based  upon 
the  procedure  being  consistent  with  current  medical 
practice.  In  order  to  submit  a CPT  code  to  Medicare, 
the  provider  must  have  performed  all  of  the  services 
included  in  the  code  descriptor.  Otherwise,  the  pro- 
vider must  submit  a less  comprehensive  code.  Provid- 
ers must  not  submit  codes  describing  components  of 
a comprehensive  code  in  addition  to  the  comprehen- 
sive code.  Components  are  services  necessary  to  ac- 
complish the  more  comprehensive  procedure/service. 
In  the  rare  instances  where  the  national  Medicare  policy 
differs  from  instructive  language  in  the  CPT  descrip- 
tor, providers  should  follow  the  national  Medicare 
policy. 

Mutually  Exclusive  Code  Pairs:  These  codes  rep- 
resent services  or  procedures  that,  based  on  either  the 
CPT  definition  or  standard  medical  practice,  would 
not  or  could  not  reasonably  be  performed  at  the  same 
session  by  the  same  provider  on  the  same  patient. 
Codes  representing  these  services  or  procedures  can- 
not be  submitted  together. 

Separate  Procedures:  Although  certain  CPT  codes 
are  identified  as  "separate  procedures,"  HCFA  has 
determined  that  these  codes  may  be  occasionally  pro- 
vided as  part  of  a more  comprehensive  procedure  and 
at  those  times  these  codes  with  a designation  of  "sepa- 
rate procedure"  should  be  submitted  with  their  related 
and  more  comprehensive  codes. 

Most  Extensive  Procedures:  When  CPT  descrip- 
tors designate  several  procedures  of  increasing  com- 
plexity, only  the  code  describing  the  most  extensive 
procedure  actually  performed  should  be  submitted. 
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"With"/"Without"  Services:  Certain  CPT  descrip- 
tors designate  procedures  performed  "with"  or  "with- 
out" other  services.  Submit  only  the  code  describing 
the  service  actually  performed. 

Sex  Designation:  Certain  CPT  code  descriptors 
identify  procedures  requiring  a designation  for  male 
or  female.  Submit  only  the  appropriate  one  of  these 
designations  for  an  individual  patient. 

Standards  of  Medical  Practice:  Medicare  consid- 
ers all  of  the  services  necessary  to  accomplish  a given 
procedure  to  be  included  in  the  description  of  that 
procedure  as  defined  by  CPT.  Ancillary  services  nec- 
essary to  accomplish  the  procedure  are  considered  in- 
cluded, although  independent  CPT  codes  may  exist 
for  these  ancillary  services.  Medicare  considers  billing 
these  independent  CPT  codes  unbundling,  which  is 
prohibited. 

Anesthesia  Performed  During  Medical/Surgical 
Procedures:  The  Medicare  Physician's  Fee  Schedule 
precludes  payment  of  a separate  fee  for  anesthesia 
when  provided  by  the  same  physician  performing  the 
medical/surgical  procedure.  Therefore,  do  not  submit 
CPT  codes  describing  anesthesia  services  or  services 
necessary  to  provide  anesthesia  with  primary  proce- 
dure/services codes. 

Laboratory  Panels:  When  CPT  describes  labora- 
tory services  performed  as  a "panel"  or  grouping,  sub- 
mit the  appropriate  code  describing  the  panel  or  group- 
ing. Do  not  submit  codes  for  individual  laboratory  tests 
when  a code  for  a grouping  or  "panel"  exists  for  the 
services  performed. 

Sequential  Procedures:  There  are  several  differ- 
ent instances  addressed  regarding  sequential  proce- 
dures: 

For  those  patient  encounters  where  the  provider 
finds  it  necessary  to  attempt  several  procedures  in  di- 
rect succession  to  accomplish  the  same  end,  submit 
only  the  procedure  that  is  successfully  accomplished. 
This  policy  generally  applies  to  limited  procedures  that 
are  unsuccessful,  mandating  a more  comprehensive 
procedure. 

Procedures  performed  at  the  same  session  that  are 
diagnostic  in  nature  and  establish  the  decision  to  per- 
form the  more  comprehensive  service  may  be  sepa- 
rately submitted. 

To  receive  information  on  paper  and  electronic 
ordering  options  for  the  correct  coding  combinations, 
call  the  National  Technical  Information  Service.  To  re- 
ceive the  information  by  fax,  call  703-487-4140  and  en- 
ter code  8657.  To  receive  the  information  by  mail,  call 
703-487-4650  and  ask  for  PR-1030. 

Information  compiled  from  Medicare  Providers'  News 
newsletter , dated  November  10,  1995  and  the  AMA  FED- 
NET,  January  1,  1996, 

See  more  Medicine  in  the  News  on  page  442 
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INTRODUCING  THE 

Arkansas  Neurosurgery  Clinic 


— 


RONALD  N.  WILLIAMS,  M.D. 


Scott  m.  Schlesinger,  m.D. 


D 


rs.  Ronald  Williams  and  Scott  Schlesinger  are  pleased  to 


ANNOUNCE  THE  FORMATION  OF  THE  ARKANSAS  NEUROSURGERY  CLINIC, 
EFFECTIVE  JANUARY  1,  1996.  THE  PHYSICIANS  OF  THE  ARKANSAS 
Neurosurgery  Clinic  offer  complete  and  comprehensive  neuro- 
surgical MANAGEMENT  OF  BRAIN  AND  SPINE  DISORDERS  AS  WELL  AS 
MANAGEMENT  AND  SURGERY  OF  PERIPHERAL  NERVE  AND  CAROTID  ARTERY 

disease.  For  referrals  to  the  Arkansas  Neurosurgery  Clinic  at 
both  Baptist  Medical  Center  and  St.  Vincent  Infirmary  medical 
CENTER,  PLEASE  CALL  501-661-0077  DURING  OFFICE  HOURS.  AFTER 
HOURS  OR  FOR  EMERGENCIES,  CALL  50  1-663-6900. 


ARKANSAS  NEUROSURGERY  CLINIC 

St.  Vincent  Infirmary  Medical  Center  • Baptist  Medical  Center 

5 St.  Vincent  Circle  • Blandford  Physician’s  Center,  Suite  401  • Little  Rock,  AR  72205-5413 
501-661-0077  • Fax  501-664-2749  • Medical  Exchange  501-663-6900 


Studies  Show  Income  Shrinking 
For  Some  Physicians 

Two  new  studies  confirm  what  many  physicians 
have  been  saying  for  the  past  two  years.  Income  for 
some  physicians  is  slipping.  A study  released  by  the  ac- 
counting firm  Ernst  & Young  reports  that  primary  care 
physicians  in  practices  with  more  that  50%  of  gross 
revenues  from  managed  care  will  earn  a median  in- 
come of  $124,300  in  1995,  as  compared  with  earnings 
of  $137,900  in  1994.  In  practices  with  less  than  50%  of 
gross  revenues  from  managed  care,  the  median  for 
primary  care  physicians  will  jump  to  $120,000  as  com- 
pared to  $108,000  in  1994. 

According  to  Ernst  & Young,  specialists  - includ- 
ing FP,  IM,  Ped  and  Ob/Gyn  - did  better  overall.  Al- 
though 1995  income  for  specialists  in  managed  care 
practices  stayed  even  with  1994  income  at  $147,000, 
the  average  income  of  non-managed  care  specialists 
rose  dramatically  from  $132,000  in  1994  to  $162,000  in 
1995. 

Surgical  specialists  top  the  chart  for  managed  care 
practitioners  with  median  annual  earnings  of  $174,900. 
The  figures  do  not  reflect  benefits  or  retirement  fund- 
ing. 

According  to  Ernst  & Young,  the  average  earn- 
ings of  primary  care  physicians  in  HMOs  was  $128,100. 
However,  high  performers  could  earn  up  to  $200,000 
in  base  salary  and  incentive/bonus  pay. 

The  AMA's  Physician  Marketplace  Statistics  sur- 
vey shows  overall  physician  pay  decreasing  by  4%  in 
the  past  year  with  mean  income  of  all  working  physi- 
cians (not  including  residents)  dropping  from  $189,000 
in  1993  to  $182,000  in  1994. 

Information  provided  by  the  Medical  Society  of  the  State 
of  New  York. 

Market  Trends  - An  update  on 
managed  care  developments 

A California  jury  awarded  $3  million  to  the  family 
of  an  HMO  patient  who  died  of  colon  cancer  after  her 
primary  care  physicians  refused  to  refer  her  to  a spe- 
cialist for  her  symptoms.  She  received  a referral  only 
after  her  husband  accompanied  her  to  the  office  and 
refused  to  leave  until  a referral  was  made.  By  that  time, 
the  tumor  had  advanced  and  her  chances  of  survival 
dramatically  decreased.  Although  the  jury  awarded 
damages  against  the  HMO,  the  judge  threw  out  a cause 
of  action  against  the  physicians  for  breach  of  fiduciary 
duty  to  the  patient.  (BNA's  Health  Law  Reporter,  No- 
vember 30,  1995) 

An  Oregon  HMO  has  settled  for  $1  million  with  a 
patient  who  alleged  that  she  was  denied  timely  sur- 
geon. The  plaintiff's  neurosurgeon,  a member  of  Provi- 
dence Good  Health  Plan  of  Oregon,  Inc.'s  provider 
network,  recommended  surgery  for  a compressed 
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nerve  root  on  her  hand.  The  HMO  denied  surgery 
and  recommended  physical  therapy.  The  plaintiff's  pri- 
mary care  physician  appealed  the  denial.  Seven  months 
after  the  initial  request,  the  HMO  approved  the  sur- 
gery. However,  too  much  nerve  damage  had  occurred 
in  the  meantime  and  the  damage  could  not  be  cor- 
rected by  surgery.  (BNA's  Managed  Care  Reporter, 
December  13,  1995) 

A New  York  mother  has  sued  Aetna  Health  Plans 
of  New  York,  alleging  that  by  adopting  a capitated 
payment  arrangement  for  physician  services,  Aetna 
has  violated  ERISA.  The  plaintiff's  two  children  suffer 
from  a chronic  disease,  and  their  physician  allegedly 
is  being  forced  to  leave  the  plan  because  the  capitation 
rate  is  not  enough  to  cover  his  costs.  The  lawsuit  con- 
tends that  Aetna  has  violated  its  fiduciary  duty  under 
ERISA  to  act  "solely  in  the  interest  of  the  participants 
and  beneficiaries"  by  adopting  a payment  mechanism 
that  serves  the  interest  of  Aetna  and  not  the  beneficia- 
ries. (New  York  Times,  December  20,  1995) 

Information  provided  by  the  AMA  FED-NET,  January 
8,  1996. 

Healthcare  Tid-Bits 

-Elderly  patients  may  mistakenly  be  treated  for 
Parkinson's  disease  when  they  take  a common  drug 
(Reglan)  used  for  digestive  disorders  and  for  preven- 
tion of  nausea,  reports  a new  study  published  in  the 
December  12,  1995  issue  of  JAMA.  The  report  was  cov- 
ered by  newspapers  from  around  the  country. 

-Researchers  say  they  have  demonstrated  for  the 
first  time  the  ability  to  immunize  rats  against  some  of 
the  stimulant  effects  of  cocaine,  opening  up  a poten- 
tial new  treatment  for  drug  addition. 

-TPA,  used  for  years  to  halt  heart  attacks,  is  now 
shown  to  be  useful  for  many  stroke  victims  allowing 
them  to  recover  with  little  or  no  brain  damage,  ac- 
cording to  a five-year  study  of  624  stroke  victims. 

Information  provided  by  the  AMA,  FED-NET,  Health 
Care  Neivs  Today,  December  14,  1995. 

The  First  Half-Million  AIDS  Cases 

October  1995  saw  a milestone  of  sorts  as  the  total 
number  of  AIDS  cases  reported  to  the  CDC  since  1981 
reached  the  half-million  mark.  Nearly  half  of  these  cases 
have  been  reported  since  1993  and  62%  have  died. 

The  proportion  of  AIDS  cases  among  females  in- 
creased from  8%  during  the  period  from  1981  to  1987 
to  18%  from  1993  to  1995.  Between  the  same  periods, 
the  proportion  among  whites  has  decreased  from  60% 
to  43%,  while  that  among  blacks  has  increased  from 
25%  to  38%,  and  that  among  Hispanics  from  14%  to 
18%.  As  of  1994,  the  rate  of  AIDS  cases  per  100,000 
population  was  101  for  blacks,  51  for  Hispanics  and  17 
for  whites. 
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The  pattern  of  HIV  transmission  has  also  changed. 
Injection-drug  use,  reported  in  17%  of  AIDS  cases  be- 
tween 1981  and  1987,  increased  to  27%  from  1993  to 
1995.  The  proportion  of  cases  attributed  to  heterosexual 
transmission  rose  from  3%  to  10%  between  the  two 
periods,  while  cases  among  homosexual  men  fell  from 
64%  to  45%. 

Comment:  According  to  the  World  Health  Organi- 
zation, 18  million  adults  and  1.5  million  children  are 


AMS  Newsmakers 

Dr.  James  Witt  Bryan  IV,  of  North  Little  Rock, 
recently  attended  the  47th  annual  Scientific  Assembly 
of  the  American  Academy  of  Family  Physicians  in 
Anaheim,  California.  Topics  included,  among  others, 
managed  health  care,  preventing  dysfunction  in  fam- 
ily relationships,  team  approaches  to  detecting  breast 
cancer  and  communicating  with  teenagers. 

Dr.  Shannon  Card,  of  Berryville,  delivered  his 
750th  baby  on  October  24,  1995. 

Dr.  Randall  E.  Cole,  an  ophthalmologist  in  Rogers, 
recently  attended  a refractive  laser  seminar  in  Windsor, 
Canada.  The  Excimer  Laser  Symposium  was  a com- 
plete course  on  laser  vision  correction  of  refractive  er- 
rors including  nearsightedness,  astigmatism  and  far- 
sightedness. The  course  included  observation  of  live 
surgery,  examination  of  postoperative  patients  and  a 
hands-on  workshop. 


Dr.  John  Richard  Duke,  a 

UAMS  resident,  was  recog- 
nized recently  by  the  AMA  for 
his  contributions  to  community 
service.  He  was  one  of  40  hon- 
orees  of  the  AMA/Glaxo 
Wellcome  Inc.  Leadership 
Award  Program  for  resident 
physicians.  Dr.  Duke  will  have 
the  opportunity  to  attend  the 
Annual  Meeting  in  Chicago, 

Illinois,  in  June  of  this  year. 

Dr.  Thomas  E.  Knox,  an  orthopaedic  surgeon  in 
Mountain  Home,  recently  attended  the  1995  North 
American  Hip  and  Knee  Symposium  focusing  on  man- 
aging patients  with  hip  and  knee  arthritis. 


infected  with  HIV,  and  AIDS  cases  worldwide  number 
4.5  million.  As  the  risks  and  modes  of  transmission 
vary  with  the  community  involved,  effective  prevention 
must  include  director  community  involvement.  - DM  Berwick 

First  500,000  AIDS  cases  - United  States,  1995. 
MMWR  1995  Nov  24;  44:849-53. 

Reprinted  with  permission  of  Journal  Watch  from  Vol- 
ume 16,  Number  1,  January  1,  1996,  page  12,  Copyright 
1996,  Massachusetts  Medical  Society. 


Dr.  Donald  Miller,  of  Pine  Bluff,  recently  received 
the  Robert  Shields  Abernathy  Award  for  excellence  in 
internal  medicine  from  the  American  College  of  Phy- 
sicians. The  award  is  given  annually  to  an  internist 
who  has  trained,  practiced  or  taught  in  Arkansas  and 
achieved  distinction  in  the  profession. 

Dr.  John  Moose,  a family  practitioner  in  Siloam 
Springs,  recently  retired  after  29  years  of  service. 

Dr.  Howard  Morris,  of  Texarkana,  has  been  named 
Executive  of  the  Year  by  Professional  Secretaries 
International's  Twice  As  Nice  Chapter  in  Texarkana. 
The  organization  honors  executives  or  bosses  annually. 

Dr.  Robert  White  recently  attended  the  1995  sci- 
entific meeting  of  the  Arkansas  Chapter  of  the  Ameri- 
can College  of  Physicians.  Topics  included  updates  on 
recent  advances  in  diagnosis  and  treatment  of  prob- 
lems including  hypertension,  heart  disease,  diabetes 
and  HIV  infection. 


Physician's  Recognition  Award 


The  Physician's  Recognition  Award  is  awarded 
each  month  to  physicians  who  have  completed  ac- 
ceptable programs  of  continuing  education.  Recipi- 
ents for  the  month  of  November  & December  1995  are: 


James  R.  Adametz 
Jacob  Amir 
Maurice  K.  Borklund 
Joe  Lee  Buford 
Richard  Lister  Calleton 
Joe  Henry  Dorzab 
Kenneth  M.  Kilgore 
Diane  G.  Lepore 
James  Ralph  McCoy 
Robert  M.  McMahon 
Robert  Lee  Parkman 
Aubrey  Chas  Smith 
Richard  Nason  Whitney 


Little  Rock 
Little  Rock 
Booneville 
North  Little  Rock 
Mena 
Fort  Smith 
Mountain  Home 
Jonesboro 
Searcy 
Little  Rock 
Magnolia 
Little  Rock 
Fayetteville 


John  Richard  Duke,  M.D. 
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We  Need  Your  Input. 


Physicians  and  exhibitors  enjoy  the  time  to  exchange 
views  during  exhibit  hours. 


The  Arkansas  Medical  Society  1996  Annual  Meeting  will  be  a 
first  class  meeting  at  the  premier  convention  facility,  Arkansas’ 
Excelsior  Hotel,  in  Little  Rock  on  May  2-4.  The  Annual  Meeting 
keeps  you  ahead  of  the  game  with  continuing  medical  education 
programs  and  up-to-date  information  on  regulatory  issues 
affecting  the  practice  of  medicine. 

Physicians,  spouses,  clinic  managers  and  other  office  staff  are 
encouraged  to  attend  the  CME  sessions  that  feature  national 
speakers  specialized  in  their 
topics. 

Exhibitors  will  display 
on  Thursday,  May  2 and 
Friday,  May  3.  The  Medi- 
cal Society  expects  over 
70  companies  that  will 
demonstrate  products  and 
services  such  as  billing  & 
collecting,  computer  soft- 
ware, pharmaceutical,  bank- 
ing and  finance,  malpractice  insurance,  health  in- 
surance, practice  management,  and  hospitals. 

The  fun  begins  with  a golf  tournament  on 
Thursday  morning  and  a Welcome  Reception  on 
Thursday  afternoon.  There  will  be  prize  give- 
aways, dancing  and  fun  entertainment  on  Friday  & 

Saturday. 


Everyone  has  fun  during  the  1 995  Casino  Party. 


With,  all  of  this, 
shouldn't  you  make 
plans  to  attend? 


Mark  your  calendar 
now!  May  2 - 4,  1996. 


Arkansas  Medical  Society 

P.O.  Box  5776 
Little  Rock,  A Ft  72215-5776 
(501)  224-8967 
1-800-542-1058 


Dancing  the  night 
away  at  the 
President's  Reception 


Stephen  M.  Sokolyk,  M.D. 


PROFESSIONAL  INFORMATION 
Specialty:  Cardiology 
Years  in  Practice:  Less  than  one  year 
Office:  El  Dorado 

Medical  School:  University  of  Texas  Southwestern  Medical 

in  Dallas,  1988 

Internship/ Residency:  Hennepin  County  Medical  Center,  Minneapolis,  Minnesota,  1991 
Honors/ Awards:  Summa  Cum  Laude  and  Phi  Beta  Kappa  at  Rice  University,  and  Alpha  Omega  Alpha  at 
University  of  Texas  Southwestern  Medical  School 


PERSONAL  INFORMATION 
Wife:  Beth 

Children:  Katie,  four  years  old;  Alex,  two  years  old  and  one  on  the  way! 

Date/Place  of  Birth:  November  16,  1963  - San  Antonio,  Texas 
Volunteer  Work:  Sunday  School  Teacher 
Hobbies:  Golf,  bridge  and  foreign  languages 

Miscellaneous:  Belonged  to  Ukrainian  folk  dance  groups  for  13  years 

THOUGHTS 

If  I had  a different  job,  I'd  be:  A professor  of  German 

Historical  figure  I most  identify  with:  Roman  Emperor  Claudius 

Worst  Habit:  Biting  the  inside  of  my  cheeks 

Best  Habit:  Spending  a long  time  talking  to  patients 

Favorite  junk  food:  Pizza 

Most  valued  material  possessions:  Books 

People  who  knew  me  in  medical  school,  thought  I was:  Smart,  but  a geek 
The  turning  point  of  my  life  was  when:  I met  my  wife 
Favorite  vacation  spot:  Hawaii 
One  goal  I haven't  yet  achieved:  Winning  a lottery 
One  goal  I am  proud  to  have  reached:  Becoming  a cardiologist 
Favorite  childhood  memory:  Christmas  programs  at  my  Lutheran  elementary  school 
When  I was  a child,  I wanted  to  grow  up  to  be:  A physician,  always 
One  of  my  pet  peeves:  Patients  who  answer  "a  while"  to  the  question  "How  long?" 
First  job:  Internal  medicine  resident 
Worst  job:  Cardiology  fellow 
One  world  to  sum  me  up:  Intense 
My  life  philosophy:  Do  it  well  or  not  at  all 


If  you  are  interested  in  appearing  in  either  the  New  Member  Profile 
or  Member  Profile,  contact  Tina  Wade  at  the  Arkansas  Medical  So- 
ciety at  (501)  224-8967  or  1-800-542-1058. 


To  Attend 
1 996  AMS 
Annual  Session 


l 


The  AMS  Annual  Session  offers  educa- 
tional programs  on  a wide  range  of  topics 
relating  to  the  field  of  medicine.  CME 
hours  are  available. 

The  convention  has  over  70  companies 
that  will  demonstrate  their  products  and 
services  such  as  billing  & collecting, 
computer  software,  finance,  insurance, 
pharmaceutical  and  practice  management. 

The  1996  Annual  Session  provides 
an  opportunity  for  old  and  new  friends 
to  relax  and  meet  with  their  peers  to 
exchange  ideas. 


Participation  in  the  AMS  House  of 
Delegates  meeting  gives  county  medical 
societies  a voice  in  the  policies  of  the  state 
association. 

A young  physician  workshop  addresses 
coding  and  reimbursement,  practice 
management,  or  other  topics  that  face 
AMS  members  who  are  joining  or  start- 
ing a practice. 

Social  events  for  you  and  your  guest 
include  the  Dr.  Harold  “Bud”  Purdy 
Memorial  Golf  Tournament,  receptions, 
banquets  and  a variety  of  entertainment. 


1996  Annual  Session 

May  2-4,  1 996  Excelsior  Hotel  Little  Rock,  Arkansas 
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Special  Article 


The  Relationship  of  Episiotomy  to 
Third  and  Fourth  Degree  Lacerations 

William  E.  Golden,  M.D.* 

Nena  Sanchez,  M.S.** 


Over  the  last  three  years,  the  Arkansas  Founda- 
tion for  Medical  Care  (AFMC)  has  evolved  into  a re- 
gional quality  improvement  organization  developing 
statewide  projects  based  on  clinical  research  and  prac- 
tice guidelines  with  focused  indicators  and  suggestions 
for  assessment  of  health  care  processes.  The  majority 
of  this  experience  has  been  with  the  Health  Care  Qual- 
ity Improvement  Program  of  the  Health  Care  Financ- 
ing Administration  and  the  Medicare  Program.  Dur- 
ing 1995,  we  entered  into  similar  arrangement  with 
the  Arkansas  Department  of  Human  Services  and  are 
designing  projects  for  the  Medicaid  Program  in  our 
state.  While  we  are  developing  assessments  of  outpa- 
tient claims  for  the  Arkansas  Medicaid  Managed  Care 
Program,  we  are  also  designing  quality  improvement 
initiatives  for  inpatient  care.  Early  efforts  have  focused 
on  obstetrical  issues  because  of  the  large  number  of 
deliveries  reimbursed  by  Medicaid.  This  report  focuses 
on  soft  tissue  injuries  secondary  to  episiotomy  and 
the  potential  to  reduce  the  morbidity  from  extensive 
tears  associated  with  this  intervention. 

Soft  tissue  injuries  during  childbirth  are  common 
and  potentially  morbid  events.  Review  of  Arkansas 
Medicaid  data  indicates  that  third  and  fourth  degree 
lacerations  during  childbirth  are  as  common  as  10%  of 
deliveries  in  some  hospitals.  Table  1 shows  a statisti- 
cally significant  trend  in  that  patient  age  increases  as 
the  percentage  of  lacerations  decrease.  Chronic  com- 
plications of  these  injuries  can  include  anorectal  ab- 
scess, rectovaginal  fistula,  fecal  incontinence, 
dyspareunia  and  can  result  in  the  need  for  operative 
surgical  repair.  This  report  examines  the  potential  to 
reduce  the  incidence  of  these  lacerations. 

An  emerging  literature  has  examined  the  incidence 
and  etiology  of  pelvic  tears  during  childbirth.  The  use 
of  midline  episiotomy  is  a major  risk  factor  for  these 


* William  E.  Golden,  M.D.,  is  Principal  Clinical  Coordinator  of 
the  Arkansas  Foundation  for  Medical  Care,  Inc.,  Associate  Pro- 
fessor of  Medicine  at  UAMS  and  President  of  the  American 
Society  of  Internal  Medicine. 

**  Nena  Sanchez,  M.S.,  is  Senior  Statistician  at  the  Arkansas 
Foundation  for  Medical  Care,  Inc 


third  and  fourth  degree  tears.1'7  A collaborative  pennatal 
project  demonstrated  that  routine  midline  episiotomy 
increased  the  risk  of  third  and  fourth  degree  perineal 
laceration  four-fold  among  nulliparous  women,  and 
over  twelve-fold  among  multiparous  women.8  Use  of 
episiotomy  has  declined  in  importance  during  the  last 
decade,  subsequent  to  a major  literature  review  in  1983 
that  questioned  the  documented  benefits  of  the  pro- 
cedure.9 Nevertheless,  many  practitioners  still  use  this 
technique  frequently  in  delivering  infants.  In  1987, 
episiotomy  was  performed  in  62%  of  vaginal  deliver- 
ies in  the  United  States  (80%  of  nulliparous  patients 


Table  1 

Medicaid  in-patient  discharges  1994 
Third  & fourth  degree  lacerations 
during  vaginal  delivery 


Deliveries 

Lacerations 

O/ 

/o 

Patient's  age: 

< = 17 

1782 

81 

4.55 

18-29 

10903 

334 

3.06 

>=30 

1379 

21 

1.52 

P<0.001 

(TREND) 

Hospital  Bed 
Size: 

<100 

2070 

57 

2.75 

> = 100 

11994 

379 

3.16 

(P=.325) 

and  20%  of  multiparous  patients).10  It  appears  that 
while  spontaneous  delivery  increases  the  risk  of  ante- 
rior perineal  tears,  midline  episiotomy  is  associated 
with  deep  posterior  lacerations.  Mediolateral 
episiotomies  have  fewer  third  and  fourth  degree  lac- 
erations but  are  associated  with  greater  blood  loss. 

Efforts  are  underway  in  many  areas  to  reduce  the 
use  of  episiotomy,  partly  to  reduce  the  incidence  of 
secondary  tears  associated  with  delivery.  It  appears 
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that  a quality  improvement  project  directed  at  this  as- 
pect of  intrapartum  care  could  have  a significant  effect 
on  reducing  anal  sphincter  morbidity.11  One  study 
showed  a 1.8%  incidence  of  third  and  fourth  degree 
lacerations  in  selective  episiotomy  patients,  versus  16% 
in  patients  receiving  a more  liberal  episiotomy  approach 
to  delivery.12  Techniques  to  avoid  episiotomy  include 
gentle  counter  pressure,  the  use  of  sterile  lubricant, 
and  maneuvers  to  keep  the  fetal  head  flexed.13 

The  percentage  of  deliveries  involving  third  and 
fourth  degree  lacerations  could  be  a useful  quality  in- 
dicator of  obstetrical  care.  The  Arkansas  Foundation 
for  Medical  Care  recommends  using  this  clinical  event 
for  internal  review  of  obstetrical  care  to  ascertain 
whether  there  is  need  for  additional  attention  to  ob- 
stetrical outcomes. 

Summary 

Third  and  fourth  degree  lacerations  can  produce 
significant  long  term  morbidity  to  women  undergoing 
childbirth.  The  incidence  of  third  and  fourth  degree 
lacerations  is  variable  depending  on  the  institution  and 
the  obstetrical  provider.  While  episiotomy  remains  a 
valuable  intervention  in  selected  cases,  an  improve- 
ment program  directed  at  lowering  the  use  of 
episiotomy  can  reduce  the  incidence  of  this  clinical 
event.  Hospitals  and  physicians  with  higher  rates  of 
third  and  fourth  degree  tears  should  examine  the  use 
of  episiotomy,  and  midline  episiotomy  in  particular, 
which  is  associated  with  an  increased  incidence  of  third 
and  fourth  degree  tears. 

Suggestions 

Hospitals  should  adopt  as  a clinical  quality  indica- 
tor the  rate  of  third  or  fourth  degree  tears  during  de- 
livery. Hospitals  with  higher  rates  of  such  tears  (greater 
than  2%)  should  examine  their  rate  of  episiotomy,  par- 
ticularly midline  episiotomy. 

The  Arkansas  Foundation  for  Medical  Care  will  be 
happy  to  answer  any  questions  concerning  this  report 


and  offer  assistance  to  institutions  interested  in  imple- 
menting a quality  improvement  project.  For  further 
information,  contact  AFMC's  quality  improvement 
coordinator  at  (501)  785-2471,  extension  204. 
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Loss  Prevention 


Headache  - An  Important  Symptom 


J.  Kelley  Avery,  M.D.* 

Case  Report 

The  patient  was  a 25-year-old  man  who  would  not 
have  aroused  the  interest  or  concern  of  many  physi- 
cians on  the  first  visit.  He  reported  to  the  board  certi- 
fied family  physician  of  the  HMO  to  which  he  be- 
longed with  a five-day  history  of  a pounding  occipital 
headache.  He  gave  no  history  of  trauma,  but  had  a 
history  of  excessive  beer  drinking,  the  regular  use  of 
marijuana,  and  the  occasional  use  of  cocaine.  He  re- 
ported no  previous  headaches.  Examination  revealed 
no  significant  abnormalities.  His  blood  pressure  was 
recorded  as  140/88  mm  Hg.  A cursory  neurologic  ex- 
amination was  within  normal  limits,  and  there  was  no 
tenderness  over  the  occipital  region.  He  was  treated 
symptomatically  with  a mild  tranquilizer  and  aspirin, 
and  instructed  to  return  to  the  clinic  if  he  was  unim- 
proved in  "several  days." 

One  week  after  the  first  encounter  he  was  seen 
again  by  the  same  physician  with  the  same  symptoms. 
The  headache  was  still  described  as  "pounding,"  and 
located  principally  in  the  occipital  region.  Again  the 
examination  was  considered  normal.  The  patient  stated 
that  he  was  sleeping  a little  better.  His  blood  pressure 
was  unchanged.  This  time  the  diagnosis  entered  on 
the  examination  form  was  "headache  of  undetermined 
origin."  A synthetic  codeine  preparation  was  pre- 
scribed. The  record  indicated  that  the  physician 
planned  a CT  of  the  head  and  a neurologic  consulta- 
tion of  the  symptoms  were  not  improved  in  a few  days. 
Laboratory  work,  including  a CBC  and  urinalysis,  was 
reported  as  normal. 

Five  weeks  after  the  initial  visit,  the  patient  was 
seen  again  with  the  same  complaints  of  persistent, 
unrelenting  headache.  He  reported  only  slight  relief 
from  the  medication  that  had  been  prescribed.  This 
time,  the  examiner  reported  some  worsening  of  the 
pain  on  movement  of  the  head,  and  thought  there 
was  a "prominence"  on  palpation  of  the  occipital  area. 
X-rays  of  the  cervical  spine  were  reported  to  show  some 


* Dr.  Avery  is  chariman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Co.,  Brentwood,  TN.  This  article 
appeared  in  the  Journal  of  the  Tennessee  Medical  Association  in 
January  1993.  It  is  reprinted  here  with  permission. 


"straightening,"  which  was  thought  to  be  due  to 
muscle  spasm.  An  order  was  written  to  refer  to  a neu- 
rologist. 

The  patient  was  examined  by  the  neurologist  the 
following  day.  The  specialist  reported  that  there  was 
no  evidence  of  "root  or  cord  disease."  He  prescribed 
an  NSAID  and  requested  that  the  HMO  arrange  for 
physical  therapy.  He  was  examined  by  another  HMO 
physician,  a board  certified  internist  who  prescribed  a 
muscle  relaxant  and  ordered  physical  therapy.  It  was 
not  until  four  days  later  that  the  physical  therapy  treat- 
ments began.  The  physical  therapist  reported  to  the 
HMO  internist  that  the  patient  "looses  his  balance 
easily,  complains  of  dizziness,  and  still  has  constant 
pain."  Ten  days  later  the  patient  reported  to  the  emer- 
gency room  (ER),  but  was  told  by  the  HMO's 
precertification  nurse  that  he  could  not  be  certified  as 
an  emergency  patient  and  was  to  see  the  original  phy- 
sician who  first  examined  him  at  the  HMO  clinic.  The 
ER  physician  did  record  "normal  neuro"  and  felt  that 
the  difficulty  was  "musculoskeletal  pain,  anxiety,  and 
depression,"  for  which  he  prescribed  a mild  antide- 
pressant. The  following  day  the  young  man  was  ex- 
amined by  his  original  doctor  who  reported,  "Still  hav- 
ing excruciating  headache  and  doesn't  want  to  go  to 
work."  A stronger  narcotic  was  prescribed,  along  with 
an  antihistamine  decongestant,  since  the  family 
physician's  examination  suggested  some  middle  ear 
effusion.  The  record  of  this  encounter  ended  with  the 
statement,  "Disability  papers  put  on  medical  director's 
desk." 

Three  days  after  this  visit,  the  patient  went  to  the 
ER  in  a small  town  near  the  medical  center  where  his 
examinations  and  treatment  had  started.  He  received 
some  "pain  medicine"  for  his  severe  headache  on  this 
first  visit  to  the  small  town  ER.  He  returned  with  the 
same  symptoms  twice  and,  on  the  same  day  and  dur- 
ing the  last  visit,  he  experienced  respiratory  arrest.  A 
CT  was  done  showing  "cerebral  edema  and  a possible 
posterior  fossa  tumor."  The  patient  was  transported 
by  helicopter  to  the  medical  center,  where  an  EEG  was 
compatible  with  brain  death.  An  autopsy  showed  a 
medulloblastoma . 
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Loss  Prevention  Comments 

This  was  an  undesirable  patient!  He  gave  a his- 
tory of  regular  alcohol  and  drug  abuse.  In  all  probabil- 
ity, the  first  examiner  was  not  convinced  that  the  pa- 
tient was  not  continuing  to  abuse  drugs  and  that  his 
symptoms  were,  in  some  measure,  due  to  that.  The 
same  physician  saw  his  patient  with  some  regularity 
for  over  a month.  On  the  fourth  visit,  x-rays  were  done 
which  showed  only  some  straightening  of  the  cervical 
spine.  At  that  time  he  properly  consulted  a well-quali- 
fied neurologist,  whose  examination  supported  the 
normal  neurologic  findings  reported  from  the  begin- 
ning of  the  patient's  illness. 

Perhaps  the  most  tragic  thing  that  occurred  in  this 
sad  story  was  the  HMO's  refusal  to  allow  admission 
to  the  hospital.  They  insisted  that  the  patient  was  not 
sick  enough  to  be  hospitalized  and  referred  him  back 
to  his  primary  care  physician.  At  that  time  the  patient 
was  experiencing  dizziness  and  difficulty  maintaining 
his  balance,  in  addition  to  his  unrelenting  head  pain. 
Within  a week  the  young  man  was  dead! 

Even  though  headache  is  one  of  the  most  com- 
mon complaints  that  we  deal  with,  it  can  be  an  ex- 
tremely important  symptom.  This  story  chronicles  a 
textbook  picture  of  some  organic  etiology  of  the  pain. 
It  was  unrelenting.  As  soon  as  the  first  dose  of  medi- 


cine wore  off,  the  second  was  needed.  More  and  stron- 
ger medication  was  required  to  control  the  pain,  and 
finally,  about  six  weeks  after  onset,  definite  neuro- 
logic signs  appeared. 

Three  physicians  had  a chance  to  make  a timely 
diagnosis.  The  family  physician,  of  course,  had  the 
longest  exposure  to  the  patient.  Should  he  have  made 
a referral  to  the  neurologist  sooner?  The  internist,  the 
senior  member  of  the  HMO  clinic,  who  had  approved 
the  consultation,  was  informed  by  the  physical  thera- 
pist about  the  problems  with  dizziness  and  balance. 
This  information  may  have  been  available  to  the  HMO 
doctors  as  long  as  two  weeks  before  the  young  man's 
death.  As  the  senior  physician  of  this  group,  and  a 
board  certified  internist,  should  he  have  initiated  a 
return  visit  to  the  neurologist  or  directly  ordered  an 
outpatient  CT?  Then  there  is  the  neurologist.  He  is 
supposed  to  be  an  expert  in  these  matters!  Should  he 
have  ordered  a CT  examination  as  a part  of  his  consul- 
tation? If  he  had,  would  the  HMO  have  approved  such 
an  examination  just  on  the  basis  of  unrelenting  and 
worsening  head  pain?  During  the  investigation  and 
development  of  this  litigation,  it  became  increasingly 
apparent  that  the  jury's  answers  to  all  of  these  ques- 
tions during  trial  would  probably  have  been,  "Yes!" 
The  case  was  settled  on  behalf  of  all  the  physicians 
involved. 
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Cardiology  Commentary  and  Update 

J.  David  Talley,  M.D.* 


THE  MONOCLONAL  ANTIBODY,  7E3 
AND  TREATMENT  OF  CORONARY  ARTERY  DISEASE 


The  pathophysiology  of  acute  myocardial  ischemia 
is  the  development  of  an  intracoronary  thrombus.  The 
thrombus  is  responsible  for  the  development  of  acute 
ischemia  syndromes  ranging  from  unstable  angina 
pectoris,  acute  myocardial  infarction  (both  non-Q-wave 
and  Q-wave),  to  sudden  cardiac  death. 

A fractured  endothelial  surface  with  platelet  depo- 
sition and  coagulation  fractors  contribute  to  thrombus 
growth.  Modulation  of  platelet  activity  has  been  a re- 
cent target  of  molecular  biology  and  has  been  propelled 
forward  with  understanding  of  the  architecture  of  the 
platelet  surface.  A host  of  platelet  receptors  has  now 
been  characterized,  most  importantly  the  glycoprotein 
llb/llla  family.  The  llb/llla  receptor  was  characterized 
in  the  early  1980's  and  mediates  platelet  aggregation 
by  blocking  binding  of  fibrinogen  and  von  Willebrand's 
factors. 

A monoclonal  antibody  to  the  GP  lla/llla  receptor, 
7E3  has  been  evaluated  in  clinical  trials.  7E3  produces 
direct,  dose  dependent,  inhibition  of  the  glycoprotein 
llb/llla  cellular  receptor.  It  is  a potent  inhibitor  of  platelet 
function,  and  therefore,  has  profound  implications  to 
decrease  the  occurrence  of  thrombus-mediated  acute 
myocardial  ischemia.  Several  recent  clinical  trials  have 
been  reported  which  prove  remarkable  efficacy  of  this 
agent. 

EPIC 

The  EPIC  (Evaluation  of  C7E3  Fab  in  the  Preven- 
tion of  Ischemic  Complications)  trial  was  a double-blind 
placebo  controlled  study  of  2099  high  risk  patients 
undergoing  coronary  angioplasty.  Patients  were  ran- 
domized to  receive  either  a bolus  of  7E3  followed  by  a 

* Dr.  Talley  is  Professor  oflnternal  Medicine  & Associate  Director, 
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12-hour  infusion  of  the  active  agent,  a bolus  of  7E3 
followed  by  a 12-hour  infusion  of  a placebo,  or  both  a 
placebo  bolus  and  infusion.  The  primary  endpoint  was 
death,  myocardial  infarction,  or  a recurrent  ischemic 
event.  Patients  were  followed  for  30  days  after  ran- 
domization for  these  events. 

The  composite  endpoint  occurred  in  12.8%  of  the 
placebo  group,  11.5%  of  the  bolus  only  group,  and 
8.3%  of  the  bolus  and  infusion  group  (0.008%  versus 
placebo).  This  35%  reduction  in  adverse  ischemic  com- 
plications was  an  important  clinical  finding  and  indi- 
cates that  7E3,  when  used  in  conjunction  with  aspi- 
rin, could  further  enhance  the  safety  of  coronary 
angioplasty.  The  price  to  pay,  however,  was  a higher 
number  of  adverse  bleeding  events  which  were  largely 
confined  to  the  local  vascular  access  site.1 

EPILOG 

The  EPILOG  (Evaluation  of  PTCA  to  Improve 
Long-term  Outcome  by  C7E3  Glycoprotein  llb/llla  re- 
ceptor blockade)  trial  was  an  important  study  to  evalu- 
ate the  interaction  of  7E3  and  heparin  in  low-risk  pa- 
tients undergoing  coronary  intervention.  EPILOG  was 
designed  to  determine  if  the  local  vascular  access  site 
bleeding  was  related  to  the  monoclonal  antibody  or 
heparin.  This  trial  was  prematurely  stopped  due  to  a 
remarkable  improvement  in  patient  outcome  with  the 
use  of  the  agent  (Figure  1).  An  interim  analysis  of  the 
first  1500  patients  showed  a significant  reduction  in 
the  occurrence  of  death  and  myocardial  infarction  with 
the  use  of  7E3.  This  represented  an  exciting  break- 
through in  the  field  of  interventional  cardiology  and 
platelet  glycoprotein  llb/llla  receptor  blockade.  These 
results  represent  a very  strong  important  protective 
effect  of  the  use  of  the  monoclonal  antibody  to  prevent 
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Figure  1 Key  Results  from  EPILOG 
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Abbreviations:  EPILOG  = Evaluation  of  PTCA  to  Improve  Long-term  Outcome  by  C7E3  Glycoprotein  llb/llla  receptor 
blockade,  MI  = myocardial  infarction. 


Figure  1:  The  use  of  the  monoclonal  antibody,  7E3,  directed  at  the  glycoprotein  llb/llla  platelet  receptor  dramatically 

decreased  the  occurrence  of  acute  ischemic  complications  after  coronary  intervention . It  should  be  noted  that  this  benefit  was 
not  obtained  at  the  cost  of  increased  bleeding  or  intracranial  hemorrhage. 


death  and  myocardial  infarction  with  coronary  inter- 
vention.2 

The  investment  community  embraced  these  prom- 
ising results.  Within  four  hours  after  the  release  of  the 
data,  10,000,000  shares  of  Centocor,  Inc.  (Malvern,  Pa., 
Nasdaq-NNM:CNTO)  stock  were  traded,  doubling  its 
value. 

CAPTURE 

The  CAPTURE  (Chimeric  7E3  Anti-Platelet  Therapy 
in  Unstable  angina  Refractory  to  standard  treatment) 
trial  was  performed  in  Europe.  CAPTURE  evaluated 
the  efficacy  of  7E3  compared  to  standard  therapy  (he- 
parin, aspirin,  or  nitroglycerin)  in  patients  with  un- 
stable angina  pectoris.  The  primary  endpoint  was  a 
composite  of  death,  myocardial  infarction,  and  need 
for  urgent  revascularization  within  30  days  after  ran- 
domization. As  with  EPILOG,  CAPTURE  was  prema- 
turely stopped  due  to  a dramatic  improvement  in  de- 
creasing clinical  events  in  patients  who  received  the 
drug.3 

IMPLICATIONS 

Blockade  to  the  glycoprotein  llb/llla  receptor  with 
the  monoclonal  antibody  7E3  has  confirmed  the  link- 
age of  platelet  deposition  and  acute  myocardial 
ischemia.  Prevention  of  platelet  aggregation  with  the 
use  of  this  potent  antiplatelet  agent  decreases  adverse 
clinical  events  in  patients  with  unstable  angina  pectoris 
or  undergoing  coronary  angioplasty.  When  the  results 


of  EPILOG  and  CAPTURE  are  reported  and  published 
(anticipated  in  1996),  7E3  holds  the  promise  of  increas- 
ing the  margin  of  safety  of  patients  with  unstable 
ischemic  syndromes.  The  use  of  this  agent,  or  an  agent 
of  similar  activity,  may  well  become  "the  standard  of 
care"  in  patients  with  acute  myocardial  ischemia  in 
the  near  future. 
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Medical  Doctor  Wanted 

Full  Time  - Part  Time 
New  Medical  Clinic  in  Fort  Smith,  AR. 
No  Evenings,  Weekends  or  Holidays. 
Flexible  Hours 

Call  501-785-0400 

or  send  resume  or  curriculum  vitae  to: 
Physician 

4300  Rogers  Avenue,  Suite  15 
Fort  Smith,  Arkansas  72903 
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Information  provided  by  the  Arkansas  Department  of  Health 


Update  on  Reporting  Diseases  to  ADH 

To  make  disease  reporting  less  burdensome,  the 
Instructions  for  Reporting  Communicable  Diseases  to 
the  Arkansas  Department  of  Health  have  been  revised. 
Disease  reporting  is  an  important  link  between  the 
public  and  private  health  sectors,  as  is  often  demonstrated. 

The  revised  sheet  of  instructions  and  listing  of  re- 
portable diseases  is  included  on  the  next  two  pages  of 
this  issue  of  the  Journal,  and  may  be  removed  for  use 
ad  lib.  Please  note  the  information  suggested  for  in- 
clusion with  reports.  When  insufficient  information  is 
reported,  follow-up  is  more  difficult  and  time-consum- 
ing, both  for  the  Health  Department  and  for  providers. 

Many  have  expressed  concern  with  duplicate  re- 
porting. The  occurrence  of  duplicate  reports  is  ex- 
tremely minute,  and  the  possibility  should  not  deter 
reporting.  If  duplicate  reports  are  received,  the  surveil- 
lance system  easily  detects  them  and  no  problems  result. 

Calls  to  1-800-482-8888  are  answered  automatically, 
and  reports  may  be  made  at  any  time.  If  a more  per- 
sonal contact  is  desired,  please  call  661-2893. 


Influenza  Update 

Arkansas 

Through  early  January  1996,  the  Arkansas  Depart- 
ment of  Health  has  obtained  17  positive  influenza  cul- 
tures for  the  1995-96  influenza  season.  16  are  type  A 
(subtype  unknown)  and  one  is  type  B.  Counties  with 
culture-confirmed  type  A influenza  are  Ashley,  Baxter, 
Bradley,  Cleburne,  Craighead,  Cross,  Garland,  Little 
River,  Pulaski,  Washington  and  White.  The  type  B 
culture  was  submitted  from  Pulaski  County. 

United  States 

Through  the  week  ending  December  16,  1995,  in- 
fluenza type  A(H1N1)  has  been  reported  from  26  states, 
A(H3N2)  from  14  states,  A(not  subtyped)  from  37  states 
and  influenza  B from  9 states. 

More  information  on  influenza  in  Arkansas  may 
be  obtained  by  calling  the  Arkansas  Department  of 
Health,  Division  of  Communicable  Disease  & Immu- 
nization at (501)  661-2784. 


: 'G'-  / ‘ 

The  University  of  Arkansas  College  of  Medicine 
Department  of  Neurology  and  the  Office  of  Continuing 
Medical  Education 

presents 

Neurology  for  the  Primary  Care  Physician 
March  15-16, 1996 
Majestic  Resort  and  Spa 
Hot  Springs  National  Park,  Arkansas 

Guest  Faculty 
Robert  A.  Fishman,  M.D. 

Topics  include: 

Acute  Visual  Loss,  Spinal  Cord  Compression,  Stroke, 
Rapidly  Evolving  Weakness,  and  Autonomic 
Dysfunction 


The  University  of  Arkansas  College  of  Medicine 
ARKANSAS  DIABETES  PROGRAM  and  the  Office 
of  Continuing  Medical  Education;  American  Diabetes 
Association,  Arkansas  Affiliate;  and  the 
Geriatric  Research  Education  & Clinical  Center 
John  L.  McClellan  Memorial  Veterans  Hospital 
presents 

Diabetes  Update  1996 
April  13, 1996 
Holiday  Inn  West 
Little  Rock,  Arkansas 

Guest  Faculty 

Julio  V.  Santiago,  M.D.,  and 
Madelyn  L.  Wheeler,  R.D.,  M.S.,  C.D.E. 


For  more  information  contact: 

Office  of  Continuing  Medical  Education,  4301 
West  Markham,  Slot  525,  Little  Rock,  AR  72205 
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Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  November  1995 

The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due  to  the  effects 
of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the  date  the  disease  was 
reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases 
Nov.  1995 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 
Reported 
Cases 
YTD  1993 

Total 

Reported 

Cases 

1994 

Total 

Reported 

Cases 

1993 

Campylobacteriosis 

14 

138 

175 

127 

187 

130 

Giardiasis 

11 

121 

115 

143 

126 

150 

Shigellosis 

25 

125 

182 

188 

193 

201 

Salmonellosis 

23 

308 

517 

392 

534 

402 

Hepatitis  A 

54 

603 

242 

73 

253 

74 

Hepatitis  B 

4 

79 

53 

89 

60 

90 

HIB 

0 

6 

5 

8 

6 

8 

Meningococcal  Infections 

2 

33 

49 

24 

55 

27 

Viral  Meningitis 

1 

30 

61 

76 

62 

79 

Lyme  Disease 

0 

8 

15 

8 

15 

8 

Rocky  Mountain  Spotted  Fever 

0 

29 

18 

17 

18 

17 

Tularemia 

0 

20 

22 

36 

23 

36 

Measles 

0 

2 

1 

0 

5 

0 

Mumps 

2 

7 

6 

10 

7 

10 

Rubella 

0 

0 

0 

0 

0 

0 

Gonorrhea 

662 

5144 

6658 

7344 

7078 

7590 

Syphilis 

38 

982 

1208 

1437 

1324 

1612 

Legionellosis 

0 

4 

15 

6 

16 

6 

Pertussis 

1 

41 

33 

17 

33 

17 

Tuberculosis 

15 

212 

223 

183 

264 

209 

TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatrics 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 

The  Curare  Group,  Inc. 

(jKffll)  Mary  Latter 

— " (800)520-2028 

#M152MC 


ARKANSAS  - BC/BE  family  physicians 
needed  for  expanding  primary  care  network. 
No  financial  risk.  Above  average  salary, 
signing  bonus,  loan  repayment  assistance. 
Call  1:4,  university,  great  schools,  afford- 
able housing,  1 hour  to  major  metro.  Call 
or  send  C.V.  with  cover  to  Jane  Vogt, 
1-800-546-0954,  I.D.  #3979,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX;  314- 
726-3009. 


458 


JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


TJZG  ’.Jl  VK 


professional  Protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


Arkansas  HIV/ AIDS  Report 

1983-1996 


HIV  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 


I County  of  residence  at  the  time  of  test  for  the  3,406  Arkansans  reported  to  be  HIV+.  (12/12/95)1 
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AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 
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I Of  the  3,406  Arkansans  reported  to  be  HIV+,  1,898  have  been  diagnosed  with  AIDS.  (12/12/95)1 
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INFORMATION  WHEN  YOU  NEED  IT 

From  Arkansas  Children’s  Hospital 


You  don’t  have  time  to  wait 
around!  When  you  need  access  to 
your  patient’s  clinical  data,  you  want 
it  to  happen  now.  We  hear  you. 

Our  M.D.  Online  service 
(Meditech)  offers  remote  access  to 
the  Arkansas  Children’s  Hospital 
Healthcare  Information  System. 

You  can  send  e-mail  to  our  staff 
through  Magic  Office  (MOX)  or 
pull  up  a patient’s  clinical  and 
administrative  information  with 
Patient  Care  Inquiry  (PCI).  We 


provide  the  software  and  the  link  is 
user-friendly. 

ACH  provides  this  service  at  no 
charge  to  physicians.  Contact  our 
M.D.  Online  department  at 
800-777-7700  for  more  information. 

ARKANSAS 

CHIT  DRFN'S 

HOSPITAL 
CAY^GiN^,  CH/IPReN'5  LVeS 

800  Marshall  Street  • Little  Rock  • 501-320-1  100 


1-800-777-7700 


New  Members 


DEQUEEN 

Vogan,  Cheryl  L.,  Family  Practice/Internal  Medi- 
cine. Medical  Education,  University  of  Alberta, 
Edmonton,  Alberta,  Canada,  1982.  Internship,  Charles 
Camsell  General  Hospital,  1983  and  Residency,  Uni- 
versity of  Alberta,  1987,  both  in  Edmonton,  Alberta, 
Canada. 

Wilson,  Timothy  Alan,  Emergency  Medicine. 
Medical  Education,  University  of  Mississippi  Medical 
Center,  Jackson,  Mississippi,  1984.  Internship,  Dwight 
David  Eisenhower  Army  Medical  Center,  Augusta, 
Georgia,  1985. 

FAYETTEVILLE 

Miller,  George  Givens,  Cardiology.  Medical  Edu- 
cation, University  of  Texas  Medical  School,  Houston, 
Texas,  1984.  Internship/Residency,  University  of 
Florida,  Gainesville,  1985/1987.  Fellowship,  University 
of  Texas  Medical  School,  Houston,  1993,  and  Wm. 
Beaumont  Hospital,  Royal  Oak,  Michigan,  1994.  Board 
certified. 

FORREST  CITY 

Guillermo,  Enrique,  Internal  Medicine.  Medical 
Education,  University  of  the  Republic,  Uruguay,  1988. 
Internship,  Mt.  Sinai,  New  York,  1992.  Residency, 
University  of  Tennessee,  Memphis,  1995.  Board  certified. 

FORT  SMITH 

Asi,  Wael,  Internal  Medicine/Pulmonary-Critical 
Care.  Medical  Education,  American  University  of 
Beirut,  Beirut,  Lebanon,  1986.  Internship,  American 
University  Medical  Center,  1988.  Residency,  John 
Hopkins  University,  1993.  Board  certified. 

Romero,  Alfred  Thomas,  Cardiology.  Medical 
Education,  Autonomous  School  of  Medical  Sciences 
of  Central  America,  San  Jose,  Costa  Rica,  1986.  Intern- 
ship, Jersey  Shore  Medical  Center,  Neptune,  N.J.,  1990. 
Residency,  Jersey  Shore  Medical  Center  and  Mt.  Sinai 
Medical  Center,  Miami  Beach,  Florida,  1995.  Board 
certified. 

HARRISON 

Leslie,  Sharron  Johnson,  Pediatrics/Family  Medi- 
cine. Medical  Education,  UAMS,  1978.  Internship/Resi- 
dency, UAMS,  Arkansas  Children's  Hospital,  1979/ 
1981.  Board  certified. 

HOT  SPRINGS 

Tapley,  David  R.,  Emergency  Medicine.  Medical 


Education,  West  Virginia  School  Osteopathic  Medicine, 
Lewisburg,  1986.  Internship,  University  Medical  Cen- 
ter, Jackson,  Mississippi,  1987.  Residency,  University 
of  Alabama,  Selma  Family  Medicine,  1989.  Board  certified. 

Young,  Evelyn  Weatherford,  Emergency  Medicine/ 
Family  Medicine.  Medical  Education,  UAMS,  1987. 
Intemship/Residency,  UAMS,  1988/1990.  Board  certified. 

JACKSONVILLE 

Washington,  Mitzi  Ann,  Pediatrics/Internal  Medi- 
cine. Medical  Education,  UAMS,  1989.  Internship/Resi- 
dency, UAMS  and  Arkansas  Children's  Hospital,  1990/ 
1994.  Board  certified. 

Waterhouse,  Michael  Henry,  Family  Practice. 
Medical  Education,  University  of  Alberta,  Edmonton, 
Alberta,  Canada,  1970.  Internship,  St.  Pauls  Hospital, 
Vancouver,  BC,  Canada,  1971.  Residency,  Edmonton 
General  Hospital,  1973. 

LITTLE  ROCK 

Abraham,  Dana  Carol,  Breast  Surgical  Oncology. 
Medical  Education,  UAMS,  1989.  Internship/Residency, 
Baylor  University  Medical  Center,  Dallas,  Texas,  1990/ 
1994.  Board  certified. 

Fitzgerald,  Amy  Jean,  Internal  Medicine.  Medical 
Education,  Louisiana  State  University  School  of  Medi- 
cine, Shreveport,  1992.  Internship,  Louisiana  State 
University  Medical  Center,  Shreveport,  1992.  Resi- 
dency, UAMS,  1995.  Board  certified. 

Garcia-Rill,  Susan  Ebel,  Emergency  Medicine. 
Medical  Education,  UAMS,  1984.  Internship/Residency, 
UAMS,  1985/1987.  Board  certified. 

Kamanda,  Stella  M.,  Hematology-Oncology. 
Medical  Education,  St.  Louis  University  School  of 
Medicine,  1989.  Internship,  St.  Louis  University,  1990. 
Residency,  Louisiana  State  University,  Shreveport, 
1992.  Board  certified. 

Kerns,  Kelly  Lynne,  Anesthesiology.  Medical 
Education,  UAMS,  1989.  Internship,  UAMS,  1990. 
Residency,  Vanderbilt  University,  Nashville,  Tennes- 
see, 1993.  Board  certified. 

Nelson-Adesokan,  Paula,  M.,  Dermatology.  Medi- 
cal Education,  University  of  Pennsylvania,  Philadel- 
phia, 1990.  Internship,  The  New  York  Hospital/Cornell 
University,  1991.  Residency,  Barnes  Hospital/Washing- 
ton University,  1995.  Board  certified. 

Parham,  David  Marion,  Pathology,  Anatomic  & 
Clinical.  Medical  Education,  University  of  Tennessee, 
Memphis,  1976.  Residency,  University  of  Tennessee, 
1980.  Board  certified. 
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Silzer,  Robert  R.,  Neurology.  Medical  Education, 
UAMS,  1988,  Internship,  UAMS,  1989.  Residency, 
University  of  Kansas  Medical  Center,  Kansas  City, 
1993. 

Westerfield,  Robert  E„,  Cardiovascular  Disease. 
Medical  Education,  University  of  Miami  School  of 
Medicine,  Miami,  Florida,  1979.  Internship/Residency, 
UAMS,  1982.  Board  certified. 

MALVERN 

Wait,  Erik  Jon,  Obstetrics  & Gynecology.  Medical 
Education,  University  of  South  Dakota,  Vermillion, 
1991.  Internship/Residency,  University  of  Missouri, 
Columbia,  1992/1995.  Board  eligible. 

MOUNTAIN  HOME 

Pritchard,  Sharon  Jamie,  Family  Practice.  Medical 
Education,  University  of  Texas  Southwestern  Medical 
School,  Dallas,  1992.  Internship/Residency,  AHEC  - 
Northwest,  1993/1995.  Board  certified. 

MULBERRY 

Kefri,  Maher,  Internal  Medicine/Pulmonary.  Medi- 
cal Education,  Damascus  University  Medical  School, 
Damascus,  Syria,  1988.  Internship/Residency,  Wayne 
State  University,  Detroit,  Michigan,  1991/1993.  Board 
certified. 

OZARK 

Carrick,  Garreth,  Family  Practice.  Medical  Educa- 
tion, University  of  Manitoba,  Winnipeg,  Manitoba, 
Canada,  1973.  Internship,  St.  Boniface  General  Hospi- 
tal, 1974. 

RUSSELLVILLE 

Ewing,  Donald  C.,  Family  Practice.  Medical  Edu- 
cation, Dalhousie  University,  Canada,  1991.  Internship, 
Dalhousie  University,  1992. 


Khan,  Gul  R.,  Pediatrics.  Medical  Education, 
Khyber  Medical  College,  University  of  Peshawar, 
Peshawar,  Pakistan,  1974.  Internship,  Lady  Reading 
Hospital,  Peshawar,  Pakistan.  Residency,  St.  Joseph 
Hospital,  Omaha,  Nebraska,  1983. 

WARREN 

Fort,  David  B.,  Jr.,  General  Practice.  Medical  Edu- 
cation, UAMS,  1993.  Internship,  AHEC-South  Arkan- 
sas, 1994. 

RESIDENTS 

Berry,  Michael  Fred,  Radiology.  Medical  Educa- 
tion, Louisiana  State  University  Medical  College, 
Shreveport,  1995.  Residency,  UAMS,  1999. 

Marfatia,  Vikram  S.,  Rotational/Ophthalmology. 
Medical  Education,  Topiwala  National  Medical  School, 
Bombay,  India,  1979.  Internship/Residency,  Topiwala 
National  Medical  School,  1979/1982. 

OUT  OF  STATE 

Stocks,  Rose  Mary,  Pediatric  Otolaryngology. 
Medical  Education,  Medical  University  of  South  Caro- 
lina, Charleston,  1984.  Internship,  St.  Lukes, 
Greenville,  N.C.,  1989.  Residency,  Kansas  University 
Medical  Center,  Kansas  City,  1990.  Board  certified. 

Pearson,  Fran  R.,  Internal  Medicine.  Medical  Edu- 
cation, University  of  Kansas  School  of  Medicine,  Kan- 
sas City,  1965.  Internship,  Kansas  University  Medical 
Center,  Kansas  City,  1966.  Residency,  Kansas  Univer- 
sity Medical  Center,  1967;  St.  Lukes  Medical  Center, 
New  York  City,  1970;  and  University  of  Texas  Health 
and  Science  Center,  San  Antonio,  Texas,  1971.  Board 
certified. 


Emergency  Medicine  Opportunities 

Ul 

Full  and  Part-Time  Opportunities  in: 

• Mena  • Helena 

C/J 

• Van  Buren  • West  Memphis 

(4 

WE  OFFER:  Competitive  Remuneration, 

<3 

Occurrence  Malpractice  & Flexible  Hours 

For  more  information  on  these  and  other 

opportunities  in  Arkansas  please  contact: 

< 

Tom  Kubiak  800-325-2716  or 

FAX  CV  to  Tom  at  314-919-8920. 
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Internal  Medicine  Practice  and  Clinic 
Priced  for  Immediate  Sale 

Located  in  one  of  the  fastest  growing  areas  of  the  nation 
in  Northwest  Arkansas.  2,700  sq.  ft.  Clinic  Facility 
adjacent  to  city  owned  hospital.  Approx.  9,000  popula- 
tion town  with  more  than  125,000  person  trade  territory 
and  approx.  4,000  industrial  jobs.  More  than  1,500 
active  patient  charts. 

Contact:  Walter  Gray  - Realtor 
Broker  1-800-527-2185 
Walter  Gray  and  Associates,  Inc. 
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The  Arkansas  Medical  Society 
Seeks  Nominations 
for  the  1996  Shuffield  Award 


The  Arkansas  Medical  Society  is  seeking 
nominations  for  the  1996  Shuffield  Award  which 
will  be  presented  at  the  annual  meeting  in  Little 
Rock,  May  2-4,  1996. 

The  Shuffield  Award  is  given  each  year  to 
recognize  lay  persons  in  Arkansas  who  have  done 
outstanding  community  work  in  the  health  care 
field.  The  individual  might  be  a newspaper  re- 
porter, television  personality,  government  official, 
teacher  or  individual  promoting  a community  or 
other  health  related  program.  The  person  cannot 


be  a physician  or  member  of  a physician’s 
immediate  family. 

The  nominations  may  come  from  the  county 
medical  societies  or  any  medical  society  or 
alliance  member.  The  deadline  for  receipt  of 
nominations  is  Thursday,  February  29,  1996. 
Past  nominees  may  be  renominated. 

If  you  know  someone  worthy  of  this  honor, 
please  fill  out  the  form  below  and  return  it  to  the 
Arkansas  Medical  Society  office. 


r 


n 


I 1 996  ARKANSAS  MEDICAL  SOCIETY  SHUFFIELD  AWARD 

Nominee's  name: 

Highest  degree  nominee  has  held: 

Submitted  by: 

! Address  of  nominee  and  telephone  number; 

Nominee's  place  of  employment; 

Title  or  occupation: 


Birthplace  and  year: 

S Honors  and  achievements: 

i 

Membership  in  civic  clubs  or  professional  organizations:. 


Please  attach  a short  narrative  and  a curriculum  vitae.  (Describe  nominee's  accomplishments  and 
contributions  in  the  area  of  health  care.  Please  let  us  know  why  this  person  is  worthy  of  this  award.) 


Please  return  form  and  narrative  no  later  than  February  29,  1996  to: 
Arkansas  Medical  Society 
P.O.  Box  5776 

Little  Rock,  Arkansas  72215 
or  FAX:  (501)  224-6489 


The  American  Medical  Association 
Organized  Medical  Staff  Section 


Caring  doctors. 

You  want  the  best  for  your  patients. 

You  give  them  the  kind  of  attention 
and  quality  care  they  deserve  and  they 
trust  you  with  their  lives.  This  is  the 
patient-physician  relationship  you 
want  to  protect. 

Part  of  managed  care. 

As  a participant  in  a managed  care  plan, 
you  still  give  your  all  for  your  patients  and 
want  to  provide  the  highest  quality  care. 
But  the  patient-physician  relationship  you 
value  is  facing  some  special  challenges. 

Tire  health  care  environment  is  changing 
and  so  are  the  rules. 


Shaping  the  future  of  health  care. 


You  can  help  formulate  those  rules  and 
take  an  active  role  in  the  future  of  your 
profession  as  a part  of  the  AMA  Organized 
Medical  Staff  Section  (OMSS). 

This  section  is  an  expansion  of  the 
Hospital  Medical  Staff  Section.  It  now 
embraces  the  growing  number  of 
physicians  in  managed  care.  The  OMSS 
offers  assistance,  representation,  and  a 
strong,  unified  voice  within  these 
organized  settings. 

The  OMSS  is  a forum  for  identifying 
and  initiating  policy  on  issues  including: 
fairness  and  due  process  rights,  continuous 
quality  improvement,  peer  review, 
resource/utilization  management,  ethics, 
and  leadership. 

Any  medical  staff  of  a hospital,  integrated 
delivery  system,  or  health  care  plan  may 
designate  an  OMSS  representative,  who 


must  be  an  AMA  member  with  active 
medical  privileges.  Each  staff  has  one 
vote  — an  equal  voice,  regardless  of  size. 

If  you  are  interested  in  designating  an 
AMA  OMSS  representative  and/or  attending 
an  upcoming  meeting,  call  800  AMA-3211 
and  ask  for  the  AMA  Department  of 
Organized  Medical  Staff  Services. 

We  cannot  begin  to  confront  the  unique 
challenges  facing  us  without  you. 

Call  800  AMA-3211  today. 

The  Voice  of  Grassroots  Physicians. 


(Place  state  medical  association 
OMSS  contact  information  here!) 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


4&  Outdoor  MD 


Information  provided  by 
the  Arkansas  Game  <&  Fish  Commission 


Bald  eagles  back  at  DeGray  and  apparently  healthy 

Bald  eagles  are  back  at  DeGray  Lake  in  southwest  Arkansas  and  are  appar- 
ently in  good  health. 

A year  ago,  29  eagles  died  at  the  lake  from  still-unknown  causes  - the  largest 
eagle  dieoff  in  the  nation’s  history.  The  DeGray  Eagle  Task  Force,  with  staff 
members  of  the  Arkansas  Game  and  Fish  Commission,  U.S.  Army  Corps  of 
Engineers  and  DeGray  Lake  Resort  State  Park,  is  keeping  a close  eye  on  the 
big  birds  that  winter  in  Arkansas.  Fish  and  coots  form  the  major  part  of  eagles’ 
diet  at  DeGray. 

No  problems  have  arisen  with  the  eagles  this  winter.  David  Baldridge  of  the 
Corps  of  Engineers  at  DeGray  said  regular  patrols  on  the  lake  looking  at  eagles 
have  recorded  as  many  as  13  birds  at  one  time.  An  area  on  the  lake’s  south  side 
near  Long  Creek,  used  for  several  years  as  a roost  by  eagles,  is  again  in  use. 
This  area  was  where  most  of  the  29  dead  birds  were  found  in  late  1994  and 
early  1995. 

Eagles  have  also  been  seen  in  other  areas  of  DeGray,  like  Arlie  Moore,  Al- 
pine Ridge,  Amity  Landing  and  Shouse  Ford,  all  up  the  lake  from  Long  Creek, 
Baldridge  said. 

A number  of  volunteers  are  helping  keep  an  eye  on 
the  eagles  also.  Anyone  visiting  DeGray  Lake  who 
sees  an  eagle  in  apparent  distress  or  dead  fish,  birds 
or  other  wildlife  around  the  lake  is  urged  to  carefully 
note  the  location,  to  not  touch  the  animals  and  to  go 
immediately  to  either  DeGray  State  park  Marina  or 
Iron  Mountain  Marina,  where  workers  will  phone 
Eagle  Task  Force  personnel.  Reports  can  also  be  made 
to  the  Game  and  Fish  Commission’s  toll-free  hotline, 

1-800-482-9262. 

Bald  eagles,  the  nation’s  symbol  for  more  than  200 
years,  declined  sharply  in  numbers  because  of  the  rav- 
ages of  pesticides  in  the  1950s  and  1960s.  They  went 

on  endangered  species  lists,  and  legislation  and  restoration  programs  have  gradu- 
ally brought  their  numbers  back. 

Eagles  have  been  upgraded  from  endangered  to  threatened  in  federal  and 
state  regulations  but  are  still  protected  under  a variety  of  laws.  From  a small 
number  of  eagles  seen  in  the  winter  in  the  1970s,  eagle  numbers  have  climbed 
to  around  1,000  in  the  1990s.  They  are  usually  seen  close  to  water,  such  as 
lakes  like  DeGray  and  along  the  Arkansas  and  other  rivers. 


Statistics  show  tree  stand 
accidents  follow  a pattern 

Some  statistics  from  the  Arkansas 
Game  and  Fish  Commission  about  tree 
stand  hunting  accidents,  the  leading 
cause  of  hunting  mishaps: 

- 75  percent  of  accidents  are  with 
homemade  stands  (versus  factory-pro- 
duced stands). 

- 60  percent  of  accidents  happen  when 
the  hunter  is  climbing  up  or  down,  not 
while  on  top. 

- 84  percent  of  Arkansas  accidents  in- 
volved persons  who  have  not  taken  a 
hunter  education  course. 

- 75  percent  of  tree  stand  accidents  re- 
sult in  moderate  (doctor’s  treatment)  to 
severe  (hospitalization)  injuries. 


Deer  season  opening  dates  set 

To  help  hunters  schedule  va- 
cations and  prepare  for  gun  deer 
season  in  1 996  and  1 997,  the  Ar- 
kansas Game  and  Fish  Commis- 
sion has  set  opening  dates.  Deer 
season  will  open  this  year  on  Sat- 
urday, Nov.  9,  1996,  and  next 
year  on  Saturday,  Nov.  8,  1997. 


1996  Fishing  Regulations 
booklets  available 

The  1996  Fishing  Regulations  book- 
lets of  the  Arkansas  Game  and  Fish 
Commission  are  available  to  sportsmen 
across  the  state  at  license  dealers  and 
sporting  goods  outlets,  as  well  as  re- 
gional offices  of  the  Commission. 

The  free  booklets  contain  a variety  of 
information  including  regulation 
changes  that  went  into  effect  January  1 . 
(One  regulation  in  particular  is  the  state's 
Smallmouth  Bass  Management  Plan.) 
Full  color  illustrations  show  the  differ- 
ences in  species  of  black  bass,  striped 
bass,  white  bass  and  hybrid  bass  and  in 
the  four  Arkansas  species  of  trout. 

more  Outdoor  MD  on  next  page 
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Information  provided  by 
the  Arkansas  Game  & Fish  Commission 


Legislation  threatens  duck  populations,  future  hunting  seasons 


Pending  federal  farm  bills  could  drastically  reduce  duck 
breeding  areas  and  lead  to  sharply  curtailed  hunting  sea- 
sons, said  Steve  N.  Wilson,  director  of  the  Arkansas  Game 
and  Fish  Commission. 

The  Wildlife  Management  Institute  (WMI)  said  the  bills, 
H.R.  2542  and  S.  1373,  could  mean  the  destruction  of  more 
than  78  percent  of  all  duck  breeding  ponds  in  the  U.S.  and 
up  to  90  percent  of  prairie  pothole  wetlands. 

The  U.S.  Fish  and  Wildlife  Service  said  much  lower 
duck  populations  will  follow,  resulting 
in  the  probable  closure  of  up  to  a third  ^ 

of  future  duck  hunting  seasons. 

Provisions  in  the  bills  currently  in  the 
House  (H.R.  2542)  and  Senate  (S.  1 373)  Agri- 
culture Committees  would  jeopardize  recent  gains 
made  in  waterfowl  population  levels  by  stripping 
protection  for  small  wetlands  and  allowing  farm- 
ers to  continue  receiving  taxpayer-financed  sub- 
sidies while  draining  ponds  of  less  than  one  acre 
and  all  farmed  wetlands,  WMI  said. 

“I  urge  hunters  and  conservationists  to  voice  their  con- 
cern directly  to  their  congressional  delegation  regarding 
the  new  Farm  Bill  and  revisions  to  the  Clean  Water  Act,” 
Wilson  said.  “We  must  request  the  continuation  of  both 
wetland  protection  as  provided  by  the  Clean  Water  Act  and 
the  Swampbuster  provision,  and  support  funding  for  con- 
servation incentive  programs  such  as  the  Conservation 
Reserve  Program  and  the  Wetland  Reserve  Program.” 

Currently,  farmers  cannot  receive  subsidy  payments  if 
they  drain  wetlands  or  convert  farmed  wetlands  to  non- 
wetlands. Known  as  Swampbuster  in  the  Food  Security  Act 
of  1985,  this  provision  acts  as  a condition  for  receiving 
public  funds  rather  than  a regulatory  program  and  has  helped 
successfully  keep  agricultural-related  wetland  loss  to  a 
minimum,  said  David  Long  of  Jonesboro,  agricultural  liai- 
son for  the  Game  and  Fish  Commission. 

Other  changes  in  the  definition  of  wetlands  in  two  other 
pending  bills,  H.R.  961  and  S.  851,  would  remove  protec- 
tion completely  for  many  wetlands  now  covered  under 
Section  404  of  the  Clean  Water  Act  of  1986.  This  law  re- 
quires a permit  by  the  U.S.  Army  Corps  of  Engineers  be- 
fore wetlands  may  be  dredged  or  filled. 

The  combined  effect  of  these  proposed  changes  in  wet- 
land protection  measures  would  be  drastic  and  immediate, 
said  Jon  Schneider  of  Stuttgart,  wetlands  coordinator  for 
the  Game  and  Fish  Commission.  The  White  House  Work- 
ing Group  on  Wetlands  estimated  65  to  75  percent  of  the 
nation’s  remaining  wetlands  would  be  lost,  with  varying 


percentages  in  each  state.  The  U.S.  Department  of 
Agriculture’s  Natural  Resources  Conservation  Service,  in 
a study  soon  to  be  released,  estimates  virtually  all  fanned 
wetlands  would  be  converted  to  non-wetlands,  and  82  per- 
cent of  the  remaining  small  wetlands  now  subject  to 
Swampbuster  protection  would  be  exempt, 
C\\\V  with  the  rate  of  loss  expected  to  approach 
one  million  acres  annually. 

“Small  wetland  basins  provide  critical  duck 
breeding  habitat,  and  farmed  wetlands  of  all 
sizes  are  essential  to  both  breeding  and  winter- 
ing waterfowl,”  Schneider  said.  In  the  prairie  pot- 
hole region  of  North  and  South  Dakota,  Montana, 
Minnesota  and  Iowa,  78  percent  of  wetland  ba- 
sins are  one  acre  or  less,  9 1 percent  are  five 
acres  or  less,  and  95  percent  are  10  acres 
or  less  according  to  the  WMI  esti- 
mates. 

“Recent  gains  made  in  waterfowl  populations  and  hunt- 
ing opportunity  are  the  direct  result  of  protection  for  all 
sizes  of  wetlands,  improved  rainfall  on  the  duck  breeding 
grounds  to  fill  these  ponds,  and  the  provision  of  grassland 
nesting  habitat  through  the  Conservation  Reserve  Pro- 
gram,” said  Schneider.  “Continued  protection  for  all  sizes 
of  wetlands  and  conservation  incentives  like  the  CRP  are 
essential  to  future  duck  hunting  opportunity  in  Arkansas. 
We  can’t  allow  subsidized  wetland  destruction  and  expect 
high  duck  populations  and  liberal  seasons.” 

In  addition  to  the  outright  closure  of  one  of  three  sea- 
sons as  predicted  by  the  Fish  and  Wildlife  Service,  permit- 
ted seasons  would  be  greatly  reduced,  Schneider  added. 

The  Wildlife  Management  Institute  said  a loss  of  pro- 
tection for  small  and  farmed  wetlands  will  cause  an  aver- 
age reduction  in  Arkansas  of  up  to  21,039  ducks  in  the 
harvest,  17,680  hunter-days  of  opportunity,  and  $548,086 
in  hunter  expenditures  per  year  when  seasons  are  permit- 
ted. This  lost  hunting  opportunity  would  mean  a loss  of 
$1.3  million  in  waterfowl-related  retail  sales  in  Arkansas 
alone,  WMI  said. 

“A  study  by  Southwick  Associates  said  a recent  water- 
fowl  hunting  season  in  Arkansas  resulted  in  over  700  jobs, 
$10,717,000  in  earnings,  $20,214,000  in  retail  sales,  and 
$628,000  in  state  sales  tax.  The  total  effect  of  this  activity 
in  Arkansas  was  a $41,296,000  boost  to  our  economy,” 
Schneider  said. 

H.R.  961  has  been  passed,  and  hearings  have  been  held 
on  S.  851.  As  of  January  17,  1996,  there  had  been  no  for- 
mal committee  debate  on  H.R.  2542  and  S.  1373,  but  is 
expected  soon. 
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Radiological  Case 
of  the  Month 


Steven  R.  Nokes,  M.D. 
W.  Bradley  Pierce,  M.D. 


History: 

A routine  second  trimester  fetal  ultrasound  was  performed  (Figure  1 ) wmch  prompted  follow-up  exams  and  a CT 
scan  of  the  chest  after  birth  (Figure  2). 


Figure  1 Figure  2 


Figure  1:  Second  trimester  fetal  ultrasound.  The  image  is  transaxiai  in  the  lower  chest  of  the  fetus.  The  spine  is 
marked  with  an  arrow. 

Figure  2:  CT  scan  of  the  infant  chest  at  the  level  of  the  lower  chest. 
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Cystic  adenomatoid  malformation 


Diagnosis: 

Cystic  adenomatoid  malformation 

Radiographic  Findings: 

The  ultrasound  reveals  a round  hyperechoic  mass  in  the  right  lung  base.  There  is  no  midline  shift  of  fetal  hydrops. 
The  CT  scan  demonstrates  a well  circumscribed  multicystic  mass  in  the  right  lower  lobe. 

Discussion: 

Prenatal  sonography  demands  careful  attention  to  the  ecnogenicity  of  the  iungs  to  detect  fetal  lung  masses. 
While  these  lesions  are  rare,  diagnosis  is  important  as  there  is  an  approximately  40  percent  risk  of  death  and  a 10 
percent  incidence  of  associated  anomalies.  The  differential  diagnosis  at  the  time  of  the  ultrasound  includes  cystic 
adenomatoid  malformation  (CAM),  pulmonary  sequestration,  bronchogenic  cyst,  thoracic  neuroblastoma,  tracheal  or 
bronchial  atresia,  congenital  lobar  emphysema  and  pulmonary  arteriovenous  malformation. 

CAM  is  a hamartomatous  lesion  characterized  by  excessive  growth  of  the  terminal  respiratory  bronchioles.  It  is 
typically  unilateral  involving  only  one  lobe  or  segment.  Three  pathologic  subgroups  are  recognized,  macrocystic, 
medium  sized  cystic,  and  solid.  The  prognosis  of  a fetus  with  CAM  is  adversely  affected  by  polyhydramnios,  fetal 
hydrops  and  large  lesions  with  mediastinal  shift. 

Occasionally,  these  lesions  may  regress  in  utero  without  intervention,  and  serial  ultrasounds  are  performed. 
Large  lesions  with  hydrops  have  been  successfully  resected  in  utero. 

References: 

1.  Bromley  B,  Parad  R,  Estroff  JA,  Benacerraf  BR.  Fetal  lung  masses:  prenatal  course  and  outcome.  J Ultrasound 
Med  14:927-936,  1995. 

2.  Budorick  WE,  Pretorius  DH,  Leopold  CR,  et  al.  Spontaneous  improvement  of  intrathoracic  masses  diagnosed  in 
utero.  J.  Ultrasound  Med  11:653,  1992. 
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Mark  Your  Calendar! 


AMS  Annual 
Meeting 


May  2 - 4 , 1996 


Excelsior  Hotel  & Statehouse  Convention  Center 
Little  Rock,  Arkansas 

See  page  444 for  details 
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In  Memoriam 


C.  Lynn  Harris,  M.D. 

Dr.  C.  Lynn  Harris,  of  Hope,  died  Tuesday,  De- 
cember 26,  1995.  He  was  72.  He  is  survived  by  his 
wife,  Margaret  Rawson  Harris,  Hope,  AR;  one  son, 
Stephen  O.  Harris,  Nash,  Texas;  two  daughters, 
Candice  Blackwell,  Nashville,  AR;  Marilynn  Wallace, 
Montgomery,  AL;  five  grandsons,  Jason  Radcliff, 
Fayetteville,  AR,  Jamie  Radcliff,  Nashville,  AR, 
Harrison  Wallace  and  Landon  Wallace,  both  of  Mont- 
gomery, AL,  Stephen  Beck  Harris,  Nash,  Texas;  his 
mother,  Wilmeth  Harris,  Hope,  AR;  four  brothers,  Jim 
Harris,  Celera,  OK,  Dr.  W.D.  Harris,  Springdale,  AR, 
Dr.  Lowell  Harris,  Hope,  AR,  Gerald  Harris,  Pearland, 
Texas;  two  sisters,  Gwen  Wells,  Bradford,  AR,  Sarah 
Davis,  De  Queen,  AR. 

Norman  Ray  Hill,  M.D. 

Dr.  Norman  Ray  Hill,  of  Lake  Village,  died  Fri- 
day, December  22,  1995.  He  was  38.  He  is  survived  by 
his  wife,  Dr.  Shirlene  Hill;  a son,  Jeremy;  daughters, 
Melony  and  Shirlena  Brooke;  his  father,  four  brothers 
and  two  sisters. 

William  G.  Lockhart,  M.D. 

Dr.  William  G.  Lockhart,  of  McGehee,  died  Sun- 
day, December  17,  1995.  He  was  68.  He  is  survived  by 
his  wife,  Carla  Elisabeth  Ford;  four  children,  Dana 
Elisabeth  Cruz  of  Oklahoma  City,  Melissa  Lynne 
Lockhart  of  Mesa,  Arizona,  Anne  Kerry  Lockhart  of 
Fort  Smith  and  Kirby  Lockhart  of  Little  Rock;  one 
brother,  Thomas  Kirby  Lockhart  of  Decatur,  Georgia; 
and  two  granddaughters,  Audrey  Elisabeth  Lockhart 
of  Little  Rock  and  Sara  Elisabeth  Cruz  of  Oklahoma  City. 


William  Alfred  Runyan,  M.D. 

Dr.  William  Alfred  Runyan,  of  Little  Rock,  died 
Wednesday,  December  20,  1995.  He  was  53.  He  is  sur- 
vived by  his  wife,  Lola  Stewart  Runyan;  two  daugh- 
ters, Laura  Kathryn  Holley  of  Ft.  Worth  and  Caroline 
Elaine  Runyan  of  Little  Rock,  and  a brother,  Lt.  Col. 
B.  Frank  Runyan  of  Hot  Springs. 

Glenn  P.  Schoettle,  M.D. 

Dr.  Glenn  P.  Schoettle,  of  West  Memphis,  died 
Friday,  December  22,  1995.  He  was  73.  He  is  survived 
by  his  wife,  Dottie  Schoettle  of  West  Memphis;  a daugh- 
ter, Susan  Schoettle-Gumm  of  Sarasota,  Florida;  three 
sons.  Dr.  Glenn  Phillip  Schoettle,  Jr.  of  Memphis, 
Tenn.,  Dr.  Tim  Schoettle  of  Nashville,  Dr.  Steve 
Schoettle  of  West  Memphis;  a brother.  Dr.  Roy 
Schoettle  of  Houston,  Texas. 


472  JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Things  To  Come 


ARKANSAS  LOCATION 
February  28 

Improving  Efficiency  of  Primary  Care  Practice: 
Coding  and  Reimbursement  - via  interactive  televi- 
sion. Several  locations  throughout  Arkansas.  Spon- 
sored by  The  Department  of  Family  and  Community 
Medicine,  University  of  Arkansas  for  Medical  Sciences 
and  Arkansas  Academy  of  Family  Physicians.  For  more 
information,  call  501-661-7962. 

March  13  - 15 

4th  Annual  Refresher  Course  and  Update  in  Gen- 
eral Surgery.  Washington  University  Medical  Center, 
St.  Louis,  Missouri.  Sponsored  by  the  Office  of  Con- 
tinuing Medical  Education,  Washington  University 
School  of  Medicine.  For  more  information,  call  1-800- 
325-9862. 

March  18  - 22 

PET  and  SPECT  Imaging  in  Cancer  Diagnosis 
and  Treatment.  Ihilani  Resort  and  Spa,  Kapolei,  Ha- 
waii. Sponsored  by  the  Johns  Hopkins  University 
School  of  Medicine.  For  more  information,  call  (410) 
955-2959  or  (410)  955-8582. 

March  21  - 22 

Clinical  Pulmonary  Update.  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri.  Sponsored 
by  the  Office  of  Continuing  Medical  Education,  Wash- 
ington University  School  of  Medicine.  For  more  infor- 
mation, call  1-800-325-9862. 

March  27  - 30 

6th  Annual  Challenges  in  the  Clinical  Practice  of 
EMERGENCY  MEDICINE.  Presidente  Inter-Continental 
Resort,  Cozumel,  Mexico.  Sponsored  by  Symposia 
Medicus.  For  more  information,  call  (510)  935-7889  or 
(800)  327-3161. 

ARKANSAS  LOCATION 
March  28  - 30 

Symposium  on  Critical  Care  and  Emergency 
Medicine.  The  Arlington  Resort  Hotel  and  Spa,  Hot 
Springs,  Arkansas.  Sponsored  by  the  University  of 
Arkansas  for  Medical  Sciences  and  The  University  of 
Tennessee,  Memphis  College  of  Medicine.  For  more 
information,  call  (501)  661-7962. 


April  26  - 28 

1996  Pediatric  Update  for  the  Primary  Care  Phy- 
sician. The  Westin  Canal  Place,  New  Orleans,  Louisi- 
ana. Sponsored  by  the  Alton  Ochsner  Medical  Foun- 
dation and  the  Tulane  University  School  of  Medicine. 
For  more  information,  call  (504)  842-3702  or  (800)  778- 
9353. 

April  26  - May  3 

Fifty-fifth  Annual  American  Occupational  Health 
Conference.  San  Antonio  Convention  Center,  San 
Antonio,  Texas.  Sponsored  by  the  American  College 
of  Occupational  and  Environmental  Medicine.  For  more 
information,  call  (708)  228-6850. 

ARKANSAS  LOCATION 
May  2-4 

Arkansas  Medical  Society  1996  Annual  Conven- 
tion. Excelsior  Hotel  and  Statehouse  Convention  Cen- 
ter, Little  Rock,  Arkansas.  For  more  information,  call 
(501)  224-8967  or  1-800-542-1058. 

May  13  - 24 

7th  Annual  Tropical  Health  Update.  Tulane  Uni- 
versity School  of  Public  Health  & Tropical  Medicine, 
New  Orleans,  Lousiana.  Sponsored  by  the  Office  of 
Continuing  Education  and  Tulane  University  Medical 
Center.  For  more  information,  call  (504)  588-5466  or  1- 
800-588-5300. 

June  6-9 

Symposium  on  Computer  Assisted  Radiology  S / 
CAR  '96.  Denver  Marriott  Hotel  City  Center,  Denver, 
Colorado.  Sponsored  by  the  Society  for  Computer 
Applications  in  Radiology.  Co-sponsored  by  the  Uni- 
versity of  Colorado  Health  Sciences  Center.  For  more 
information,  call  (703)  716-7548. 

July  25  - 27 

Clinical  Allergy  for  the  Practicing  Physician. 

Washington  University  Medical  Center,  St.  Louis,  Mis- 
souri. Sponsored  by  the  Office  of  Continuing  Medical 
Education,  Washington  University  School  of  Medicine. 
For  more  information,  call  1-800-325-9862. 
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W those  physicians  who  volunteer 
through  the  Arkansas  Health  j 
Care  A ccess  Foundation,  \ 

Thank  You! 

Iri  AN 

As  you  can  see  from  a sampling  of 
letters  we  have  received,  your 

Elvement  in  our  program  is  i 
{predated  and  in  many  Jm 
cases  life-saving . JBEm 


THANK  YOU  FOR  MAKING  THE  DIFFERENCE ! 


Western  W ildlife 

As  Easterners  moved  West,  pioneers 
found  onimuls  as  exotic  as  the  land^gjv: 
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Keeping  Up 


February  23 

Aspects  of  Cardio-Thoraic  Surgery.  Sponsored  by 
National  Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 

March  22 

Adolescent  Pregnancy  - Adolescent  Sexuality,  Per- 
ils of  Puberty.  Sponsored  by  National  Park  Medical 
Center.  Location:  National  Park  Medical  Center,  Ozark 
- Quapaw  Rooms.  No  fee.  For  more  information, 
call:  501-620-1420. 

March  15  - 16 

Neurology  for  the  Primary  Care  Physician.  Spon- 
sored by  UAMS  College  of  Medicine . Location:  The  Ma- 
jestic Resort  and  Spa,  Hot  Springs  National  Park. 
Registration  at  7:30  a.m.  Category  1 credit  hours 
offered:  9.25.  Fee:  $150  for  physicians  - $75  for  UAMS 
Faculty;  $75  for  other  health  professionals;  $40  for 
residents. 

March  28  - 30 

Symposium  on  Critical  Care  & Emergency  Medi- 
cine. Sponsored  by  UAMS  College  of  Medicine.  Loca- 
tion: The  Arlington  Resort  Hotel  and  Spa,  Hot 
Springs.  Registration  and  Continental  breakfast  at 
7:00  a.m.  Category  I credit  hours  offered:  11.25.  Fee: 
$250;  Fellows  and  Residents  may  attend  for  $125 
with  a letter  of  verification  from  their  program  director. 


April  12 

Beyond  Traumatic  Brain  Injury  in  Children  and 
Adolescents.  Sponsored  by  UAMS  College  of  Medicine . 
Location:  Brandon  Conference  Center,  Arkansas 
Children's  Hospital.  8:00  a.m.  - 4:30  p.m.  Category 
I credit  hours  offered:  6.  Fee:  TBA. 

May  9 - 10  & November  16  - 19 
Surgical  Treatment  of  Erectile  Dysfunction  with 
Penile  Prosthetic  Implantation.  Sponsored  by  UAMS 
AHEC  - Fort  Smith.  Location:  Crawford  County  Me- 
morial Hospital,  Van  Buren.  Fee:  $350.  Category  I 
credit  hours  offered:  TBA.  For  more  information, 
call:  501-785-2431. 

June  23  - 28 

Intensive  Workshop  in  Health  Care  Ethics.  Spon- 
sored by  UAMS  Division  of  Medical  Humanities.  Loca- 
tion: Freeway  Medical  Center,  Suite  500,  Little  Rock. 
Fee:  $375  - includes  all  course  materials,  breakfast, 
receptions  and  two  dinners.  Category  I credit  hours 
offered:  TBA.  For  more  information,  call:  501-661- 
7970. 

June  28 

Annual  AHEC  Fort  Smith  CME  Seminar.  Sponsored 
by  UAMS  AHEC  - Fort  Smith.  Location:  Holiday  Inn, 
Fort  Smith.  Category  I credit  hours  offered:  TBA. 
For  more  information,  call:  501-785-2431. 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAYETTEVILLE-VA  MEDICAL  CENTER 

General  Internal  Medicine  Review,  Wednesdays,  12:00  noon,  Room  238  Bldg.  1 

Medical  Grand  Rounds/General  Medical  Topics,  Thursdays,  12:00  noon,  Auditorium,  Bldg.  3 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon,  Conference  Room 

LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
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Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Wednesday,  July  3,  12:00  noon.  Southwestern  Bell/Arkla  room. 

Chest  Conference,  4th  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 

Interdisciplinary  AIDS  Conference,  April  12th  only  in  Smith  Room 

Journal  Club,  March  12th  Conference  only  in  Medical  Affairs  Conference  Room 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Spine  Center  Conference,  1st  Wednesday,  7:00  a.m.,  Southwestern  Bell/Arkla  Room.  Light  Breakfast  provided. 

Urology  Grand  Rounds,  1st  Tuesday  in  March,  May  and  July 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m..  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m.,  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon,  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 

MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m..  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  &r  Problems  Case  Conference,  3rd  Wednesday,  12:00  noon.  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon.  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category  I 
of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 
Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 
CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 
Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5014 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m..  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m..  Gastroenterology  conference  room,  3D29 
GI/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology/ Oncology  Fellow’s  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 
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LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.(  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m..  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:00  p.m..  Room  2E-142  at  VAMC 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 

Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  VA  Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

VA  Chest  Conference  (combined  Surgical! Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

VA  Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

VA  GREECI Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

V A Hematology! Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

VA  Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

VA  Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

VA  Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  & Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary,  White  County  Memorial  Hospital,  Searcy 

EL  DORADO-AHEC 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  Warner  Brown  Campus,  6th  floor  Conf.  Rm. 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 

Chest  Conference,  3rd  Wednesday,  12:15  p.m..  Union  Medical  Campus,  Conf,  Rm,  #3.  Lunch  provided. 

Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
GYN  Conference,  2nd  Friday,  12:15  p.m.,  AHEC-South  Arkansas 
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Internal  Medicine  Conference,  1st,  2nd  & 4t'h  Wednesday,  12:15  p.m.,  AHEC-South  Arkansas 

Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon.  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5.  Lunch  provided. 

Pediatric  Conference,  3rd  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:15  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:15  p.m.,  AHEC  - South  Arkansas 

Tumor  Clime,  4th  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5,  Lunch  provided. 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  AHEC  Classroom 

Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

AHEC  Residency  Program  Noon  Conferences,  12:30  p.m.,  Tuesday-Friday,  AHEC  Building 
Grand  Rounds,  12:00  noon,  first  Wednesday  of  each  month,  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Tumor  Conference,  Wednesdays,  12:00  noon.  Sparks  Regional  Medical  Center 

JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m.,  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Citywide  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Paculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon.  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m..  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conferences,  every  other  month  beginning  in  January,  7:30  a.m..  Northeast  Arkansas  Rehabilitation  Hospital 
Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon.  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Residency  Noon  Conference,  Mondays  through  Thursdays,  12:00  p.m.,  AHEC-Southwest  Family  Practice  Clinic 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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Managed  Care: 

Global  or  Local? 


Arkansas  Managed  Care  Organization  Serves 
Local  Partnerships  Providing  Community  Care. 


The  world  of  managed  care  is  expanding,  often 
ignoring  the  benefits  of  local  partnerships  among 
employers,  employees,  doctors  and  hospitals. 
The  global  outlook  suggests  restricted  health  care 
delivered  only  by  those  providers  who  agree  to 
lower  rates  in  return  for  guaranteed  patients. 
Arkansas  Managed  Care  Organization  (AMCO) 
believes  there  is  a better  way  to  reduce  cost  and 
ensure  quality  care. 

Health  Care's  Better  Way 

Formed  as  a PPO  in  1994,  AMCO  has  assembled 
a strong  network  of  1,700  local  doctors  and  38 
local  hospitals  covering  75%  of  Arkansas.  Our 
philosophy  for  quality  care  relies  on  these  stable 
local  partnerships  --  run  by  local  boards  made  up 
of  doctors,  hospitals  and  employers  --  to  ensure 
access  and  affordability.  And  AMCO  can  provide 
coverage  to  Arkansas’  multi-state  employers 
through  our  national  network. 


Physician's  Practice 
Where  Patients  Live 

AMCO’s  local  partnerships  mean  physicians  can 
still  practice  where  patients  live,  while 
experiencing  practice  growth  through  local 
employer  contracts.  The  link  between  managed 
care  and  community  care  combines  the  benefits 
of  a statewide  network  with  the  security  and 
convenience  of  hometown  medical  attention. 

For  information  on  local  partnerships  for 
community  care,  call  AMCO  at  1-800-278-8470. 


#10  Corporate  Hill  Drive  • Suite  200  • Little  Rock,  Arkansas  72205  • (501)  225-8470/FAX  (501)  225-7954  • 1-800-278-8470 

AMCO  is  affiliated  with  Arkansas  Medical  Society  Management  Company. 
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Editorial 


Walk  Together,  Talk  Together 

From  the  Panama  Canal  Zone  to  the  Arkansas  Medical  Society, 
learn  how  one  physician's  connections  and  friendships  led  him  from 
one  journey  to  the  next 

Ben  N.  Saltzman,  M.D.* 


From  the  Panama  Canal  Zone 

It  all  began  for  me  in  June  of  1940  when  I gradu- 
ated from  the  University  of  Oregon  College  of  Medi- 
cine and  landed  in  Ancon  in  the  Panama  Canal  Zone 
as  a brand  new  intern  at  Gorgas  Hospital.  The  first 
staff  member  I met  was  night  nurse,  Betty  Bohan,  who 
called  me  at  2 a. m.  to  inform  me  that  I was  Doctor  of 
the  Day  and  that  the  M.P.'s  had  brought  in  a G.l.  who 
was  wildly  drunk  and  was  disrupting  the  entire  hos- 
pital. I could  hear  the  noise  on  the  telephone.  Now, 
Miss  Bohan  was  a very  attractive  young  lady  and  much 
more  knowledgeable  than  the  Doctor  of  the  Day,  who 
had  never  given  a shot  to  a patient,  let  alone  know 
what  kind  to  give.  The  soldier  was  shouting  at  the  top 
of  his  lungs  and  was  being  held  down  by  two  order- 
lies and  two  M.P.'s.  I admitted  my  ignorance  and  asked 
for  guidance.  She  suggested  a shot  of  apomorphine.  If 
I would  order  it,  she  would  give  it.  The  result  was 
almost  instantaneous.  Within  three  minutes,  the  sol- 
dier became  amazingly  quiet.  He  was  led  to  a cell, 
retched  once  and  went  off  to  sleep. 

I felt  that  I had  to  get  to  know  this  paragon  of  the 
nursing  profession  better,  and  so,  I asked  her  for  a 
date.  I was  informed  that  there  were  about  100  engi- 
neers from  the  U.S.  in  the  Canal  Zone  at  that  time  and 
only  about  20  American  nurses,  and  they  were  dated 
up  for  some  time  to  come.  I would  have  to  wait  my  turn. 

The  staff  doctors  at  Gorgas  were  half  civilian  and 
half  military.  The  military  physicians  were  high  rank- 
ing and  excellent.  They  undertook  the  training  of  the 
interns  and  residents  and  provided  us  with  good 
hands-on  experience.  However,  I soon  began  to  feel 

* Ben  N Saltzman,  M.D.,  is  a retired  family  practitioner  from  Moun- 
tain Home,  Arkansas,  and  a member  of  the  editorial  board  for  The 
Journal  of  the  Arkansas  Medical  Society. 


that  I needed  more  exposure  to  the  art  of  medicine. 
Upon  inquiring,  I learned  that  I could  join  the  Gorgas 
Memorial  Medical  Society  in  Panama  City.  In  addi- 
tion, I learned  that  through  this  connection,  I could 
also  gain  membership  in  the  American  Medical  Asso- 
ciation (AM A).  This  I did  forthwith.  It  was  a good 
experience  and  was  appreciated  by  the  junior  staff. 

One  of  the  residents  at  Gorgas  Hospital  was  a Dr. 
Rector  Hooper.  He  was  a graduate  of  the  University 
of  Arkansas  College  of  Medicine.  He  became  a good 
friend.  I later  learned  that  he  had  married  Elaine  Bohan, 
a nurse  and  sister  to  Betty,  my  first  acquaintance.  This 
provided  me  with  some  ammunition. 

After  a couple  of  dates,  I asked  Betty  to  marry  me 
and  she  said  yes.  Our  wedding  date  was  set  for  De- 
cember 19,  1941.  I had  completed  my  internship  and 
had  begun  my  one-year  residency  program.  While  fix- 
ing up  an  apartment  in  preparation  for  the  big  event, 
we  heard  President  Roosevelt  announce  over  the  ra- 
dio that  the  Japanese  had  attacked  Pearl  Harbor  and 
that  we  had  declared  war.  This  was  December  7th.  I 
had  a reserve  commission  in  the  Army  and  wondered 
if  I would  have  to  go  on  active  duty  elsewhere. 

I learned  that  I would  be  required  to  remain  in  the 
Canal  Zone,  assigned  to  the  Army  of  the  United  States. 
Betty  and  I were  wed  on  the  19th  of  December  and 
after  completing  my  residency  I was  assigned  to  a dis- 
pensary in  Gamboa,  a dredging  division  town  about 
half  way  through  the  Panama  Canal.  My  appointment 
was  a dual  one.  I was  in  the  Army  but  detached  to  the 
Health  Department  of  the  Panama  Canal  Zone.  Actu- 
ally, we  were  better  off  than  if  we  were  living  in  the 
United  States.  It  was  a great  learning  experience,  al- 
most like  a family-type  practice.  Later,  I learned  that 
our  defenses  in  the  Canal  Zone  consisted  of  seven 
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mortars,  four  on  the  Atlantic  side  and  three  on  the 
Pacific  side.  Fortunately,  the  Japanese  felt  that  taking 
the  Canal  would  over-extend  their  support  problems. 

On  the  Road  to  Mountain  Home 

With  the  cessation  of  hostilities.  Dr.  Hooper  and 
Elaine  returned  to  Arkansas  to  enter  a group  practice 
in  Batesville.  He  became  acquainted  with  a Mountain 
Home  physician,  a Dr.  Elisha  Gray,  whose  health  was 
deteriorating.  Dr.  Gray  was  looking  for  a physician 
who  could  replace  him  in  Mountain  Home.  Hooper 
called  me  suggesting  that  Mountain  Home  would  be 
an  excellent  community  for  self  development  and  ru- 
ral practice  experience.  The  town  had  begun  to  grow 
with  the  completion  of  a large  dam  dedicated  to  the 
production  of  hydroelectric  power  and  affording  su- 
perb recreational  facilities,  especially  for  fishing.  An- 
other dam  was  in  the  planning  stage.  I had  originally 
planned  to  seek  a residency  in  psychiatry,  since  I had 
already  acquired  a master's  degree  in  psychology  prior 
to  entering  medical  school.  However,  the  idea  of  be- 
coming a country  doctor  appealed  to  me. 

Betty  and  I arrived  in  Batesville  with  our  daughter 
Sue  who  was  one  year  old  at  the  time.  Then  Hooper 
and  I drove  to  Mountain  Home  over  the  worst  roads  I 
had  ever  experienced.  In  fact,  upon  arriving,  I found 
that  the  only  pavement  was  around  a recently  built 
courthouse  in  the  town  square. 

The  population  of  Mountain  Home  totaled  1,200 
people;  Baxter  County  totaled  8,000  people.  At  the  time, 
there  was  one  other  physician  in  active  practice.  Dr. 
Gray  was  a jewel.  In  letters  he  wrote  to  all  of  his  pa- 
tients stating  that  he  was  retiring,  he  recommended 
me  highly  and  said  that  I was  bringing  modern  medi- 
cine to  the  community.  He  worked  with  me  until  I 
was  able  to  take  my  state  board  and  basic  science  exams. 

The  AMS  Connection  and  Involvement 

As  soon  as  I received  my  license  to  practice,  I joined 
the  Arkansas  Medical  Society  (AMS)  under  the  spon- 
sorship of  Dr.  Gray  and  Dr.  Hooper.  This  was  the 
best  move  I had  ever  made.  It  seemed  that  my  atten- 
dance at  the  first  AMS  medical  meeting  was  the  high 
point  of  my  life.  In  short  order,  I became  a member  of 
the  AMS  Public  Health  Committee  and  was  assigned 
to  the  Rural  Health  Subcommittee.  Almost  at  once,  I 
found  myself  participating  in  statewide  conferences 
organized  by  that  committee  for  the  benefit  of  many 
of  the  rural  communities  of  the  state.  Our  attempt  was 
to  solve  physician  shortage  problems.  Year  after  year, 
we  reported  our  progress  to  the  other  AMS  members. 
We  were  able  to  involve  other  groups  such  as  the  Farm 
Bureau,  the  Arkansas  Dental  Society,  the  PTA's,  the 
County  Judges,  the  Sheriff's  Association,  the  Arkan- 
sas Power  and  Light  Company,  the  Cooperative  Ex- 
tension Service,  the  4-H  leadership,  the  REA  and  the 


various  groups  active  in  Public  Education. 

From  this  activity  we  were  able  to  work  with  the 
AMA  Council  on  Rural  Health.  At  the  annual  state 
medical  meetings,  I was  able  to  report  to  the  AMS 
Council  on  the  activities  of  the  Rural  Health  Commit- 
tee. Later,  I had  the  privilege  of  serving  on  the  AMA 
Council  as  its  chairman.  On  the  state  level,  I served  as 
treasurer  of  the  Council.  I was  later  elected  President 
of  the  AMS  and  served  during  its  100th  year  Anniver- 
sary. That  year,  the  convention  was  held  in  Hot  Springs 
and  Max  Parrot,  the  President  of  the  AMA,  was  our 
honored  guest.  Coincidentally,  he  was  my  classmate 
through  four  years  of  medical  school.  It  was  a pleas- 
ant reunion. 

AMS  Annual  Session  - A Sort  of 
Homecoming 

I have  often  wondered  why  so  many  physicians 
join  the  AMS  and  yet  avoid  attending  its  meetings.  I 
have  attended  each  annual  session  since  joining  in  1946. 
Betty  is  now  deceased,  but  we  had  fifty-two  good  years 
together,  and  she  attended  each  annual  session  with  me. 

I made  many  friends  during  the  annual  sessions 
and  cherished  the  opportunity  of  visiting  with  them. 
It  has  seemed  to  be  a homecoming  each  year.  In  many 
ways,  I have  been  associated  with  my  colleagues  in 
numerous  voluntary  organizations  related  to  the  health 
education  and  treatment  of  the  people  of  Arkansas. 


NOW  LEASING 


Prime  office  space 

• Ten  miles  west  of  Little  Rock 

• Within  15  minutes  of  6 Central 

Arkansas  hospitals 

• Located  on  1-30  Frontage  Road 

between  Little  Rock  and  Benton 

• Sauna  and  exercise  room 

• Kitchen 

• Large  open  space  with  fireplace 

• Numerous  offices 

• Wired  for  large  computer  system 

• Reasonably  priced 

Contact 

Dan  Moudy,  Moudy  Realty 
(501)  847-4000 
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We  all  have  so  much  in  common,  and  together  we  can 
and  have  accomplished  a lot.  Over  the  years  we  have 
had  excellent  leadership.  Our  medical  society  staff  and 
our  legal  associates  have  helped  keep  our  society  a 
shining  example  of  what  can  be  accomplished  by  unity. 
In  unity  there  is  strength.  Our  membership  in  the  AMS 
and  various  other  organizations  has  demonstrated  this 
characteristic  to  the  AMA  and  in  the  “halls  of  fame"  of 
many  other  health  related  organizations  throughout 
our  country. 

In  the  past  few  years,  I have  been  privileged  to 


chair  the  AMS  50-year  Club.  Unfortunately,  I am  not 
always  able  to  identify  some  of  the  members.  I would 
liked  to  have  known  them  over  the  years. 

We,  in  the  AMS,  are  members  of  a great  frater- 
nity. Ethically,  we  are  still  number  one  in  the  minds 
of  the  people  we  serve.  Let  us  strengthen  that  trust  by 
improving  our  acquaintance  with  each  other. 

Somewhere,  someone  in  the  past  in  discussing  the 
things  that  divide  us  proclaimed,  “O  ye  people  of  the 
earth,  walk  together,  talk  together,  then  and  only  then 
shall  ye  have  peace."  ■ 


Mark  Your 
Calendar! 


AMS  Annual 
Meeting 


May  2 - 4 , 1996 


Excelsior  Hotel  & Statehouse  Convention  Center 
Little  Rock,  Arkansas 

Watch  for  a registration  form  in  next  month's  issue 
or  call  the  AMS  office  at 
(501)  224-8967  or  1-800-542-1058 
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Medicine  in  the  News 


Health  Care  Access  Foundation 

As  of  February  1,  1996,  the  Arkansas  Health  Care 
Access  Foundation  has  provided  free  medical  service 
to  10,471  medically  indigent  persons,  received  19,307 
applications  and  enrolled  38,339  persons.  This  program 
has  1,720  volunteer  health  care  professionals  includ- 
ing medical  doctors,  dentists,  hospitals,  home  health 
agencies  and  pharmacists.  These  providers  have  ren- 
dered free  treatment  in  69  of  the  75  counties. 

National  HIV  Telephone  Consultation 
Service  for  Health  Care  Providers  - 
1-800-933-3413 

The  HRSA/AIDS  ETC  National  HIV  Telephone 
Consultation  Service  (Warmline),  based  at  San  Fran- 
cisco General  Hospital,  provides  free  clinical  informa- 
tion and  support  to  physicians  and  other  health  care 
professionals  caring  for  HIV  infected  patients.  The 
Warmline  is  staffed  by  physicians,  clinical  pharmacists 
and  nurses,  expert  in  the  clinical  care  of  symptomatic 
and  asymptomatic  HIV  disease.  Case  consultation, 
drug  information,  infection  control  measures  and  in- 
formation about  HIV  prevention  are  typical  topics. 
Referrals  are  made  to  local  HIV/AIDS  information  and 
education  resources  through  the  nationwide  network 
of  regional  AIDS  Education  and  Training  Centers. 
Warmline  staff  are  available  between  7:30 
a.m.  and  5:00  p.m.  (Pacific  Standard  Time) 

Monday  through  Friday,  augmented  by 
24-hour  voice  messaging.  Funded  by  the 
Health  Resources  and  Services  Administration 
and  the  American  Academy  of  Family  Physicians. 

Domestic  Violence  Video 
Available  in  conjunction 
with  Medical  Alliance 
Awareness  Month 

In  recognition  of  Medical  Alliance 
Awareness  Month,  which  is  this  month, 
the  AMS  Alliance  is  announcing  the 
availability  of  a video  titled  " Domestic  Vio- 
lence: Identification,  Treatment  and  Referral 
for  the  Health  Care  Professional, " produced 
in  association  with  UCLA  Medical  Center.  As  you 
know,  domestic  violence  has  been  a long-standing 
social  issue  affecting  the  health  and  welfare  of  count- 
less American  families.  Recent  news  events  have  re- 
minded us  of  the  pressing  need  to  sharpen  the  skills 
necessary  to  detect  and  effectively  deal  with  this  very 


serious  problem.  The  video  offers  effective  instruction 
for  multi-discipline  team  members  to  effectively  iden- 
tify and  assess  domestic  abuse  victims,  develop  safety 
plans,  treat  and  intervene,  make  appropriate  referrals 
and  document  thoroughly. 

" Domestic  Violence:  Identification,  Treatment  and  Re- 
ferral for  the  Health  Care  Professional,"  provides  a tool 
for  physicians  and  their  staff  to  open  discussions  and 
develop  protocols  that  address  proper  and  effective 
management  of  victims  of  domestic  abuse.  The  video 
is  available  at  a special  price  of  $128.38  (35%  off  the 
regular  price)  for  AMS  members.  For  brochures  and 
ordering  information,  call  1-800-222-5244.  Five  percent 
of  the  proceeds  from  sales  of  the  video  will  go  to  the 
AMS  Alliance  for  future  health  projects. 

The  video  is  one  of  many  elements  in  the  alliance's 
domestic  violence  statewide  health  project.  In  Octo- 
ber, which  was  Domestic  Violence  Awareness  Month, 
the  Alliance  co-sponsored  The  Clothesline  Project,  a vi- 
sual display  honoring  and  remembering  women  who 
have  died  due  to  domestic  violence.  T-shirts,  deco- 
rated in  memory  of  the  victims  and  often  depicting 
the  circumstances  surrounding  their  deaths,  were  hung 
on  a clothesline  for  a week-long  display  at  the  State 
Capitol. 


AMA  Guidelines  for  Physician 
Responsibilities  in  Subacute  Care 

The  following  guidelines  were  recently  approved 
for  distribution  by  the  AMA's  House  of  Delegates. 

1.  Physicians  are  responsible  to  their  patients  for  de- 
livery of  care  in  all  subacute  care  settings,  24  hours  a 


The  Clothesline  Project,  a visual  display  of  T-shirts  decorated  in  memory  of  domestic 
violence  victims  and  a part  of  the  AMS  Alliance's  statewide  health  project,  was  on 
exhibit  at  the  State  Capitol  in  October. 
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day,  7 days  a week. 

2.  Patients  who  might  benefit  from  subacute  care 
should  be  admitted  to  and  discharged  under  the  or- 
ders of  the  physician  who  is  responsible  for  the  con- 
tinuous medical  management  needed  to  meet  the 
patient's  needs  and  safety  and  maintaining  quality  of  care. 

3.  Physicians  are  responsible  for  coordinating  care  for 
their  patients  with  other  physicians  including  medical 
directors,  primary  care  physicians,  and  appropriate 
specialists,  to  optimize  the  quality  of  care  in  subacute 
settings. 

4.  Physicians  are  responsible  for  supervision  and  co- 
ordination of  the  medical  care  for  their  patients  and 
providing  leadership  for  all  other  health  care  provid- 
ers in  subacute  care. 

5.  Physicians  should  guide  procedures  for  their  pa- 
tients performed  within  integrated  practices  and  di- 
rect other  health  care  providers,  consistent  with  fed- 
eral and  state  regulations. 

6.  Physicians  are  responsible  for: 

A.  Fulfilling  their  roles  and  identifying  the  medical 
skills  needed  to  deliver  care  in  subacute  facilities  and 
for  creating  and  developing  continuing  medical  edu- 
cation to  meet  the  special  needs  of  patients  in  sub- 
acute care. 

B.  Identifying  and  appropriately  utilizing  subacute 
care  facilities  in  their  communities. 

C.  Oversight  of  physician  credentialing  in  subacute 
settings. 

D.  Promoting  medical  staff  organization  and  by-laws 
that  may  be  needed  to  support  peer  evaluations. 

E.  Planning  care  of  their  patients  with  acute  and 
chronic  conditions  in  subacute  care,  as  well  as  pursu- 
ing efforts  to  restore  and  maintain  functions  for  qual- 
ity of  life. 

7.  Subacute  units  and/or  programs  need  physician 
medical  directors  to  assure  quality  of  medical  care,  pro- 
vide peer  group  liaisons,  and  coordinate  and  super- 
vise patients  and  families  input  and  needs. 

8.  Physicians  provide  a plan  of  care  for  medically  nec- 
essary visits  after  completing  an  initial  assessment  with 
24  hours  of  admission  that  identifies  the  medical  ser- 
vices expected  during  subacute  care. 

9.  Attending  physicians  should: 

A.  Make  an  on-site  visit  to  review  the  interdiscipli- 
nary care  plan  within  seventy-two  hours  of  admission. 

B.  Determine  the  number  of  medically  necessary  fol- 
low-up visits;  these  may  occur  daily  but  never  less 
often  than  weekly. 

C.  Document  active  involvement  of  physicians  in 
interdisciplinary  care  and  all  major  components  of  the 
patient  care  plan  including  completing  a progress  note 
for  each  patient  visit. 

10.  Physicians  should  implement  these  guidelines 
through  organized  medical  staff  by-laws  in  subacute 
settings  to  assure  quality  patient  care. 
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Transmission  of  HIV  by  Transfused  Blood 

Although  the  risk  of  acquiring  HIV  infection  from 
transfused  blood  has  dropped  dramatically  during  the 
past  decade,  a tiny  risk  remains.  Researchers  estimated 
the  risk  by  (1)  collecting  demographic  data  from  the 
American  Red  Cross,  (2)  calculating  the  probability  that 
blood  is  donated  during  a 25-day  "window  period" 
when  someone  with  recently  acquired  HIV  is  still 
seronegative,  and  (3)  assuming  that  0.5%  of  HIV-in- 
fected donations  are  not  identified  due  to  lab  error. 

The  model  predicts  that  1 in  450,000  donations 
occurs  during  the  "window  period,"  and  that  1 in 

2.600.000  donations  is  infectious  but  not  detected  be- 
cause of  lab  error.  However,  some  of  these  units  are 
discarded  because  they  test  positive  for  hepatitis  or 
other  conditions.  The  model  finally  concludes  that  18 
to  27  of  the  12  million  annual  blood  donations  in  the 
U.S.  are  infectious  for  HIV  and  available  for  transfusion. 

Comment:  The  validity  of  this  analysis  obviously 
depends  on  the  accuracy  of  its  assumptions.  But  at 
least  it  provides  a starting  point  for  policy  makers  who 
are  considering  strategies  to  make  transfusions  even 
safer.  - AS  Brett 

Lackritz  EM;  et  al.  Estimated  risk  of  transmission  of 
the  human  immunodeficiency  virus  by  screened  blood  in  the 
United  States.  N Engl  J Med  1995  Dec  28;  333:1721-5. 

Reprinted  with  permission  of  Journal  Watch  from  Vol- 
ume 16,  Number  3,  page  22,  Copyright  1996,  Massachu- 
setts Medical  Society. 

State  Teen  Birth  Rate  is  Up 

Arkansas'  teen  birth  rate  - the  number  of  births  to 
women  15  through  19,  divided  by  the  number  of  women  in 
that  population,  times  1,000  - increased  in  1994  for  the 
first  time  since  the  beginning  of  the  decade,  according 
to  birth  certificate  data.  In  1994,  each  1,000  females 
from  15  to  19  years  old  gave  birth  to  79.1  babies. 

Fortunately,  infant  deaths  during  the  first  27  days 
of  life  fell  to  5 per  1,000  births,  a five-year  low,  and  the 
number  of  pregnant  women  receiving  first-trimester 
care  rose  to  75  percent,  nine  points  higher  than  1987. 
The  state's  induced  abortion  rate  of  18.2  per  100  live 
births  (1990-1994)  remains  well  below  the  national 
numbers  - 33.5  in  1992. 

During  the  period  of  1990-1994,  77.7  out  of  each 

1.000  teenagers  in  the  15-19  year  old  age  group  gave 
birth.  In  1994,  Arkansas  teens  gave  birth  at  a rate  of 
79.1  per  1,000,  up  from  the  1993  rate  of  75.2.  The  U.S. 
figure  in  1993  was  59.6  per  1,000. 

Arkansas'  low  abortion  rate  accounts  for  much  of 
the  disparity  between  the  state's  teen  birth  rate  and 
the  national  average.  If  all  U.S.  teens  had  abortions  at 
the  same  relatively  low  rate  as  Arkansas  teens  (20.9 
induced  abortions  per  100  live  births),  the  birth  rates 
would  be  much  closer. 
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1990-94  average  teen  births  per  1,000  females,  by  county 


STATE 

77.7 

Cross 

101.8 

Lawrence 

73.2 

Polk 

82.8 

Arkansas 

82.3 

Dallas 

81.9 

Lee 

104.7 

Pope 

67.7 

Ashley 

96.9 

Desha 

101 

Lincoln 

69.3 

Prairie 

80.7 

Baxter 

62.3 

Drew 

76 

Little  River  76.1 

Pulaski 

79.4 

Benton 

73.6 

Faulkner 

39.5 

Logan 

82.8 

Randolph 

64 

Boone 

68.4 

Franklin 

78.9 

Lonoke 

62.1 

St.  Fran. 

112.3 

Bradley 

97.3 

Fulton 

76.2 

Madison 

73.8 

Saline 

50.3 

Calhoun 

68.1 

Garland 

76 

Marion 

80.2 

Scott 

74.1 

Carroll 

67.1 

Grant 

57.4 

Miller 

86.3 

Searcy 

61.5 

Chicot 

105 

Greene 

78.5 

Mississippi 

113.8 

Sebastian  80.8 

Clark 

49.2 

Hemp. 

93.6 

Monroe 

102.6 

Sevier 

99.1 

Clay 

77.6 

Hot  Spring  78.5 

Montgom. 

60.4 

Sharp 

69.8 

Cleburne 

52.9 

Howard 

73.2 

Nevada 

71.1 

Stone 

67.1 

Cleveland 

52.1 

Independ. 

65.2 

Newton 

82.7 

Union 

94.3 

Columbia 

78.9 

Izard 

70 

Ouachita 

90.5 

Van  Buren  67. 1 

Conway 

60.7 

Jackson 

87 

Perry 

75.9 

Wash. 

62.6 

Craighead 

64.5 

Jefferson 

85.1 

Phillips 

131.1 

White 

59.4 

Crawford 

81.7 

Johnson 

88.4 

Pike 

78.8 

Woodruff 

104.5 

Crittenden  107.3 

Lafayette 

92.2 

Poinsett 

96.1 

Yell 

83.3 

Black  teens  gave  birth  at  a rate  nearly  twice  that  of 
white  teens  in  the  five-year  study  - 126.1  births  per 
1,000  among  black  teens  and  65  for  white  teens.  Phillips 
County  had  the  highest  teen  birth  rate,  131.1  per  1,000, 
more  than  three  times  higher  than  in  Faulkner  County. 

Among  all  Arkansas  women  of  child-bearing  age 
the  general  birth  rate  was  67.3  births  per  1,000  in  1994. 
Average  birth  rates  appeared  to  be  the  highest  in  east- 
ern Arkansas.  Phillips  County  had  the  highest  overall 
rate,  97.4  births  per  1,000,  while  Clark  County  had  the 
lowest  rate,  53.3. 

Also  among  the  state's  child-bearing  population 
during  the  five-year  period,  the  birth  rate  among  white 
women  was  63.5  per  1,000,  roughly  two-thirds  the  black 
rate  of  89.3.  Between  1993  and  1994,  the  rate  increased 
slightly  from  66.4  to  67.3.  While  the  Arkansas  rate  has 
closely  followed  national  trends  since  1980,  U.S.  fig- 
ures showed  no  corresponding  increase  in  1994. 

Unmarried  women  had  about  one-third  of  the  1994 
babies.  They  accounted  for  11,245  of  34,744  births. 
Between  1990  and  1994,  single  moms  accounted  for 
nearly  two-thirds  of  Phillips  County  births,  but  by 
contrast,  15  percent  in  Madison  County. 

In  1994,  unmarried  Arkansas  women  aged  15-19 
gave  birth  to  4,306  children.  Those  babies  accounted 
for  12  percent  of  all  Arkansas  births,  38  percent  of  births 
to  single  women,  and  nearly  two-thirds  of  all  births  to 
teenaged  mothers.  One  in  four  Chicot  County  births 
was  to  an  unmarried  teen  in  1990-1994.  In  Stone 
County,  only  one  birth  in  25  was  to  an  unmarried  teen. 
Single  mothers  accounted  for  71  percent  of  births 
among  black  Arkansans  in  those  years,  much  higher 
than  the  19  percent  rate  among  whites.  One  m five 


Arkansas  births  15  years  ago 
was  to  an  unmarried  mother. 
Now,  it's  about  one  in  three, 
reflecting  the  national  in- 
crease. 

Infant  mortality  - death 
before  the  first  birthday  - dur- 
ing 1994  was  9.4  per  1,000  live 
births,  down  from  a recent 
high  of  10.4,  but  well  above 
the  '93  national  average  of  7.9. 
Infant  mortality  rates  varied 
tremendously  by  race.  Be- 
tween 1990  and  1994,  Arkan- 
sas' average  rate  was  14.9  for 
blacks  and  8.5  for  whites.  The 
U.S.  has  one  of  the  highest 
infant  mortality  rates  of  the 
industrialized  nations. 

While  Arkansas'  preva- 
lence of  low-birthweight  ba- 
bies is  higher  than  most 
states,  the  death  rate  during  the  first  27  days  (neona- 
tal death  rate)  closely  tracks  the  U.S.  average.  In  1994, 
both  the  Arkansas  and  the  U.S.  neonatal  death  rate 
were  5 per  1,000  live  births.  But  between  the  ages  of 
28  days  and  one  year,  Arkansas  infants  died  at  a rate 
higher  than  the  national  average.  In  1994,  that  rate 
was  4.3  per  1,000  live  births,  compared  to  the  1994 
national  average  of  3.  In  large  part,  that's  attributable 
to  the  high  poverty  rate  in  the  state.  In  fact,  mortality 
among  that  age  group  tends  to  be  the  highest  in  the  poor- 
est counties. 

Reprinted  with  permission  from  the  Arkansas  Depart- 
ment of  Health,  The  Center  for  Health  Statistics  from  Ar- 
kansas Health  Counts,  a quarterly  newsletter. 

Unmarried  Arkansans  are  at  least  three 
times  more  likely  to  drive  drunk 

Unmarried  Arkansas  couples  and  people  who  are 
separated  are  4.5  times  more  likely  to  drink  and  drive 
than  those  who  are  married,  according  to  a telephone 
survey  conducted  during  1991,  1993  and  1995. 

The  Behavioral  Risk  Factor  Surveillance  Survey  also 
found  that  never-married  persons  drive  drunk  at  a rate 
four  times  greater  than  marrieds,  and  divorced  per- 
sons are  3.3  times  more  likely  to  drive  drunk  than 
marrieds. 

Males  were  five  times  more  likely  than  females  to 
say  they  sometimes  drink  and  drive,  according  to  the 
study.  Social  conventions  help  account  for  this:  more 
males  drink  than  females,  and  males  are  more  likely 
to  drive  when  both  males  and  females  occupy  the  same 
vehicle. 
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Alcohol/Non-Alcohol  Related  Traffic  Casualties 

Total 

Total  Alcohol 

Percent  of 

Causalities  per 

Causalities  per 

Year 

Traffic 

Related 

Deaths  Alcohol 

Non-Alcoholic 

Alcohol-Related 

Deaths 

Deaths 

Related 

Accident 

Accident 

1991 

608 

322 

53.0 

0.53 

.99 

1992 

588 

252 

42.9 

0.56 

1.01 

1993 

583 

206 

35.3 

0.56 

1.02 

1994 

610 

206 

33.8 

0.57 

1.02 

Source:  Arkansas  State  Highway  and  Transportation  Department 


Arkansas  adults  younger  than  45  were  over  four 
times  more  likely  to  drink  and  drive  than  their  elders. 
Persons  with  some  college  education  were  more  than 
twice  as  likely  to  report  drinking  and  driving  than  those 
with  a high  school  education  or  less. 

Those  who  lived  in  wet  counties  reported  drink- 
ing and  driving  at  1.7  times  the  reported  rate  of  those 
living  in  so-called  dry  counties,  and  rural  residents 
reportedly  drank  and  drove  at  nearly  twice  the  rate  of 
their  urban  counterparts. 

The  data  also  support  the  conventional  wisdom 


regarding  holidays  and  drinking. 
Analysis  seems  to  indicate  that  De- 
cember, which  includes  not  only 
Christmas,  but  New  Year's  Eve, 
was  the  month  during  which  Ar- 
kansans were  most  likely  to  drive 
drunk  (3.5  percent).  During  July 
and  November  (Fourth  of  July, 
Thanksgiving),  the  reported  drink- 
ing/driving prevalence  was  3.2  per- 
cent. By  contrast,  in  other  months, 
drunk  driving  prevalence  was  only  half. 

People  looking  for  work  also  reported  a high  driv- 
ing and  drinking  prevalence.  Among  those  working, 
2.4  percent  said  that  they  drank  and  drove  during  the 
previous  month.  Among  those  seeking  work,  the 
drinking/driving  prevalence  was  3.9  percent,  while 
among  those  said  they  were  not  looking  for  work,  it 
was  only  0.9  percent. 

Reprinted  with  permission  from  the  Arkansas  Depart- 
ment of  Health,  The  Center  for  Health  Statistics  from  Ar- 
kansas Health  Counts,  a quarterly  newsletter. 


Choices. . Choices. . . 

This  one’s  easy. 

As  a medical  professional  liability  insurer,  API  offers  you: 

• Substantial  discounts  for  groups 

• Help  in  forming  Insurance  Buying  Pools 

• Coverage  for  all  surgical  specialties 

• Special  affordable  financing  programs 

• Coverage  for  ER  and  Emergency  Medicine  groups  on  a per-patient  visit  basis 

• Interactive,  customized  risk  management  assistance 

To  find  out  the  kind  of  personal  service  you  can  expect  from  API,  call  us  — 

(800)  252-3628. 

api 

American  Physicians  Insurance  Exchange 

1301  S.  Capital  of  Texas  Hwy.  • Suite  C-300  • Austin,  Texas  78746  • (800)  252-3628  or  (512)  328-1520 
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ARKANSAS  MEDICAID 

Fact  Sheet 


PROGRAM  COSTS 


Total 

Unduplicated 

Average 

SFY 

(in  mill) 

Recipients 

Cost 

Medicaid 

1991 

$705 

299,057 

$2,357 

Arkansas  Medical  Economy 

$7.5  billion 

17.3% 

1992 

$910 

311,015 

$2,926 

State  of  Arkansas  Budget 

$9.7  billion 

13.4% 

1993 

$1,027 

341,786 

$3,005 

State  Gen  Revenue  Budget 

$3.1  billion 

12.6% 

1994 

$1,092 

342,264 

$3,191 

(includes  Trust  Fund) 

1995 

$1,204 

349,072 

$3,449 

Medicaid 

1996  (Approp) 

$1,300 

356,053 

$3,651 

Serves 

1997  (Approp) 

$1,429 

363,175 

$3,935 

Arkansas  Population 

2,350,725 

16% 

1998  (Proj) 

$1,549 

370,438 

$4,182 

Arkansas  Elderly 

350,058 

20% 

1999  (Proj) 

$1,679 

377,847 

$4,444 

Arkansas  Children 

731,010 

27% 

2000  (Proj) 

$1,819 

385,404 

$4, 720 

Expend 


Factoid:  16,000,000  claims  processed  annually 
TOTAL  EXPENDITURES 


Physician 

10% 


Public  NH 
11% 


Psych 

4% 


Hospitals 

16% 


Private 

NH 

24% 


Buy-In 

5% 


Admin  Medical 

3.9%  Other 


Personal 

Care 

5% 


Ages  of  Eligibles 

It's  a FACT:  Medicaid  has  over 

SFY95 

7,000  Participating  Providers 

Eligibles 

Expend 

Avg 

(thou) 

(S  mill) 

Per  Elig 

Under  1 

17 

S54 

$3,278,788 

Medicaid  Eligibility: 

1-5  yrs 

73,480 

$108 

$1,471 

1.  AFDC  - Parents  & Children 

6-14  yrs 

73,033 

$107 

$1,469 

2.  Children  to  12  yrs  - 100%  poverty 

15-20  yrs 

34,482 

$94 

$2,714 

3.  SOBRA  - Pregnant  Women  and 

21-44  yrs 

75,822 

$230 

$3,033 

Children  to  6 yrs  - 133%  poverty 

45-64  yrs 

32,161 

$145 

$4,493 

4.  SSI  - Aged,  Blind,  Disabled 

65-75  yrs 

24,558 

$85 

$3,465 

5.  Medically  Needy 

75-84  yrs 

25,316 

$142 

$5,617 

6.  Qualified  Medicare  Beneficiaries 

85  & over 

18,253 

$163 

$8,914 

Total 

357,122 

$1,128 

$3,157 

Fact:  46%  of  all  babies  born  in  Arkansas  are  paid  for  by  Medicaid 


Arkansas  Medicaid  Covered  Services:  Ambulatory  Surgical  Center,  Early  and  Periodic  Screening,  Diagnosis  and  Treatment  (EPSDT), 
Developmental  Day  Treatment  Clinic  Services  (DDTCS),  Dev  Disability  Community  Based  Services, Domicilliary  Care,  Durable  Medical  Equipment, 
Elder  Choices  Services,  Emergency  Services,  Family  Planning  Services,  Federally  Qualified  Health  Center,  Home  Health  Care,  Hospice, 
Inpatient  Hospital  Services,  Outpatient  Hospital  Services,  Hyperalimentation  Services,  Injections,  Laboratory  & X-Ray,  Nursing  Home  Care, 
Nurse  Midwife  Services,  Nurse  Practitioner,  Organ  Transplants,  Personal  Care  Services,  Physician  Services,  Podiatrist  Services, 
Prescription  Drugs,  Private  Duty  Nursing  Services,  Prosthetics,  Rehabilitative  Hospital  Services,  Rural  Health  Clinic  Services 
Rehabilitative  Services  For  Persons  with  Mental  Illness,  Targeted  Case  Management,  Transportation,  Ventilator  Equipment,  Vision  Care  Services 
For  Children  under  21  only:  Chiropractic  Services,  Dental  Services,  Hearing  Services,  Inpatient  Psychiatric  & Psychology  Services,  Therapy  Services 


INITIATIVES 


Primary  Care  Case  Management  Waiver 

Elder  Choices 

Stabilizes  nursing  home  population 

180,000  Eligible  Recipients 

Arkansas  Physicians  have  agreed  to  care  for  1.1  million  patients 


Creates  a Medical  Home  for  Medicaid  Recipients 
Statewide,  Mandatory  Enrollment 


I Obstetrics  Waiver  Contracted  Care 

Saves  $7.5  million  annually 

| AEVCS 

Award  Winning  Electronic  Claims  System 
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professional  (protection  <§xclusively  since  1839 


To  reach  your  local  office,  call  800-344-1899. 


AMS  Newsmakers 


Dr.  Stanley  Applegate,  a Springdale  physician, 
was  honored  recently  for  his  golden  anniversary  - 
marking  50  years  in  medicine. 


Robert  L.  Baker,  M.D. 


Dr.  Robert  L.  Baker,  medi- 
cal director  of  Hospice  of  the 
Ozarks  and  Baxter  County  Re- 
gional Hospital  Home  Health, 
has  been  awarded  a certificate 
as  a founding  member  of  the 
International  College  of  Hos- 
pice/Palliative Care  by  the  Inter- 
national Hospice  Institute. 


Thomas  E.  Knox,  M.  D. 


Dr.  Thomas  E.  Knox,  a 

Mountain  Home  orthopaedic 
surgeon,  recently  participated 
in  the  14th  annual  meeting  of 
the  Arthroscopy  Association  of 
North  America  in  San  Fran- 
cisco, California.  The  meeting 
informed  surgeons  of  recent 
developments  in  the  changing 
field  by  means  of  scientific  pa- 
per presentations  and  instruc- 
tional courses. 


Physician's  Recognition  Award  

The  Physician's  Recognition  Award  is  awarded 
each  month  to  physicians  who  have  completed  ac- 
ceptable programs  of  continuing  education.  Recipi- 
ents for  the  month  of  January  1996  are: 


Joseph  Kimball  Buchman 
George  Krueger  Covert 
James  M.  Eaton 
Demetrio  M.  Hechanova 
Fred  Oswald  Henker 
William  T.  Huskison 
Thomas  Roland  Koehler 
Jean  M.  Rickey 
David  Henry  Roberts 
Alan  Robert  Storeygard 
Paul  Edward  Wylie 
Michael  Clarence  Young 


Little  Rock 
Texarkana 
Benton 

Hot  Springs  Nat'l  Park 
Little  Rock 
Fort  Smith 
Little  Rock 
Russellville 
Mountain  Home 
Jacksonville 
Little  Rock 
Prescott 


Dr.  Michael  Moody  has  been  named  to  serve  as 
Medical  Director  of  The  Arkansas  Foundation  for  Medi- 
cal Care  (AFMC)  with  Dr.  Tom  Tinsman  serving  as 
Associate  Medical  Director.  Dr.  Moody  will  work  in  a 
part-time  capacity  at  the  AFMC  Little  Rock  office  while 
maintaining  his  private  practice  in  Salem.  Dr.  Tinsman 
will  serve  on  a part-time  basis  at  the  Fort  Smith  AFMC 
office  while  he  continues  his  Fort  Smith  practice. 


Jeffrey  L.  Tate,  M.  D. 


Dr.  Jeffrey  L.  Tate,  a 

Rogers  psychiatrist,  has  been 
named  chair  of  QualChoice 
Mental  Health  Advisory  Com- 
mittee. The  committee  will 
work  to  improve  the  mental 
health  benefits  of  QualChoice, 
the  statewide  health  insurance 
program  for  Arkansas  state  uni- 
versity and  government  em- 
ployees. 


Dr.  Eugene  J.  Towbin, 

chief  of  staff  at  the  John  L. 
McClellan  Memorial  Veterans 
Hospital,  has  been  named  re- 
cipient of  the  Arkansas  Hospi- 
tal Association's  1995  Distin- 
guished Service  Award,  which 
is  presented  to  those  who  have 
promoted  the  health-care  in- 
dustry in  the  state  of  Arkansas. 


Mark  Your  Calendar! 

for 

AMS  Annual  Session 
May  2 - 4,  1996 

Excelsior  Hotel  & 

Statehouse  Convention  Center 
Little  Rock,  Arkansas 
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The  1996  E-Class:  Spacious  interior.  Stunning  performance.  No  wonder  you  don’t  want  to  be  reached.  lAJ  Mercedes-Benz 


Riverside  Motors,  Inc. 

1403  Rebsamen  Park  Rd./Little  Rock,  AR  72202 

666-9457  & 1-800-457-6226 

*MSRP  for  an  E300  Diesel  Sedan  excludes  $595  transportation  charge,  all  taxes,  title/documentary  fees,  registration,  tags,  dealer  prep 
charges,  insurance,  optional  equipment,  certificate  of  compliance  or  noncompliance  fees,  and  finance  charges.  Prices  may  vary  by  dealer. 
E320  Sedan  shown  at  MSRP  of  $43,500.  ©1995  Authorized  Mercedes-Benz  Dealers 


Profile 


John  M.  Allen,  M.D. 


PROFESSIONAL  INFORMATION 


Specialty:  Urology 
Years  in  Practice:  Less  than  one  year 
Office:  Jonesboro 

Medical  School:  Nebraska  Wesleyan  University,  Lincoln,  NE,  1985 
Internship:  University  of  Nebraska  College  of  Medicine,  1989 
Residency:  Louisiana  State  University/Ochsner  Urology  Residency,  1995 
Business  and  Other  affiliates:  Northeast  Arkansas  Fly  Fishermans  Association,  Arkansas  Foundation 
for  Medical  Care,  Arkansas  Urological  Society,  American  Medical  Association  and  American  Urological 


Association 


PERSONAL  INFORMATION 
Wife:  Caryn 
Children:  Son,  Mason 

Date/Place  of  Birth:  March  7,  1963  - Omaha,  NE 
Hobbies:  Golf,  fishing,  biking,  camping  and  coin  collecting 

THOUGHTS 

If  I had  a different  job , I'd  be:  An  electrical  engineer 

Historical  figure  I most  identify  with:  Albert  Schweitzer 

Worst  Habit:  Procrastination  at  home 

Best  Habit:  Perfectionist  at  work 

Favorite  junk  food:  Chocolate 

Behind  my  back,  they  say:  I'm  too  serious 

People  who  knew  me  in  medical  school,  thought  I was:  Easy  going 
Most  valued  material  possessions:  Coin  Collection 
The  turning  point  of  my  life  was  when:  I decided  to  enter  medicine 
Favorite  vacation  spot:  Colorado 

One  goal  I haven't  yet  achieved:  Family  of  four  children 

One  goal  I am  proud  to  have  reached:  Marriage  and  family  of  one  child 

Favorite  childhood  memory:  Vacationing  with  my  parents 

When  I was  a child,  I wanted  to  grow  up  to  be:  A forest  ranger 

One  of  my  pet  peeves:  A messy  desk  and  house 

First  job:  Paper  route 

One  world  to  sum  me  up:  Happy 

My  life  philosophy:  Do  something  every  day  for  one's  mind,  body  and  spirit  (i.e.  read,  exercise,  pray) 


If  you  are  interested  in  appearing  in  either  the  New  Member  Profile 
or  Member  Profile , contact  Tina  Wade  at  the  Arkansas  Medical  So- 
ciety at  (501)  224-8967  or  1-800-542-1058. 


TURN  TO  THE  SPECIALISTS  FOR  A 
DISABILITY  INCOME  DIAGNOSIS. 


ENDORSED  BY 

THE  ARKANSAS  MEDICAL  SOCIETY 


Endorsed  by  more  than 
1,000  hospitals  and  medical 
associations,  Paul  Revere’s 
prescription  for  physicians’ 
disability  income  insurance 
includes: 

• A 15%  discount  off  each 
year’s  premium 

•A  full  line  of  policies  to  pro- 
tect you  and  your  practice 


Alanna  S.  Scheffer 

Arkansas  Medical  Society 

P.O.  Box  5776 
Little  Rock,  AR  72215-5776 
Tel:  (501)224-8967 
(800)  542-1058 
Fax:  (501)  224-6489 

Agent:  Beth  A.  Perry 


• Fixed  rates 

• Policies  that  can’t  be 
canceled 

• You  take  your  coverage  with 
you  should  you  relocate. 

How  does  your  coverage 
compare?  For  a no-obligation 
examination  of  your  current 
disability  insurance  plan, 
call  us  today. 


""  Paul  Revere  Life  jsB) 
Insurance  Company  Wm 


Cover  Story 


Old-Fashioned  Soda  Fountain 

Stirs  Up  Memories  at  Pine  Bluffs  Band  Museum 

Sheila  Yount* 


Jerry  Horne  has  a lot  of  memories  of  his  days  as  a 
soda  jerk  at  a Camden  drugstore  and,  lately,  he's  been 
reliving  them. 

"I'm  having  more  fun  than  anybody,  reliving  my 
youth,"  the  63-year-old  Horne  says  as  he  works  to 
create  yet  another  "perfect"  chocolate  ice  cream  soda. 
"Half  the  fun  is  stirring  it  to  your  own  satisfaction  - 
and  it  has  to  be  pretty  also.  It  can't  be  messy  and  spill 
over  the  side." 

He's  making  the  soda  in  his  newly-opened  soda 
fountain  located  at  the  rear  of  the  Band  Museum  at 
423  Main  St.  in  Pine  Bluff.  Horne,  who  owns  Wallick 
Music  Co.  located  near  the  museum,  says  he  spends  a 
lot  of  time  these  days  at  the  fountain,  which  he  opened 
in  October  1995,  nearly  a year  after  the  museum 
opened.  In  fact,  he  works  at  the  fountain  for  at  least  a 
short  while  each  day  that  it  is  open.  And  he  has  trained 
the  other  soda  jerks,  or  "fizziologists"  as  he  calls  them, 
who  work  here. 

"It's  exciting  for  me  to  come  in  and  see  who  is 
here  and  what  they've  ordered,  " he  says  as  he  places 
a cherry  on  top  of  the  soda  and  admires  the  finished 
product. 

One  might  wonder  what  a soda  fountain  is  doing 
in  a museum  dedicated  to  preserving  antique  band 
instruments,  but  the  answer  is  simple.  Not  only  does 
Horne  have  a penchant  for  soda  fountains,  but  the 
city's  first  soda  fountain  was  located  in  the  building 
that  now  houses  the  museum.  The  original  fountain 
opened  in  about  1895  in  what  was  then  Hart's  Drug- 
store. 

In  keeping  with  the  history  of  the  building,  Horne 
originally  wanted  to  re-create  an  1890s-era  fountain. 
But  after  he  discovered  that  the  original  fountain  didn't 
have  carbonated  water,  he  decided  to  re-create  a 19508- 
era  fountain  instead. 

"I  prepared  a menu  that  has  99  percent  of  any- 
thing that  you  could  buy  in  1940  or  ’50,"  he  says.  "I've 
got  a full  menu  of  everything.  I can  make  about  ten 
different  kinds  of  sundaes  and  malts,  banana  splits 

* Sheila  Yount  is  a travel  writer  with  the  Arkansas  Department 

of  Parks  and  Toursim. 


and  all  of  the  standard  drinks,  including  a cherry  phos- 
phate, that  you  could  get  in  those  days." 

At  the  grand  opening  of  the  soda  fountain,  Horne 
instituted  1950s  prices  just  for  the  day  and  he  figured 
he  might  draw  a crowd  of  about  150  to  200  people. 
Much  to  his  surprise,  more  than  600  people  crowded 
into  the  museum  to  indulge  in  cokes  for  10  cents, 
milkshakes  for  20  cents  and  banana  splits  for  50  cents. 

"We  went  through  22  gallons  of  ice  cream,  nearly 
50  pounds  of  bananas  and  we  sent  out  for  more  sup- 
plies four  times  because  we  just  ran  out,"  Horne  says. 

Horne  didn't  have  any  trouble  recalling  how  to 
make  those  banana  splits  and  cherry  phosphates. 

"I  remembered  about  90  percent  of  it  and  some  of 
it  I just  had  to  experiment  with  until  I got  it  right,"  he 
says. 

Horne  has  found  that  he  is  stirring  up  a lot  of  the 
townspeople's  memories  along  with  his  decadent  con- 
coctions. 

"Everyone  who  comes  in  over  the  age  of  50  has  a 
story  to  tell  about  some  soda  fountain  and  they  really 
know  these  drinks,"  he  says.  "I  have  to  kind  of  de- 
scribe them  to  the  youngsters." 

By  describing  the  items  to  the  young  people,  he  is 
hoping  to  further  pique  their  interest  in  the  fountain. 
In  fact,  he  says  he  would  like  to  re-establish  the  soda 
fountain  as  a place  for  teenagers  to  hang  out,  just  as 
they  did  in  Horne's  youth.  He  notes  that  he  has  trained 
two  high  school  students  who  are  working  as  volun- 
teer soda  jerks. 

"By  the  late  '40s,  every  drugstore  had  a soda  foun- 
tain. It  wouldn't  be  a drugstore  without  a soda  foun- 
tain and  it  was  the  social  center  for  the  teenager,"  he 
recalls.  "They  would  come  in  and  buy  a cherry  phos- 
phate for  a nickel  and  listen  for  two  hours  to  the  juke- 
box and  visit  with  their  friends." 

To  encourage  teenagers  to  discover  the  soda  foun- 
tain, Horne  is  giving  away  discounted  tickets  to  local 
students. 

Horne  created  the  fountain  in  a back  room  of  the 
museum  that  had  previously  been  a "junk  room,"  he 
says.  He  furnished  it  with  a striking  antique  oak  back 
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Other  than  this... 


AMBULANCE 


Dv 


t§r 


There  are  only  two  better 
vehicles  for  reaching 
Arkansas’  physicians  and 
health  care  providers. 


The  Journal  of  the  Arkansas 
Medical  Society 
and 

The  Arkansas  Medical  Society 
Membership  Directory 

The  Journal  of  the  Arkansas  Medical  Society 
is  the  official  publication  of  the  Arkansas  Medi- 
cal Society. 

The  Arkansas  Medical  Society 
Membership  Directory  lists  our  doctors  by  name, 
business  address,  phone  number  and  type  of 
practice. 

Over  85%  of  all  practicing  physicians  in  the 
state,  as  well  as  residents  and  medical  students, 
are  AMS  members  and  therefore  receive  The 
Journal  each  month  and  the  annual  membership 
directory  in  July  of  each  year. 

In  addition,  health  organizations  and  busi- 
nesses subscribe  to  The  Journal,  and  we  receive 
requests  for  the  directory  throughout  the  year. 

So,  to  reach  an  audience  of  over  4,000 
medical  and  health  care  professionals,  place  your 
ad  now. 


We  are  now  accepting  advertising  for  the 
1996  AMS  Membership  Directory. 


Call  the  Arkansas  Medical  Society  at 

501-224-8967 

to  inquire  about  rates  and  other 
advertising  information. 


bar  and  had  the  front  portion  of  the  bar  built.  A fes- 
tive black  and  white  checkered  floor  was  put  in  and 
antique  coke  signs  hang  on  an  exposed  brick  wall,  add- 
ing a nostalgic  touch.  A large  picture  of  the  original 
soda  fountain  at  Hart's  Drugstore  hangs  next  to  the 
bar.  And  a jukebox  filled  with  songs  from  the  50s  and 
60s  sits  in  the  corner  ready  to  transport  customers  back 
in  time  with  a song  from  Elvis  or  Chubby  Checker. 

Horne  says  he  welcomes  groups.  With  appoint- 
ments, he  will  provide  groups  with  guided  tours  of 
the  museum,  catered  meals  and,  of  course,  desserts 
from  the  soda  fountain. 

Visitors  who  stop  in  for  a banana  split  or  a soda, 
should  also  take  time  to  tour  the  museum.  The  mu- 
seum features  instruments  from  Horne's  collection  of 
more  than  700  instruments,  some  of  which  date  to  the 
1700s. 

The  museum  and  fountain  are  open  from  10  a.m. 
to  4 p.m.,  Tuesday  through  Saturday.  For  more  infor- 
mation, contact  Horne  at  the  Band  Museum,  423  Main 
Street,  Pine  Bluff,  Arkansas,  (501)  534-HORN.  ■ 


Unless  you  have 
money  to  bum... 
Maybe  it's  time  to 
consider  the  specialist 
in  bad  debt  recovery. 


Serving  Arkansas  Businesses  Since  194 1 

Freemyer  Collection  System 
1-800-373-0757 

American  Collectors  Association  Member. 
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Special  Article 


Antiretroviral  Therapy  1996 

Joseph  M.  Beck  II,  M.D.* 


The  last  several  years  have  brought  new  insights 
and  understanding  into  the  ongoing  dynamic  of  HIV 
infection.  Powerful  new  tools  such  as  quantitative  poly- 
merase chain  reaction  (PCR)  of  viral  particles  per  mil- 
liliter of  blood  have  allowed  first  researchers,  then 
practicing  physicians  to  observe  the  short-  and  long- 
term effects  of  antiretroviral  therapy  with  increasing 
accuracy. 

HIV  infection  in  humans  is  an  ever-evolving,  dy- 
namic process.  From  earliest  infection,  the  virus  dis- 
seminates widely  to  all  tissues,  including  the  central 
nervous  system,  and  maintains  itself  in  the  reservoir 
of  the  germinal  centers  of  peripheral  lymph  nodes. 
Within  a few  weeks  of  initial  infection,  3 x 1010  HIV 
particles  are  produced.  This  number  approximates  the 
number  produced  over  the  next  4-5  years.  There  is  an 
ongoing  partially  effective  immune  response,  with  30% 
of  the  viral  population  turning 
over  and  several  hundred  million 
CD4  cells  replaced  daily. 

In  addition,  the  virus 
"swarm"  moves  evolutionarily 
toward  more  resistant,  more  cy- 
topathic,  more  syncytium  forming 
with  each  passing  day.  As  the  end 
of  the  natural  history  of  infection 
approaches,  the  infected  host  pos- 
sesses virus  that  is  genotypically 
and  phenotypically  quite  different 
and  more  virulent  than  the  initial 
infecting  viral  swarm. 

Zidovudine  was  the  first  antiretroviral  released 
(1987)  and  for  many  years  was  used  as  monotherapy. 
It  remains  a mainstay  of  therapy,  due  to  its  penetra- 
tion in  the  CSF  and  its  excellent  safety  profile  at  cur- 
rent doses.  In  a recent  population  study  conducted  in 
London  by  Torsten  Baldeweg,  as  the  number  of  people 

* Dr.  Beck  is  a Little  Rock  Oncologist  and  Chairman  of  the  Ar- 
kansas Medical  Society  AIDS  Committee. 


taking  ZDV  fell  from  1,000  to  400  from  1991  to  1994, 
the  incidence  of  dementia  increased  from  2 percent  to 
7 percent.  ZDV  should  be  included  if  possible  in  any 
combination  for  neurological  reasons. 

Following  zidovudine,  beginning  in  1991  the  "d" 
drugs  were  released,  ddl  and  ddC.  These  drugs  have 
essentially  the  same  mechanism  of  action  as  ZDV  (re- 
verse transcriptase  inhibitors)  but  have  non-overlap- 
ping toxicities,  including  peripheral  neuropathy  and 
pancreatitis. 

D4T  (stavudine)  was  released  in  1994  and  is  use- 
ful in  combination  therapy.  The  main  toxicity  here  is 
also  peripheral  neuropathy  but  it  is  more  convenient 
with  a BID  dosage. 

Late  1995  brought  two  new  drugs  in  rapid  succes- 
sion. The  first,  released  in  late  November  1995,  was 
lamivudine  or  3TC,  the  5th  drug  in  succession  in  the 


reverse  transcriptase  class.  In  December  1995,  a major 
breakthrough  occurred  with  the  release  of  saquinavir 
(Inverase).  This  drug  marks  the  first  protease  inhibi- 
tor released  for  the  treatment  of  HIV  in  combination 
with  a reverse  transcriptase  inhibitor.  This  drug  is 
poorly  bioavailable,  with  only  about  4%  of  an  oral  dose 
reaching  the  circulation,  but  even  so  is  quite  potent, 
with  the  decreases  in  viral  load  of  1-2  logs  quite  com- 
mon. A more  bioavailable  formulation  is  under  devel- 
opment. Mutations  occur  less  frequently  than  with 


CURRENTLY  AVAILABLE  ANTIRETROVIRAL  AGENTS 

1. 

Zidovudine  (AZT,  ZDV)  Retrovir 

lOOmg  tablets  3-10/day 

2. 

Didanosine  (ddl)  Videx 

250mg  chewable  tablets  one  BID 

3. 

Dideoxycytidine  (ddC)  Hivid 

0.375  and  0.75mg  tablets  TID 

4. 

Stavudine  (D4T)  Zerit 

15,  20  and  40mg  tablets  BID 

5. 

Lamivudine  (3TC)  Epivir 

150mg  tablets,  one  BID 

6. 

Saquinavir  Inverase 

200mg  tablets  3 tabs  TID 
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POTENTIAL  INTERACTIONS 

Stavudine  (D4T)  significantly  inhibited  phospho- 
rylation of  AZT  in  peripheral  blood  mononuclear 
cells.  In  vivo  significance  is  unclear. 

3TC  markedly  inhibits  phosphorylation  of  ddC  in 
PBMC's. 

Use  of  the  above  combinations  is  theoretically 
contraindicated. 


other  drugs,  at  codons  90  and  40  in  the  reverse  tran- 
scriptase molecule. 

Recommendations  for  Therapy 

Combination  therapy  is  the  platinum  standard  for 
the  management  of  HIV  infection  for  people  with  ac- 
cess to  the  growing  armamentarium  of  drugs.  A con- 
sensus on  which  combinations  and  in  what  dosages 
has  not  yet  been  reached.  Many  HIV  physicians  fol- 
low a hypertension  mode  of  antiretroviral  therapy  in 


which  treatment  is  initiated  with  one  drug  and  then 
after  resistance  appears,  either  the  drug  is  replaced  or 
another  drug  is  added.  We  know  that  resistance  can 
develop  frightfully  quickly,  in  2-3  weeks  to  some  agents. 

Other  physicians  follow  an  oncology  model  and 
start  patients  on  a multidrug  regimen  of  two  or  three 
drugs  to  maximize  synergy  of  the  agents.  Below  are 
the  currently  available  antiretroviral  agents  with  some 
potential  interactions.  Most  AIDS  physicians  would 
recommend  a protease  inhibitor,  AZT  plus  one  other 
agent.  My  own  practice  is  to  ask  the  patient  to  take 
the  AZT  daily  and  then  to  alternate  the  other  two  drugs 
daily  or  weekly. 

Clinical  trials  are  underway  to  try  to  elucidate  the 
best  combination;  however,  due  to  lack  of  clear  end- 
points and  the  activism  of  many  participants  of  clini- 
cal trials,  results  may  be  difficult  to  interpret.  With  the 
indicators  of  viral  load  so  available,  a fall  in  CD4  count, 
opportunistic  infections  or  death  are  no  longer  accept- 
able clinical  endpoints. 

On  the  horizon,  spring  1996  perhaps,  will  be  the 
availability  of  one  or  more  additional  protease  inhibi- 
tors to  add  to  our  armamentarium.  ■ 
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Introduction 

As  the  new  year  begins,  newborns  in  Arkansas 
are  now  being  routinely  screened  for  galactosemia.  Act 
113  of  1995  mandated  the  addition  of  this  disorder  to 
the  newborn  screening  profile.  Because  it  is  uncom- 
mon, many  physicians  are  unfamiliar  with 
galactosemia.  In  this  article  we  review  the  common 
forms  of  galactosemia,  discuss  the  rationale  for  new- 
born screening  and  the  methodology  being  used  here 
and  describe  follow-up  procedures. 

Clinical  Characteristics 

The  term  galactosemia  encompasses  three  distinct 
defects  in  galactose  metabolism  (see  figure).  The  one 
first  described  involves  a complete  deficiency  of  galac- 
tose-l-phosphate  uridyltransferase  (GALT),  and  is  com- 
monly referred  to  as  "classical"  galactosemia.  This 
autosomal  recessive  disorder  has  an  incidence  of  about 
1:40,000.’  GALT  catalyzes  the  exchange  of  galactose  - 
1-phosphate  (gal-l-P)  for  the  glucose-l-phosphate  in 
undine  diphosphate  glucose  (UDPG)  to  form  uridine 
diphosphate  galactose  (UDPGal).  In  the  absence  of  the 
transferase  enzyme,  galactose  accumulates  in  blood  and 
urine  while  gal-l-P  builds  up  in  erythrocytes  and  other 
cells.  Most  authorities  believe  that  significant  compli- 
cations of  the  disease  are  due  to  toxic  effects  of  these 
and  other  metabolites. 

Early  signs  and  symptoms  of  classical  galactosemia 
include  jaundice,  hepatomegaly,  hemolytic  anemia, 
ascites,  diarrhea  and  failure  to  thrive.  The  most  ur- 
gent threat  to  the  neonate  is  bacterial  sepsis,  most  com- 
monly due  to  Escherichia  coli.  One  study  estimated  that 
up  to  30%  of  untreated  galactosemics  die  from  bacte- 
rial sepsis.2  Among  surviving  infants  who  remain  un- 
treated, early  cataract  formation,  mental  retardation, 
and  cirrhosis  almost  inevitably  ensue. 
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Several  variants  of  GALT  which  result  in  partial 
enzyme  activity  have  also  been  reported.  In  some  cases 
these  variants  are  associated  with  clinical  effects  simi- 
lar to  those  of  classical  galactosemia.  The  so-called 
Negro  variant,  first  reported  in  1962,  appears  com- 
monly among  blacks  diagnosed  with  galactosemia.3  In 
this  variant  there  is  no  detectable  erythrocyte  GALT 
activity,  but  there  is  a small  amount  (-10%)  of  enzyme 
activity  in  the  liver.  Other  clinically  significant  vari- 
ants of  GALT  include  Rennes,  Indiana  and  Chicago  I. 

Variants  of  GALT  not  believed  to  be  clinically  sig- 
nificant in  homozygous  form  include  Duarte,  Los  An- 
geles, Berne,  and  Chicago  II.  The  Duarte  variant  in  its 
homozygous  form  exhibits  about  50%  of  normal  GALT 
activity.  However,  the  Duarte-classic  galactosemia  com- 
pound heterozygote  (DG)  phenotype  exhibits  only 
about  20-25%  normal  activity  and  is  associated  with 
significant  elevations  of  erythrocyte  gal-l-P  in  infants. 
Most  treatment  centers  elect  to  place  such  infants  on 
lactose-free  formula  for  the  first  six  to  twelve  months, 
followed  by  milk  challenge.  Because  of  the  relatively 
high  frequency  of  the  Duarte  variant  gene,3  it  is  likely 
that  three  to  five  infants  with  the  DG  combination  are 
born  in  Arkansas  each  year. 

A second  major  form  of  galactosemia  is  due  to 
deficiency  of  galactokinase.  This  enzyme  catalyzes  the 
phosphorylation  of  galactose  to  form  gal-l-P.  In 
galactokinase-deficient  individuals,  galactose  accumu- 
lates in  blood  and  urine  while  galactitol  accumulates 
in  ocular  lenses.  There  is  no  abnormal  accumulation 
of  galactose-l-phosphate.  Therefore,  the  chief  clinical 
finding  is  early  cataract  formation,  often  within  the 
first  weeks  of  life.  Galactokinase  deficiency  is  believed 
to  occur  in  about  1 in  40,000  individuals.4 

The  third  enzyme  defect  associated  with 
galactosemia  is  that  of  UDPGal-4'-epimerase,  which 
catalyzes  the  reversible  transformation  of  UDPGal  to 
UDPG.  Two  subtypes  of  epimerase  deficiency  have 
now  been  described.  In  the  "peripheral"  form,  epime- 
rase is  deficient  in  erythrocytes  and  leukocytes  but 
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present  in  liver,  skin  and  other  tissues.  Although  el- 
evated concentrations  of  gal-l-P  are  found  in  the  blood 
of  these  individuals,  there  are  no  significant  clinical 
effects.  On  the  other  hand,  the  rare  "generalized"  form 
of  epimerase  deficiency  results  in  clinical  features  in- 
distinguishable from  those  of  classic  galactosemia.  In 
this  subtype  epimerase  activity  is  less  than  10%  of 
normal  in  blood  cells,  fibroblasts,  and  other  body  tissues. 

Treatment  and  its  Consequences 

The  mainstay  of  therapy  for  classic  galactosemia, 
galactokinase  deficiency,  and  generalized  epimerase 
deficiency  is  a lactose-free  diet.  Lactose  is  a disaccha- 
ride composed  of  glucose  and  galactose.  While  small 
amounts  of  galactose  are  obtained  from  other  animal 
and  plant  foods,  the  lactose  found  in  human,  bovine 
and  other  mammalian  milks  is  by  far  the  most  signifi- 
cant source  of  dietary  galactose.  However,  galactose 
is  not  considered  an  essential  nutrient  because  of  the 
reversible  epimerase  reaction  that  is  capable  of  pro- 
ducing galactose-containing  compounds. 

Early  institution  of  a lactose-free  diet  has  proven 
beneficial  in  reversing  the  acute  neonatal  symptoms 
and  in  preventing  many  of  the  sequelae  of  galactosemia 
including  severe  mental  retardation,  irreversible  cata- 
racts, and  liver  disease.  Despite  dietary  therapy,  eryth- 
rocyte galactose-l-phosphate  concentrations  and  uri- 
nary galactitol  remain  higher  than  in  a normal  popula- 
tion. It  has  been  observed  that  many  adults  and  older 


adolescents  with  classic  galactosemia  can  tolerate  mod- 
est amounts  of  lactose-containing  foods  without  cata- 
strophic consequences  but  with  some  gastrointestinal 
symptoms;  often  these  individuals  liberalize  their  di- 
ets themselves.  This  apparent  "improved"  tolerance 
over  time  is  not  due  to  induction  of  functional  GALT 
but  is  most  likely  due  to  the  fact  that  lactose  accounts 
for  a much  smaller  percentage  of  the  total  caloric  in- 
take in  the  average  adult  (3-4%  or  less)  as  opposed  to 
the  young  infant  (40%). 5 Although  most  such  adults 
have  not  exhibited  overt  worsening  of  clinical  find- 
ings, the  question  of  whether  relaxation  of  the  diet 
leads  to  significant  diet-dependent  long-term  effects 
is  still  open  for  study. 

Long-term  Complications  Despite 
Treatment 

Recent  concerns  have  focused  on  long-term  out- 
comes of  patients  who  presumably  were  adequately 
treated  throughout  childhood.  In  particular,  a large 
percentage  of  women  treated  by  lactose-free  diets  for 
classic  galactosemia  have  been  found  to  have 
hypergonadotropic  hypogonadism  associated  with 
amenorrhea,  infertility,  and  premature  menopause.6 
The  most  plausible  explanation  for  this  phenomenon 
appears  to  be  prenatal  (and  possibly  postnatal)  dam- 
age to  the  developing  ovary  caused  by  galactose,  gal- 
l-P,  or  other  toxic  metabolites,  leading  to  significant 
reduction  in  oocyte  numbers. 
Interestingly,  testicular  dysfunc- 
tion among  affected  males  is 
rare. 

Other  concerns  have  cen- 
tered on  neurodevelopmental 
outcomes  of  treated  galacto- 
semics.  IQ  testing  of  older  chil- 
dren and  adults  in  some  series 
have  shown  somewhat  disap- 
pointing results  (mean  IQ's  of 
85  to  95), 7 although  clearly  the 
test  scores  are  higher  than  those 
found  among  untreated  pa- 
tients. More  sophisticated  test- 
ing has  revealed  a relative  pre- 
ponderance of  visual-perceptual 
defects  among  older  patients, 
along  with  a high  incidence  of 
speech  disorders.7,8  The  patho- 
genesis of  these  deficits  remains 
elusive,  but  as  with  ovarian  fail- 
ure may  involve  prenatal  effects. 
Rare  cases  of  severe  develop- 
mental delay,  tremor,  hypoto- 
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Galactose 

(mg/dL) 

GALT 

(U/gHb) 

Specimen 

Integrity 

Interpretation 

Action 

<9 

>3.5 

_ 

Presumed  normal 

None 

<9 

<3.5 

Unacceptable 

Inconclusive 

Filter  paper  repeat 

9 - 15 

>3.5 

- 

Partial  positive 

Filter  paper  repeat;  lactose-free  formula 

9 - 15 

<3.5 

Unacceptable 

Partial  positive 

Filter  paper  repeat;  lactose-free  formula 

Any 

<3.5 

Acceptable 

Positive  screen 

Whole  blood  and  urine;  lactose-free  formula 

>15 

Any 

Either 

Positive  screen 

Whole  blood  and  urine;  lactose-free  fomiula 

Table  - Interpretation  and  follow-up  for  galactosemia  screening  result  combinations.  Adjustments  in  cut-off 
values  may  be  necessary  as  dictated  by  the  screening  method. 


nia,  and  movement  disorders  have  also  been  reported 
among  galactosemics  adequately  treated  according  to 
the  usual  biochemical  standards.9  These  observations 
have  led  some  to  speculate  that  the  genetic  basis  for 
classical  galactosemia  is  more  complex  than  was  ini- 
tially thought. 

Newborn  Screening 

Despite  the  above  concerns,  newborn  screening 
for  galactosemia  is  still  widely  endorsed  by  metabolic 
and  public  health  experts.  Even  though  some  late 
sequelae  have  not  been  prevented,  the  severe  conse- 
quences of  untreated  galactosemia  (mental  retardation, 
cataracts,  cirrhosis)  are  now  only  rarely  seen  among 
patients  treated  early.  The  severity  of  the  chronic  com- 
plications that  are  seen  may  also  be  reduced  through 
early  detection  and  treatment.  Perhaps  most  impor- 
tantly, however,  early  identification  through  newborn 
screening  allows  prevention  of  death  from  bacterial 
sepsis,  which  as  stated  earlier  kills  30%  of  untreated 
infants  by  the  second  week  of  life.  Neonatal  screening 
also  detects  the  relatively  common  cases  of  DG  com- 
pound heterozygotes. 

The  argument  that  newborn  screening  is  unnec- 
essary because  cases  will  be  detected  clinically  has  been 
disproved  through  three  decades  of  screening  in  other 
states  and  countries.  Not  all  affected  infants  show 
obvious  signs  of  illness,  and  in  those  who  do  the  diag- 
nosis is  often  missed.  In  Arkansas,  only  one  case  of 
galactosemia  is  currently  followed  by  the  Genetics  staff 
at  Arkansas  Children's  Hospital.  While  some  cases  in 
border  communities  have  probably  been  detected  clini- 
cally and  referred  to  metabolic  centers  in  surrounding 
states,  it  is  safe  to  infer  that  some  cases  have  been 
missed  in  the  past  25  years. 

The  relative  rarity  of  the  disorder  has  also  been 
used  as  an  argument  against  universal  screening.  How- 
ever, this  can  be  countered  somewhat  by  the  low  cost 
of  screening  per  test,  particularly  when  incorporated 
into  a pre-existing  program.  As  long  as  the  cost  per 


test  remains  low,  the  costs  of  detecting  one  case  of  the 
disease  will  be  more  than  offset  by  savings  in  acute 
and  long-term  care  expenses  of  a disabled  individual. 

The  screening  methodology  used  in  Arkansas  in- 
volves quantitative  measurement  of  both  total  galac- 
tose and  GALT  using  a highly  automated  fluorometric 
system  developed  by  Isolab,  Inc.  Measurement  of  ga- 
lactose on  every  baby  helps  confirm  abnormal  GALT 
values  and  also  allows  for  detection  of  galactokinase 
and  epimerase  deficiencies.  Routine  measurement  of 
GALT  ensures  that  no  cases  of  classic  galactosemia 
are  missed  due  to  false-normal  values  of  galactose. 
The  latter  might  occur  if  an  affected  infant  has  insuffi- 
cient galactose  intake  prior  to  screening  due  to  NPO 
status,  placement  on  a lactose-free  formula  at  birth,  or 
very  early  discharge. 

One  of  the  pitfalls  of  universal  GALT  screening  is 
the  frequency  of  false-positive  results.  This  is  caused 
by  enzyme  denaturation  during  transport  and  is  par- 
ticularly prevalent  under  hot,  humid  conditions.  To 
help  assuage  this  problem,  all  specimens  testing  low 
for  GALT  also  undergo  a specimen  integrity  assay 
(SIA).  This  is  simply  an  additional  assay  for  the  en- 
zymes phosphoglucomutase  (PGM),  glucose-6-phos- 
phate  dehydrogenase  (G-6-PD),  and  6- 
phosphogluconic  dehydrogenase  (6-PGD).  If  these 
enzymes  also  test  low,  it  is  likely  that  the  specimen 
has  deteriorated  during  transport. 

Possible  screening  result  combinations,  their  in- 
terpretation, and  recommended  follow-up  actions  are 
summarized  in  the  table.  A level  of  total  galactose  < 9 
mg/dL  combined  with  a GALT  value  of  > 3.5  units  per 
gram  of  hemoglobin  (U/gHb)  constitutes  a negative 
result  and  is  reported  out  as  "normal  galactosemia 
screen."  A normal  total  galactose  together  with  an 
abnormal  (<  3.5  U/gHb)  GALT  value  having  an  "unac- 
ceptable" specimen  integrity  assay  is  reported  as  "in- 
conclusive." In  most  cases  this  pattern  means  only 
that  the  specimen  enzymes  have  denatured  and  hence 
disease  is  unlikely,  but  a filter  paper  repeat  should  be 
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obtained. 

Values  of  galactose  between  9 and  15  with  either 
normal  or  inconclusive  GALT  readings  are  classified 
as  "partial  positives."  While  classic  galactosemia  is 
unlikely  in  this  circumstance,  these  results  could  indi- 
cate galactokinase  or  epimerase  deficiency.  Institution 
of  lactose-free  formula  is  recommended  pending  re- 
sults of  immediate  filter  paper  assay.  Acceptable  lac- 
tose-free formulas  include  the  widely  available  soy- 
based  and  casein-hydrolysate  preparations.  While  at 
one  point  there  was  concern  over  galactose-contain- 
ing oligosaccharides  present  in  soy  formula,  available 
evidence  suggests  that  these  are  not  appreciably  di- 
gested by  humans. 

"Positive"  results  include  any  galactose  value  over 
15  mg/dL  regardless  of  GALT  and  SIA,  and  any  GALT 
value  <3.5  U/gHb  with  "acceptable"  specimen  integ- 
rity regardless  of  total  galactose.  Swift  follow-up  ac- 
tion is  imperative  for  infants  having  results  in  either 
category.  The  baby  should  be  examined  immediately 
for  clinical  features  of  the  disease  or  signs  of  early 
sepsis.  Lactose-free  formula  must  also  be  instituted 
immediately,  and  whole  blood  and  urine  obtained  for 
confirmatory  testing  (i.e.  erythrocyte  GALT  and  gal-1- 
P,  urinary  galactose  and  galactitol).  Confirmatory  test- 
ing is  available  at  Arkansas  Children's  Hospital.  Spe- 
cialists in  genetics  and  metabolism  are  also  available 
at  ACH  for  consultation  on  follow-up  management  of 
abnormal  screening  results. 

Because  of  the  urgency,  primary  care  physicians 
are  notified  by  phone  and  letter  of  any  positive  or  par- 
tial positive  results.  As  always,  hospitals  receive  a 
printed  copy  of  all  newborn  screening  results.  A re- 
port showing  an  "inconclusive"  galactosemia  result 
asks  the  submitter  to  send  in  another  filter  paper  speci- 
men. The  physician  is  also  sent  a letter  on  inconclu- 
sive results  to  help  ensure  the  repeat  specimen  is  collected. 

Conclusion 

Successful  screening  for  galactosemia  can  be  ac- 
complished only  through  a coordinated  effort  among 
hospital  staff,  primary  care  physicians,  the  Health 
Department,  and  tertiary  care  providers.  The  short  time 
frame  involved  makes  it  essential  that  specimens  be 
submitted  promptly  to  the  Public  Health  Laboratories, 
that  turnaround  time  there  be  minimal,  and  the  posi- 


tive specimens  be  responded  to  immediately.  Failure 
in  any  aspect  of  the  system  could  result  in  an  other- 
wise preventable  infant  death  or  unnecessary  morbidity. 

Looking  at  the  future,  it  is  highly  possible  that 
adjustments  in  cut-off  values  will  be  necessary  as  ex- 
perience with  this  methodology  for  galactosemia 
screening  proceeds.  The  same  lab  system  is  now  be- 
ing utilized  for  phenylketonuria  screening  and  will 
eventually  perform  newborn  hypothyroidism  screen- 
ing as  well.  Several  other  screening  assays  for  genetic/ 
metabolic  disorders  have  already  been  developed  by 
Isolab  for  this  system,  opening  new  avenues  for  po- 
tentially cost-beneficial  additions  to  the  newborn 
screening  profile.  Just  as  with  galactosemia  screening, 
however,  each  potential  new  screen  must  be  consid- 
ered individually  to  assure  that  it  satisfies  the  usual 
justifying  criteria  for  mass  screening. 
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Physician-to-Physician  Communication 

j.  Kelley  Avery,  M.D.* 


Case  Report 

A 46-year-old  woman  with  an  eight-year  history 
of  ulcerative  colitis  under  good  control  on  conserva- 
tive therapy  had  considered  hysterectomy  because  of 
the  presence  of  uterine  fibroids  and  excessive  bleed- 
ing. On  at  least  one  occasion  the  patient  had  been 
scheduled  for  the  operation  but  had  decided  to  wait 
for  a while  to  see  if  symptoms  would  subside.  During 
these  examinations  there  had  been  no  mention  of  breast 
abnormalities.  Two  years  earlier,  a screening 
mammogram  in  an  examination  by  her  regular  physi- 
cian, a board  certified  Ob/Gyn,  had  recorded,  "Breasts 
normal."  One  month  before  reporting  for  this  exami- 
nation, there  was  no  mention  of  the  breasts  on  a visit 
to  this  same  physician. 

She  went  to  have  the  screening  examination,  ask- 
ing that  the  report  be  sent  to  her  regular  Ob/Gyn.  She 
reported  having  a predominant  mass  in  the  upper  outer 
quadrant  of  the  right  breast.  She  was  given  the  screen- 
ing examination  although  the  policy  of  this  specialty 
service  stated  that  women  who  were  symptomatic 
would  be  given  the  regular  diagnostic  mammogram. 
She  got  two  views  of  each  breast  showing  two  "cysts" 
corresponding  to  the  "mass"  which  she  had  discov- 
ered and  because  of  which  she  had  come  for  the  ex- 
amination. The  examination  was  done  by  a technician 
and  read  by  the  radiologist  before  he  left  for  the  day. 
Although  the  policy  of  the  department  called  for  an 
examination  by  the  radiologist  (at  his  discretion),  her 
breasts  were  not  examined.  The  report  was,  "benign 
cysts  right  breast  - return  for  repeat  examination  in 
one  year." 

This  patient  was  also  being  followed  by  the  "Bone 
Center"  because  of  recent  laboratory  findings  suggest- 
ing calcium  loss.  Two  months  after  the  screening 
mammography  she  was  seen  at  the  Bone  Center,  where 
the  note  was  made  that  the  patient  "has  developed 
cysts  in  the  right  breast  and  is  being  followed  by  her 

* Dr.  Avery  is  chariman  of  the  Loss  Prevention  Committee,  State 

Volunteer  Mutual  Insurance  Co.,  Brentwood,  TN.  This  article 
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regular  physician."  Again,  six  weeks  later,  she  was 
seen  by  the  Bone  Center  where  CT  scan  was  done  for 
bone  densitometry. 

It  was  six  months  after  the  screening 
mammography  before  she  was  seen  by  her  regular 
physician.  His  examination  revealed  the  "lump  in  the 
breast  - cystic  mastitis."  Again,  she  was  scheduled  for 
TAH  to  be  done  about  a month  later.  She  called  in 
stating  that  she  wanted  an  abdominal  ultrasound  prior 
to  surgery  and  would  like  to  delay  the  surgery  for  about 
a month. 

The  ultrasound  revealed  the  "multiple  discrete  fi- 
broids, five  in  number."  She  did  not  report  for  the 
TAH  but  went  to  another  Ob/Gyn  for  evaluation  of 
the  breast  lesion.  This  physician  confirmed  the  pres- 
ence of  the  fibroids,  but  because  of  the  mass  which 
had  replaced  about  one  half  the  breast,  a mammogram 
was  ordered  and  a surgeon  consulted.  The  surgeon 
noted  a firm  8-cm  mass,  some  nipple  retraction,  and 
no  axillary  nodes.  The  mammogram  revealed  a sig- 
nificant change  in  the  lesion,  suggesting  malignancy. 

At  operation,  frozen  section  revealed  malignancy 
confirmed  by  permanent  sections  after  a modified  radi- 
cal mastectomy.  Seven  of  15  nodes  were  positive,  and 
the  chest  x-ray  showed  multiple  nodules,  which  proved 
to  be  metastases.  With  both  radiation  and  chemo- 
therapy, the  patient  survived  only  a year. 

A lawsuit  was  filed  charging  both  the  regular  Ob/ 
Gyn  and  the  radiologist  with  negligence  in  the  delay 
in  diagnosis,  failure  to  advise  that  the  mammogram 
was  not  diagnostic,  and  the  failure  to  recommend  more 
frequent  follow-up  examinations.  A large  settlement 
was  necessary,  as  successful  defense  of  this  suit  was 
not  believed  to  be  possible. 

Loss  Prevention  Comments 

This  case  is  troublesome  on  its  face.  How  could 
good  physicians  become  distracted  and  fail  to  com- 
municate with  each  other,  so  that  errors  like  this  are 
prevented?  How  could  good  physicians  fail  to  com- 
municate with  their  patients  so  that  more  effective  care 
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can  be  given?  It  happens  a lot! 

The  radiologist  in  this  case  certainly  called  this 
screening  mammogram  in  such  a manner  as  to  raise  a 
question  as  to  his  competence.  Retrospective  exami- 
nation of  the  films  would  not  have  determined  that 
the  only  possible  diagnosis  was  benign  cysts.  Was  he 
in  a hurry  that  day?  The  technician  did  the  examina- 
tion, and  although  it  was  a "screening"  test,  proceeded 
to  do  the  ultrasound  examination  that  protocol  indi- 
cated was  to  follow  the  diagnostic  mammogram  at  the 
discretion  of  the  radiologist.  Again,  protocol  would 
have  suggested  an  examination  of  the  breast  in  this 
instance,  but  one  was  not  done.  The  radiologist  should 
have  suggested  a follow-up  examination  sooner  than 
a year,  and  the  regular  physician  should  have  exam- 
ined his  patient  regardless  of  the  radiologist's  recom- 
mendation. He  saw  his  patient  six  months  after  the 
mammography  with  only  the  comment,  "breast  lump 
- cystic  mastitis." 

Perhaps  the  regular  physician  was  distracted  by 


the  repeated  consideration  of  a TAH  for  her  uterine 
fibroids.  If  the  Ob/Gyn  specialist  was  not  going  to  fol- 
low the  patient  more  closely,  he  should  have  consulted 
a surgeon  to  assume  the  responsibility  of  definitive 
treatment  of  this  presenting  complaint.  Many  non- 
surgeons would  have  aspirated  these  "cysts"  after  the 
mammogram  and  followed  closely  the  results  of  this 
procedure.  Although  all  patients  present  unique  situ- 
ations, the  non-surgeon  should  have  a protocol,  in  his 
head  at  least,  as  to  the  step-by-step  management  of 
breast  problems. 

In  the  office  of  both  the  radiologist  and  the  Ob/ 
Gyn,  systems  should  be  in  place  so  that  medical  assis- 
tants could  ensure  the  appropriate  follow-up  in  cases 
of  this  type.  This  kind  of  scrutiny  is  certainly  in  the 
best  interest  of  our  patients,  and  no  less  is  expected  of 
us  by  the  public  at  large.  Laxity  of  this  degree  in  the 
protection  of  our  patients  is  not  tolerable  when  bad 
results  occur.  We  pay  dearly,  both  emotionally  and 
financially!  ■ 
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DICROTISM:  EXAMPLES  AND  REVIEW  OF  THE  DICROTIC  PULSE 


Introduction 

Dicrotism  is  a condition  associated  with  the  pres- 
ence of  a dicrotic  pulse.  This  pulse  wave  contour  has 
two  upstrokes,  one  in  systole  and  another  in  diastole. 
Occasionally,  three  distinct  waves  have  been  recorded, 
a condition  referred  to  as  a "tricrotic  pulse."  Recently, 
a dicrotic  and  tricrotic  pulse  has  been  recorded  in  two 
patients  in  our  cardiac  catheterization  laboratory  and 
has  provided  the  stimulus  for  this  review. 

Patient  1 

A 45-year-old  male  was  admitted  with  prolonged 
chest  discomfort,  congestive  heart  failure,  and  was 
found  to  have  a non-Q  wave  myocardial  infarction.  At 
cardiac  catheterization,  a prominent  dicrotic  pulse  was 
recorded  (Figure  1),  the  left  ventricular  and  diastolic 
pressure  was  27  mm  Hg,  and  the  calculated  left  ven- 
tricular ejection  fraction  at  13%.  There  was  total  occlu- 
sion of  the  distal  right  coronary  artery  with  anatomi- 
cally insignificant  lesions  in  the  left  coronary  artery. 
Medical  management  and  consideration  for  cardiac 
transplantation  was  recommended.  The  etiology  of  the 
dilated  cardiomyopathy  was  a combination  of  myo- 
cardial necrosis  and  other  unknown  causes. 

Patient  2 

A 32-year-old  male  was  admitted  with  symptoms 
and  signs  of  congestive  heart  failure.  Risk  factors  for 
premature  coronary  atherosclerotic  heart  disease  was 
only  male  gender.  At  cardiac  catheterization,  a tricrotic 
pulse  was  identified  (Figure  2),  the  left  ventricular  and 
diastolic  pressure  was  30  mm  Hg,  and  the  calculated 
ejection  fraction  less  than  10%  The  coronary  arteries 

* Dr.  Talley  is  Professor  of  Internal  Medicine  & Associate  Director, 
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were  free  of  anatomical  significant  disease.  Medical 
management  and  consideration  for  cardiac  transplan- 
tation was  recommended. 

Discussion 

Terminology  - A pulse  wave  contour  with  two  promi- 
nent upstrokes  is  known  as  a dicrotic  or  bisferens  pulse, 
reflecting  the  etymology  of  the  words.  "Dicrotic"  has 
its  roots  in  Greek,  and  "bisferens"  in  Latin,  both  liter- 
ally mean  "twice  beating."1  Time  has  amplified  this 
original  meaning  to  now  include  a connotation  regard- 
ing the  timing  of  these  waves.  Bisferens  now  means 
both  waves  occurring  in  systole  and  dicrotic  pulse  has 
a wave  in  systole  and  diastole.  The  wave  in  diastole  is 
also  known  as  the  diastolic,  dicrotic  or  percussion 
wave. 

Pathophysiology  - A dicrotic  wave  depends  on  two 
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Figure  1:  A dicrotic  pulse  wave  contour  is  recorded  in  a 
patient  with  a dilated,  ischemic  cardiomyopathy  (ejection 
{fraction  13%).  (Arrows  = dicrotic  waves ) 
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Figure  2:  A "tricrotic"  pulse  wave  contour,  with  two  sepa- 
rate waves  in  diastole  (long  and  short  arrows),  recorded  in 
a patient  with  a dilated  cardiomyopathy  and  an  ejection 
fraction  < 10%. 

features.  First,  a disproportionate  presence  in  young 
patients  suggests  that  it  depends  on  an  elastic  periph- 
eral vasculature.2  Secondly,  a competent  aortic  value 
is  critical.  A dicrotic  pulse  has  been  noted  to  disappear 
with  the  development  of  a periprosthetic  valvular  leak.3,4 

The  description  of  a dicrotic  wave  awaited  the  in- 
vention of  the  sphygmograph  in  the  mid  19th  cen- 
tury. Since  that  time,  it  has  been  commonly  associ- 
ated with  a low  cardiac  output  state.  It  has,  however, 
been  noted  in  normal  young  patients,  and  other  con- 
ditions including  pericardial  tamponade,  constrictive 
pericarditis,  tachacardia,  and  primary  pulmonary  hy- 
pertension.56 There  are  two  separate  theories  regard- 
ing the  etiology  of  this  waveform.  Smith  & Craige  pro- 


posed that  the  dicrotic  pulse  is  due  to  a reduction  in 
pulse  pressure  with  relative  increased  contribution  of 
the  incisura.7  Others  have  hypothesized  that  increased 
arterial  resistance  exaggerates  the  dicrotic  wave.6 

Conclusion 

A dicrotic  pulse  is  a clue  of  a low  cardiac  output 
state,  seen  in  conjunction  with  an  elastic  peripheral 
vasculature  and  an  intact  aortic  value.  It  may  be  seen 
in  normal  young  patients,  cardiac  tamponade,  con- 
strictive pericarditis,  primary  pulmonary  hypertension, 
and  tachycardia.  It  is  produced  in  the  presence  of  a 
low  pulse  pressure  in  combination  with  an  exagger- 
ated incisura. 
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What  do  you  think  of  this  month  fs 
Cardiology  Commentary  and  Update  or  this 
month’s  editorial  on  page  484? 

Let  us  know. 

The  Journal  of  the  Arkansas  Medical  Society  welcomes  comments  on  editorials,  scientific 
articles,  special  articles,  monthly  features  and  other  information  contained  within  its  pages  for 
possible  publication  in  an  upcoming  issue. 

So,  let  us  know  what  you  think  by  writing  to:  Arkansas  Medical  Society,  Journal  Editor,  P.O. 
Box  5776,  Little  Rock,  AR  72215-5776,  or  Fax  your  comment  to:  501-224-6489. 
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A Review  of  Vibrio  Vulnificus  Infections  Related  to  Eating  Raw  Oysters, 
Including  Three  Cases  in  Arkansas  Residents 


There  is  an  increasing  number  of  cases  of  Vibrio 
vulnificus  (Vv)  infections  being  reported  in  the  U.S., 
with  a significant  number  of  these  resulting  in  death. 
Severity  of  disease  and  probability  of  death  are  in- 
creased in  persons  who  have  chronic  liver  disease  or 
who  are  immunocompromised  by  diseases  such  as 
diabetes  or  AIDS.  Nationwide,  14  states  have  reported 
infections  with  Vv  from  raw  oysters  since  1981. 

Florida  has  reported  the  highest  total  of  Vv  infec- 
tions, with  72  infections  reported  for  the  1981-1992  pe- 
riod. Thirty-six  (50%)  of  the  patients  died,  making 
this  infection  the  leading  cause  of  reported  deaths  from 
foodborne  illness  in  Florida.1 

Louisiana  has  made  Vv  infections  reportable,  and 
has  extensive  data.  During  1985-1994,  91  cases,  with 
23  (25%)  deaths,  were  reported.2 

Vv  infection  currently  is  not  a reportable  disease 
in  Arkansas,  but  three  deaths  from  Vv  infections  oc- 
curred in  Arkansas  in  the  past  two  years.  These  cases 
illustrate  the  deadly  potential  of  Vv,  especially  with 
preexisting  liver  disease  as  a risk  factor.  All  three  of 
Arkansas'  fatal  cases  followed  consumption  of  seafood 
by  persons  with  chronic  liver  disease.  A 74-year-old 
woman  died  in  May  1994.  Although  it  was  reported 
that  she  had  eaten  seafood  in  a Dallas,  Texas,  restau- 
rant, the  exact  food(s)  eaten  was  never  ascertained. 
Ffowever,  it  could  have  included  raw  oysters.  Her 
medical  record  revealed  a history  of  chronic  liver  dis- 
ease. Another  fatal  infection  was  reported  in  a 42-year- 
old  man  who  ate  raw  oysters  and  was  stung  by  a jelly- 
fish while  on  vacation  at  a Gulf  Coast  beach.  He  expe- 
rienced disseminated  intravascular  coagulopathy,  mas- 
sive bleeding,  kidney  failure,  and  cardiovascular  fail- 
ure. He  had  a history  of  hepatitis  C,  and  autopsy 
revealed  hepatic  cirrhosis.  A 45-year-old  man  had  con- 
sumed raw  oysters,  as  he  was  reported  to  do  on  an 
occasional  basis,  one  day  prior  to  becoming  ill.  His 
illness  progressed  rapidly,  and  he  died  four  days  later 
of  septicemia  and  shock. 

Vibrio  vulnificus  is  a free-living,  motile,  gram  nega- 
tive bacillus  which  occurs  naturally  in  the  marine  en- 
vironment, rather  than  as  a result  of  pollution  by  hu- 


man or  animal  fecal  waste.  It  has  worldwide  distribu- 
tion and  is  common  in  estuarine  waters  of  the  Gulf  of 
Mexico  where  it  may  contaminate  oysters  and  other 
shellfish  and  cause  infection  of  open  wounds.1  Re- 
striction of  oyster  harvesting  to  areas  free  of  fecal  con- 
tamination has  reduced  the  risk  of  foodborne  illness 
from  many  viral  and  bacterial  pathogens,  but  there 
are  no  known  sanitation  or  public  health  controls  which 
can  limit  the  harvesting  of  oysters  to  areas  free  of  Vv.2 
Therefore,  exposure  to  Vv  by  consumption  of  raw  oys- 
ters can  be  expected  to  continue,  even  when  shellfish 
are  legally  harvested  and  properly  handled. 

Since  Vv  infection  became  a reportable  disease  in 
Florida  (in  1981),  Vv  infections  resulting  from  raw  oys- 
ter consumption  have  been  less  than  1%  of  all  reported 
foodborne  illnesses,  but  have  caused  80%  of  deaths 
associated  with  foodborne  illness.  Contamination  with 
other  Vibrio  species  accounted  for  an  additional  18% 
of  deaths. 

Vv  infection  can  be  acquired  by  consuming  shell- 
fish or  by  percutaneous  exposure  to  the  organism 
through  contact  with  seawater,  fish,  or  shellfish.  Be- 
cause persons  may  report  both  types  of  exposure  be- 
fore becoming  ill,  it  is  often  difficult  to  determine  the 
actual  route  of  infection  in  an  individual  case.  In  ad- 
dition, information  about  reported  exposure  is  not  al- 
ways complete. 

In  Louisiana,  among  cases  for  which  exposure  in- 
formation is  known,  57%  (36/63)  had  eaten  shellfish 
within  the  7 days  preceding  onset  of  illness,  and  71% 
(52/73)  had  a skin  or  wound  exposure  to  seawater. 
Oysters  were  the  shellfish  most  often  consumed,  fol- 
lowed by  shrimp  and  crabs. 

Patients  with  oyster  associated  Vv  infection  and 
preexisting  liver  disease  are  at  increased  risk  of  death. 
The  case  fatality  rate  in  such  cases  in  Florida  was  63%, 
compared  to  25%  for  cases  not  having  liver  disease. 
Louisiana  cases  were  similar,  with  40%  having  preex- 
isting liver  disease.  Other  important  risk  factors  are 
conditions  which  lower  stomach  acid  or  impair  immunity. 

Oyster  associated  infections  are  most  commonly 
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found  in  males  in  Florida  (94%)  and  Louisiana  (88%). 
The  mean  age  of  patients  with  preexisting  liver  dis- 
ease was  58  years;  for  those  without  liver  disease, 
mean  age  was  59  years.  There  is  a distinct  seasonal 
variation  with  85%  of  the  cases  reported  occurring 
during  the  months  of  May-October  and  only  1%  from 
December- February.  This  correlates  positively  with 
reports  of  increases  in  Vv  colony  counts  in  cultured 
oysters,  from  undetectable  levels  during  winter  months 
to  over  200,000  organisms  per  gram  during  warmer 
months. 

Apparently,  many  seafood  meals  containing  raw 
shellfish  contaminated  with  Vv  are  eaten  each  year 
with  no  ill  effects.  Ffowever,  the  consumption  of  raw 
oysters  by  persons  with  preexisting  liver  disease  was 
linked  to  an  average  annual  risk  of  illness  of  70.9  per  1 
million  adults,  or  80  times  the  risk  among  raw  oyster 
eaters  without  liver  disease.  The  average  annual  risk 
of  death  was  45.3  per  million,  more  than  200  times 
greater  than  the  risk  for  raw  oyster  eaters  without  liver 
disease. 

Until  an  effective  means  is  found  to  eliminate  con- 
taminated oysters  from  the  market  place,  prevention 
must  rely  upon  educating  consumers  regarding  the 
risks  associated  with  consuming  raw  oysters,  and  pro- 
viding them  with  guidelines  for  safe  cooking.  An  im- 


portant part  of  this  effort  are  physicians  who  take  time 
to  warn  their  patients  with  liver  disease  not  to  eat  raw 
oysters. 

The  Arkansas  Department  of  Health,  Division  of 
Environmental  Health  Protection,  Food  Protection  Ser- 
vices Section  has  proposed  amendments  to  the  Rules 
and  Regulations  Pertaining  to  Shellfish.  The  first 
amendment  would  require  that  all  food  service  estab- 
lishments selling  raw  shellfish  post  a notice  to  the 
public  regarding  the  hazards  of  consuming  the  prod- 
uct. The  notification  can  be  made  using  several  differ- 
ent methods  such  as  table  tents,  menu  statements, 
etc.  The  second  amendment  would  prohibit  the  sale 
of  raw  oysters  which  were  harvested  from  the  Gulf  of 
Mexico  during  the  summer  months.  This  does  not 
prohibit  the  use  of  this  stock  in  a cooking  process.  We 
hope  that  these  changes  will  lower  the  risk  of  Vv  in- 
fections in  the  state  and  will  help  to  educate  the  public 
as  to  the  risks  involved. 

Footnotes 

1.  Hlady  WG,  Mullen  RC,  Hopkins  RS,  Vibrio  Vulnificus 
from  Raw  Oysters.  J.  Rorida  M.A.  1993;  80(8):536-38. 

2.  Vibrio  vulnificus  1988-1994.  Louisiana  Morbidity 
Report  1995;  6(5):l-2. 


Elevated  Blood  Lead  Levels  Now  a Reportable  Condition 


On  January  26,  1996,  the  State  Board  of  Health 
approved  an  amendment  to  the  Rules  and  Regulations 
pertaining  the  Communicable  Disease  Control  which 
requires  that  elevated  blood  lead  levels  in  Arkansas 
citizens  be  reported  to  the  Arkansas  Department  of 
Health.  Responsible  for  reporting  are  physicians, 
nurses,  practitioners,  and  medical  administrators  hav- 
ing knowledge  of  the  condition.  In  addition,  all  labo- 
ratories that  test  human  blood  for  lead  are  required  to 
report  their  elevated  results  to  the  Division  of  Epide- 
miology by  means  of  laboratory  reports  mailed  to  the 
Arkansas  Department  of  Health,  Division  of  Epidemi- 
ology, Slot  32,  Little  Rock,  AR  72205,  or  by  phone  us- 
ing the  toll  free  reporting  system,  1-800-482-8888. 

Elevated  levels  are  as  follows:  Children  14  years  or 
younger  - all  readings  more  than  10  micrograms  per 


deciliter  (10  ug/dl).  Adults  and  those  more  than  14 
years  of  age  - readings  more  than  25  ug/dl. 

Reports  should  contain  the  physicians  or  clinicians 
name,  address  and  phone  number;  the  patients  name, 
address  and  phone  number.  The  patients  age,  race, 
sex,  occupation,  symptoms,  and  test  results. 

The  patient  will  be  counseled  concerning  the  source 
of  the  exposure,  remedial  actions  and  how  to  avoid 
future  exposures. 

The  data  accumulated  will  be  the  basis  for  a sur- 
veillance system  that  will  identify  problem  areas  such 
as  lead-based  paint  in  housing  areas,  occupational  ex- 
posures in  the  workplace,  and  individual  exposures 
from  water  supplies  or  eating  and  drinking  from  lead 
containing  ceramics,  glassware,  etc. 


Influenza  Update 


Arkansas  - Through  early  February  1996,  the  Arkan- 
sas Department  of  Health  has  obtained  26  positive  in- 
fluenza cultures  for  the  1995-96  flu  season.  Twenty 
five  are  type  A (subtype  unknown)  and  one  is  type  B. 
Counties  with  positive  cultures  for  type  A are:  Ashley, 
Baxter,  Bradley,  Cleburne,  Craighead,  Cross,  Dallas, 
Faulkner,  Garland,  Grant,  Hempstead,  Howard,  Hot 
Spring,  Little  River,  Pike,  Pulaski,  Van  Buren,  Wash- 
ington and  White.  Pulaski  County  has  the  only  re- 
ported type  B. 


United  States  - For  the  week  ending  January  27,  1996, 
influenza  activity  as  assessed  by  state  and  territorial 
epidemiologists  was  reported  as  "widespread"  in  12 
states,  "regional"  in  14  states  (including  Arkansas), 
and  "sporadic"  in  21  states.  Three  states  reported  "no 
activity."  Influenza  type  A has  accounted  for  99%  of 
the  isolates  reported  during  this  flu  season. 

More  information  on  influenza  in  Arkansas  may 
be  obtained  by  calling  the  Arkansas  Department  of 
Health,  Division  of  Communicable  Disease  & Immu- 
nization at (501)661-2784. 
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Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  December  1995 

The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due  to  the  effects 
of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the  date  the  disease  was 
reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases 
Dec.  1995 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 
Reported 
Cases 
YTD  1993 

Total 

Reported 

Cases 

1994 

Total 

Reported 

Cases 

1993 

Campylobacteriosis 

n 

151 

187 

130 

187 

130 

Giardiasis 

5 

128 

126 

150 

126 

150 

Shigellosis 

47 

175 

193 

201 

193 

201 

Salmonellosis 

19 

331 

534 

402 

534 

402 

Hepatitis  A 

61 

663 

253 

74 

253 

74 

Hepatitis  B 

11 

90 

60 

90 

60 

90 

HIB 

0 

6 

6 

8 

6 

8 

Meningococcal  Infections 

6 

39 

53 

27 

55 

27 

Viral  Meningitis 

1 

30 

62 

79 

62 

79 

Lyme  Disease 

0 

8 

15 

8 

15 

8 

Rocky  Mountain  Spotted  Fever 

0 

30 

18 

17 

18 

17 

Tularemia 

1 

21 

23 

36 

23 

36 

Measles 

0 

2 

5 

0 

5 

0 

Mumps 

0 

5 

7 

10 

7 

10 

Rubella 

0 

0 

0 

0 

0 

0 

Gonorrhea 

** 

** 

7078 

7590 

7078 

7590 

Syphilis 

** 

** 

1324 

1612 

1324 

1612 

Legionellosis 

0 

5 

16 

6 

16 

6 

Pertussis 

2 

40 

33 

17 

33 

17 

Tuberculosis 

32 

249 

264 

209 

264 

209 

**  Unavailable  at  time  of  printing. 


TIME  FOR  A MOVE  ? 

BC/BE  Family  Practice,  Internal  Medicine,  Pediatrics 


New  Openings  Daily! 

Little  Rock,  Fayetteville,  Ft.  Smith,  Texarkana,  Memphis, 
Nashville,  New  Orleans,  Jackson,  Lake  Charles,  Tampa, 
Mobile,  Dallas,  Amarillo  and  over  2000  rural  communities 
nationwide.  We  track  every  community  in  the  country! 

The  Curare  Group,  Inc. 

Mary  Latter 

tfer  (800)  520-2028 

#M152MC 


ARKANSAS  - BC/BE  family  physicians 
needed  for  expanding  primary  care  network. 
No  financial  risk.  Above  average  salary, 
signing  bonus,  loan  repayment  assistance. 
Call  1:4,  university,  great  schools,  afford- 
able housing,  1 hour  to  major  metro.  Call 
or  send  C.V.  with  cover  to  Jane  Vogt, 
1-800-546-0954,  I.D.  #3979,  222  S.  Central, 
Suite  700,  St.  Louis,  MO  63105,  FAX:  314- 
726-3009. 
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HIV  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 


1983-1996 


I County  of  residence  at  the  time  of  test  for  the  3,437  Arkansans  reported  to  be  HIV+.  (1/12/96)1 


HIV 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

Total 

% 

s 

IP 

Male 

100 

215 

248 

413 

400 

392 

352 

367 

338 

25 

2,850 

83 

X 

Female 

8 

26 

37 

68 

85 

81 

94 

90 

92 

6 

587 

17 

<5 

1 

1 

2 

8 

13 

6 

3 

7 

2 

0 

43 

1 

5-12 

0 

1 

1 

5 

1 

2 

1 

0 

1 

0 

12 

1 

A 

13-19 

0 

7 

8 

14 

19 

25 

11 

22 

12 

3 

121 

4 

G 

20-29 

33 

110 

123 

183 

149 

156 

175 

145 

126 

6 

1,206 

35 

E 

30-39 

44 

86 

104 

196 

208 

179 

168 

171 

182 

12 

1,350 

39 

40-49 

22 

25 

35 

56 

70 

67 

65 

77 

70 

5 

492 

14 

>49 

8 

6 

11 

17 

22 

38 

23 

35 

37 

5 

202 

6 

p 

White 

87 

170 

174 

328 

298 

293 

278 

259 

261 

16 

2,164 

62 

A 

Black 

21 

69 

108 

151 

184 

173 

163 

184 

159 

13 

1,225 

36 

C 

Hispanic 

0 

1 

2 

1 

3 

4 

1 

7 

3 

1 

23 

1 

E 

Other/Unknown 

0 

1 

1 

1 

0 

3 

4 

7 

7 

1 

25 

1 

Male/Male  Sex 

64 

137 

140 

243 

246 

260 

241 

229 

141 

6 

1,707 

50 

Injection  Drug  User  (IDU) 

13 

30 

48 

74 

96 

75 

64 

71 

45 

4 

520 

15 

R 

Male/Male  Sex  & IDU 

19 

23 

24 

32 

30 

34 

26 

23 

23 

2 

236 

7 

1 

Hetero.  (Known  Risk) 

5 

25 

26 

59 

64 

68 

100 

88 

46 

1 

482 

14 

S 

Transfusion 

5 

5 

4 

6 

8 

10 

0 

2 

1 

0 

41 

1 

K 

Perinatal 

1 

1 

2 

8 

13 

8 

4 

7 

0 

0 

44 

1 

Hemophiliac 

0 

0 

6 

18 

5 

6 

2 

3 

5 

0 

45 

1 

Undetermined 

1 

20 

35 

41 

23 

12 

9 

34 

169 

18 

362 

11 

HIV  CASES  BY  YEAR 

108 

241 

285 

481 

485 

473 

446 

457 

430 

31 

3,437 

100 
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Arkansas  HIV/ AIDS  Report 

1983-1996 


I Of  the  3,437  Arkansans  reported  to  be  HIV+,  1,917  have  been  diagnosed  with  AIDS.  (1/12/96)1 


AIDS 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

Total 

% 

S 

E 

Male 

85 

77 

70 

170 

176 

250 

336 

253 

238 

15 

1,670 

87 

X 

Female 

5 

6 

10 

20 

25 

35 

64 

42 

36 

4 

247 

13 

<5 

0 

1 

1 

6 

6 

3 

2 

1 

2 

0 

22 

1 

5-12 

0 

1 

0 

1 

1 

0 

1 

0 

2 

0 

6 

0 

A 

13-19 

0 

0 

0 

4 

3 

2 

4 

3 

1 

0 

17 

1 

G 

20-29 

31 

27 

24 

55 

57 

81 

110 

67 

58 

4 

514 

27 

E 

30-39 

39 

36 

41 

78 

80 

128 

178 

133 

124 

10 

847 

44 

40-49 

15 

10 

7 

35 

41 

52 

78 

61 

52 

2 

353 

19 

>49 

5 

8 

7 

11 

13 

19 

27 

30 

35 

3 

158 

8 

R 

White 

74 

61 

58 

141 

134 

206 

275 

190 

174 

12 

1,325 

69 

A 

Black 

16 

20 

21 

47 

66 

75 

121 

102 

97 

6 

571 

30 

C 

E 

Hispanic 

0 

1 

0 

0 

1 

3 

3 

2 

3 

1 

14 

1 

Other/Unknown 

0 

1 

1 

2 

0 

1 

1 

1 

0 

0 

7 

0 

Male/Male  Sex 

55 

59 

50 

122 

120 

183 

239 

165 

126 

5 

1,124 

59 

Injection  Drug  User  (IDU) 

12 

4 

11 

18 

29 

45 

70 

46 

39 

0 

274 

15 

R 

Male/Male  Sex  & IDU 

16 

6 

6 

18 

17 

21 

27 

23 

19 

1 

154 

8 

1 

Hetero.  (Known  Risk) 

5 

3 

7 

11 

12 

24 

52 

41 

20 

0 

175 

9 

s 

K 

Transfusion 

2 

7 

3 

7 

11 

3 

2 

4 

2 

0 

41 

2 

Perinatal 

0 

1 

1 

6 

6 

3 

3 

1 

3 

0 

24 

1 

Hemophiliac 

0 

1 

1 

5 

5 

4 

5 

6 

7 

0 

34 

2 

Undetermined 

0 

2 

1 

3 

1 

2 

2 

9 

58 

13 

91 

4 

AIDS  CASES  BY  YEAR 

90 

83 

80 

190 

201 

285 

400 

295 

274 

19 

1,917 

100 

AIDS  CASES 
REPORTED 

□ 

0 

□ 

1 to  3 

H 

4 to  49 

■ 

51  to  635 

AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 
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Outdoor  MD 


Information  provided  by 
the  Arkansas  Game  & Fish  Commission 


Arkansans  learning  to  live  with 
mercury  in  fish 


Three 
years  after  the  dis- 
covery of  mercury  con- 
tamination in  many  bodies  of  wa- 
ter in  Arkansas,  there  remains  an  air 
of  uncertainty  with  some  fishermen 
j as  well  as  wildlife  biologists  and 
health  officials. 

Where  is  the  mercury  coming  from?  No  one  has  found 
out.  Is  it  a danger  to  everyone?  Apparently  not,  even  with 
people  who  eat  fish  from  the  “hot”  streams  and  rivers.  But 
some  cautions  continue  to  be  strongly  suggested. 

A pamphlet  produced  by  the  Arkansas  Game  and  Fish 
Commission,  Arkansas  Dept,  of  Health  and  Arkansas  Dept, 
of  Pollution  Control  and  Ecology  puts  the  known  mercury 
information  in  concise  form  and  is  available  free  from  any 
of  the  three  state  agencies. 

One  section  is  headed  “Can  we  make  fish  safe  to  eat?” 
and  tells  Arkansans  that  no  special  cleaning  or  cooking 
methods  will  decrease  mercury  in  fish.  Mercury  is  stored 
in  the  fish  fillet  or  muscle  parts,  not  in  the  fat.  Removing 
fat  or  skin  from  the  fish  will  not  lower  mercury  levels. 

Health  risks  from  eating  fish  contaminated  with  mer- 
cury can  be  reduced  in  three  ways:  ( 1 ) Know  what  species 
and  sizes  of  fish  are  covered  under  a consumption  advi- 
sory. In  most  Arkansas  advisory  waters,  only  largemouth 
bass  and  catfish  are  affected,  and  bream  and  crappie  are 
completely  safe  to  eat.  This  information  is  updated  regu- 
larly and  is  available  from  the  Game  and  Fish  Commis- 
sion and  Dept,  of  Health.  (2)  Always  eat  the  smaller  fish 
of  a contaminated  species  since  younger,  smaller  fish  con- 
tain less  mercury.  For  example,  largemouth  bass  under  16 
inches  long  are  usually  free  from  high  levels  of  mercury. 
(3)  Eat  fish  from  a variety  of  sources,  including  fish  mar- 
kets and  grocery  stores,  to  break  up  routine  fish  consump- 
tion patterns. 

No  source  for  the  mercury  contamination  in  south  Ar- 
kansas has  yet  been  found.  The  experts  are  thinking  it’s 
coming  from  the  air  (coal  and  waste  incineration),  from 
natural  elements  in  the  soil  or  perhaps  from  a combination 
of  the  two.  The  possibility  of  a hidden  discharge  pipe  from 


some  factory  or  other  installation  dumping  contaminants 
into  the  water  has  been  eliminated.  Nothing  along  this  line 
has  been  found,  and  much  testing  has  been  done  down- 
stream from  various  industries. 

The  amounts  of  mercury  found  in  Arkansas  fish  can’t 
cause  immediate  sickness.  Mercury  can  collect  in  the  body 
over  time  and  could  have  effects  on  human  health,  mostly 
with  the  nervous  system  and  the  kidneys. 

Young  children  and  expectant  mothers  are  more  sus- 
ceptible to  problems  stemming  from  mercury  than  other 
people.  These  are  considered  high  risk  groups  and  as  a 
general  rule  should  not  eat  any  fish  from  areas  covered  in 
the  advisories.  Other  persons  who  eat  fish  from  these  ar- 
eas only  occasionally,  once  every  two  or  three  months, 
aren’t  at  risk,  though. 

Case  histories  with  Arkansas  people  in  the  past  three 
years  confirm  what  scientists  in  other  areas  have  said: 
Normal  processes  of  the  human  body  will  eliminate  high 
levels  of  mercury  within  nine  or  10  weeks,  depending  on 
the  level  of  mercury  in  a person. 

Just  what  is  mercury?  It  is  a chemical  that  occurs  natu- 
rally in  soil.  It  can  exist  in  several  forms  such  as  elemen- 
tal mercury  used  in  thermometers,  inorganic  mercury  used 
in  manufacturing  processes  and  organic  mercury  which 
builds  up  in  the  food  chain.  All  these  forms  can  be  threats 
to  human  health  if  the  mercury  builds  up  in  a person’s 
body. 

Testing  of  fish  is  continuing  all  over  Arkansas  by  a 
task  force  appointed  by  Governor  Jim  Guy  Tucker.  The 
tests  are  being  done  on  lakes  and  streams  in  all  counties, 
and  follow-up  tests  are  being  conducted  on  fish  in  waters 
where  mercury  has  been  detected  previously. 
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New  Members 


BLYTHEVILLE 

Lorenzo,  E.  B.,  Psychiatry  & Neurology.  Medical 
Education,  University  of  Santo  Thomas,  Manila,  Phil- 
ippines, 1965.  Internship,  St.  Joseph  Hospital,  Read- 
ing, Pennsylvania,  1966.  Residency,  University  of  Mis- 
souri School  of  Medicine,  Kansas  City,  1969.  Fellow- 
ship, Western  Missouri  Mental  Center,  Kansas  City, 
1972.  Board  eligible. 

CONWAY 

Shaw,  Collie  Blevins,  Otolaryngology.  Medical 
Education,  UAMS,  1990.  Internship/Residency,  West 
Virginia  University  School  of  Medicine,  1991/1995. 

DECATUR 

Karassi,  Malek  S.,  Internal  Medicine.  Medical 
Education,  Aleppo  University,  1989  and  Chicago  Medi- 
cal School,  1992.  Residency,  UAMS,  1994.  Fellowship, 
University  of  California,  1995.  Board  certified. 

EL  DORADO 

Harper,  William  Lee,  Family  Practice.  Medical 
Education,  UAMS,  1983.  Internship/Residency,  AHEC 
South  Arkansas,  El  Dorado,  1984/1986.  Board  certified. 

FLIPPIN 

Simons,  Roger  D.,  Family  Practice.  Medical  Edu- 
cation, University  of  Texas  Medical  Branch,  Galveston, 
1974.  Residency,  St.  Joseph  Medical  Center,  Wichita, 
Kansas,  1977.  Board  certified. 

FORT  SMITH 

Seffense,  Stephen  Joseph,  General  Surgery.  Medi- 
cal Education,  Texas  Tech  University,  Lubbock,  1990. 
Internship/Residency,  University  of  Utah,  1991/1995. 
Board  pending. 

HARRISON 

Bennett,  Chris  Neville,  Radiology.  Medical  Edu- 
cation, UAMS,  1983.  Internship/Residency,  1984/1988. 
Board  certified. 

Brand,  Robert  Lynn,  Radiology.  Medical  Educa- 
tion, UAMS,  1989.  Internship,  UAMS,  1990.  Residency, 
Methodist  Hospitals  of  Memphis,  1994.  Board  certi- 
fied. 

Morris,  Robert  L.,  Radiology.  Medical  Education, 
University  of  Iowa  College  of  Medicine,  Iowa  City, 

1968.  Internship,  Good  Samaritan,  Portland,  Oregon, 

1969.  Residency,  University  of  Wisconsin  Medical 
School,  1972.  Board  certified. 


HOPE 

Johnson,  David  Lawrence,  Surgery.  Medical  Edu- 
cation, Baylor  College  of  Medicine,  Houston,  1970. 
Internship,  Presbyterian  Medical  Center,  Denver,  1971. 
Residency,  Baylor  College  of  Medicine,  Houston,  1975. 
Board  certified. 

LITTLE  ROCK 

Antle-Vlach,  Victoria  Jane,  General  Medicine. 
Medical  Education,  Wright  State  University  School  of 
Medicine,  Dayton,  Ohio,  1994.  Internship,  St.  Luke's 
Hospital,  Kansas  City,  Missouri,  1995. 

Kamanda,  Stella  M.,  Hematology-Oncology. 
Medical  Education,  St.  Louis  University  School  of 
Medicine,  1989.  Internship,  St.  Louis  University,  1990. 
Residency,  Louisiana  State  University,  Shreveport, 
1992.  Board  certified. 

Paul,  William  Luther,  Anesthesiology.  Medical 
Education,  University  of  Kentucky,  Lexington,  1972. 
Internship,  University  of  South  Florida,  1973.  Resi- 
dency, University  of  Florida,  1975.  Board  certified. 

RESIDENTS 

Bakhtawar,  Iram,  Internal  Medicine.  Medical  Edu- 
cation, Agakhan  University,  Pakistan,  1993.  Internship, 
UAMS,  1996. 

Hatcher,  Stacey  L.,  Internal  Medicine.  Medical 
Education,  University  of  Texas  Medical  School,  Hous- 
ton, 1994.  Internship,  Good  Samaritan  Regional  Medi- 
cal Center,  Phoenix,  Arizona,  1995.  Residency,  UAMS, 
1997. 

Sorenson,  Marney  Keith,  Surgery.  Medical  Edu- 
cation, University  of  Texas  Health  Science  Center,  San 
Antonio,  1991.  Internship,  UAMS,  1992.  Residency, 
UAMS,  1996. 

STUDENTS 

Brian  Terry  Bean 
James  N.  Wise 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Radiological  Case 
of  the  Month 


W.  Jean  Matchett,  M.D. 
Jon  Roberts,  M.D. 
John  F.  Eidt,  M.D. 
Dennis  W.  Berner,  M.D. 
Lee  Nix,  BSN,  RN,  RVT 
David  Harshfield,  M.D. 


History: 

A 34-year-old  white  male  complained  of  painful  left  toes  and  calf  claudication.  He  was  a smoker,  with  a history  of 
familial  cardiovascular  disease.  There  was  no  history  of  diabetes,  hypertension,  Ml  or  stroke.  On  physical  exam  his 
distal  pulses  were  palpable  bilaterally  and  the  third  and  fourth  toes  of  the  left  foot  were  discolored. 


Figure  1:  Diagnostic  arteriogram 


Figure  2:  Arteriogram  post  stent  placement 


Diagnostic  Examinations: 

Nonmvasive  arterial  exam 

The  ankle-brachial  index  (ABI)  was  slightly  decreased  bilaterally,  right  = 0.85,  left  = 0.81  (normal  ankle  pressure/ 
arm  pressure  = 0.9-1 .0).  The  pressures  at  the  thighs  were  equal  to  arm  pressure  (normally  20-30mm  Hg  higher  than 
the  arm  due  to  inadequate  width  of  the  cuff  for  accurate  measurement  of  thigh  pressure).  Common  femoral  Doppler 
acceleration  times,  right  = 0.14  sec.,  left  = 0.13  sec.  (normal  is  <.12  sec)  and  thigh  pressures  suggested  aortoiliac 
disease.  In  this  patient,  duplex  ultrasound  successfully  interrogated  the  common  iliac  arteries,  finding  increased 
velocities  indicative  of  stenoses.  There  was  no  aortic  or  popliteal  aneurysm.  After  minimal  treadmill  exercise  he 
developed  left  foot  and  calf  pain  with  significant  decrease  in  the  left  ankle  pressure  (exercise  is  often  essential  to  elicit 
a pressure  drop  in  patients  with  isolated  aortic  or  iliac  disease). 

The  non-invasive  arterial  exam  accurately  predicted  the  level  of  disease  and  allowed  planning  with  the  patient 
and  surgeon  for  radiologic  intervention 

Arteriography  (Figure  1 ) confirmed  bilateral,  severe  common  iliac  stenoses,  left  greater  than  the  right.  There  was 
no  significant  aortic  disease  The  remainder  of  the  bilateral  lower  extremity  arteriogram  was  normal. 
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Blue  Toe  Syndrome 


Diagnosis:  “Blue  Toe  Syndrome”  from  left  iliac  stenosis,  with  asymptomatic  right  iliac  stenosis. 

Treatment: 

Palmaz  stents,  8-1 2mm  x 30mm,  were  placed  bilaterally  in  the  common  iliac  arteries  after  “kissing  balloon” 
predilatation.  This  procedure  was  performed  from  a percutaneous,  retrograde  femoral  artery  approach,  bilaterally. 
The  post  angioplasty  arteriogram  demonstrated  persistent  irregularity  of  the  common  iliac  arteries.  After  stent  place- 
ment there  was  excellent  angiographic  patency  (Figure  2)  and  there  was  no  pressure  gradient  across  the  iliac  arter- 
ies. Heparin  was  administered  during  the  procedure  and  re-initiated  four  hours  after  removal  of  the  femoral  sheaths 
for  an  additional  24  hours.  The  patient  was  discharged  on  low  dose  coumadin.  Anticoagulation  after  stent  placement 
is  controversial,  but  was  continued  in  this  case  because  of  the  small  8mm  diameter  of  the  common  iliac  arteries.  Two 
weeks  after  the  procedure  the  patient’s  pain  and  toe  discoloration  were  gone.  Non-invasive  studies  demonstrated 
normal  ABI’s  bilaterally  and  no  drop  in  ankle  pressure  after  5 minutes  of  exercise. 

Discussion: 

Blue  toe  syndrome  is  the  familiar  term  for  microembolization.  The  source  of  the  emboli  can  occur  from  any 
proximal  stenosis  or  atheroma,  but  commonly  is  aortoiliac.  Aortic  aneurysms  and  ulcerative  aortic  lesions  are  often 
sources.6  Clinically,  it  is  characterized  by  the  sudden  onset  of  pain  in  a digit,  typically  a toe,  accompanied  by  bluish 
discoloration.  The  pain  is  very  severe  and  poorly  controlled  even  with  narcotic  analgesics.  Errors  in  the  initial  diagno- 
sis of  blue  toe  syndrome  are  common.  Patients  are  commonly  treated  for  gout  and  other  forms  of  arthritis,  “stone” 
bruise,  frost  bite,  Raynaud’s  Disease,  Buerger’s  Disease,  paronychia  and  minor  trauma.  Patients  often  have  palpable 
pulses.  In  this  case  the  single  level  disease  produced  near  normal  resting  ABI’s,  but  exercise  helped  to  elicit  symp- 
toms of  his  more  severe  left  iliac  stenosis. 

Percutaneous  transluminal  angioplasty  (PTA)  is  an  effective  treatment  of  iliac  stenoses,  with  a patency  rate  at  5 
years  of  approximately  72%. ''Traditionally,  stenotic  lesions  producing  emboli  producing  lesions  with  PTA.23ln  both  of 
these  reports  PTA  was  successful  and  caused  no  further  embolization.  A newer  method  of  treating  arterial  stenoses 
is  transluminal  placement  of  stents.  These  stents  are  metallic  scaffolds  which  support  patency  of  the  artery  after 
suboptimal  angioplasty  or  in  occlusive  segments.  Hypothetically,  the  stent  will  produce  better  scaffolding  of  the  lesion's 
embolic  component.  Current  indications  for  stent  placement  include:  dissection  after  PTA  and  persistent  stenosis 
and/or  pressure  gradient  across  the  lesion  after  PTA.  Long-term  results  of  stenting  are  impressive,  with  a primary 
patency  rate  of  85%  at  five  years.4’ 5 Comparative  studies  of  primary  stenting  and  PTA  alone  are  ongoing.5  Currently , 
there  are  no  reports  of  primary  stent  placement  versus  PTA  for  lesions  producing  emboli.  In  some  case,  due  to  the 
severity  of  the  atherosclerotic  process,  surgical  endarterectomy  may  be  chosen  instead  of  PTA,  with  excellent  long- 
term results.  Uncommonly  these  lesions  are  treated  medically  but  require  close  follow-up  to  prevent  adverse  outcomes.6 

The  Palmaz  stent  is  the  only  stent  approved  by  the  Food  and  Drug  Administration  for  use  in  the  iliac  arteries.  The 
stainless  steel  Palmaz  stent  is  crimped  on  an  angioplasty  balloon  and  expanded  at  the  level  of  disease  with  inflation 
of  the  balloon.  The  Palmaz  stent  was  proven  effective  in  the  treatment  of  limb  ischemia  and  claudication.4  In  this  case 
it  is  likely  to  prevent  further  embolization. 

References: 
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Diseases  Surgical  and  Interventional  Therapy.  Churchill  Livingstone,  pp.  458-460.  1994. 
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INFORMATION  WHEN  YOU  NEED  IT 

from  Arkansas  Children’s  Hospital 


You  don’t  have  time  to  wait 
around!  When  you  need  access  to 
your  patient’s  clinical  data,  you  want 
it  to  happen  now.  We  hear  you. 

Our  M.D.  Online  service 
(Meditech)  offers  remote  access  to 
the  Arkansas  Children’s  Hospital 
Healthcare  Information  System. 

You  can  send  e-mail  to  our  staff 
through  Magic  Office  (MOX)  or 
pull  up  a patient’s  clinical  and 
administrative  information  with 
Patient  Care  Inquiry  (PCI).  We 


provide  the  software  and  the  link  is 
user-friendly. 

ACH  provides  this  service  at  no 
charge  to  physicians.  Contact  our 
M.D.  Online  department  at 
800-777-7700  for  more  information. 

ARKANSAS 

CHIT  ORFN'S 

HOSPITAL 
CA^GiN^,  Cn/IPREN’5  C'VeS 

800  Marshall  Street  • Little  Rock  • 501-320-1  100 


1-800-777-7700 


Hayden  Coler  Nicholson,  M.D. 
(1904-1995) 

Edwina  Walls,  MLS,  AHIP* 


Hayden  C.  Nicholson  was  the  Provost  of  the  UA 
Medical  Center  (1954-55)  and  the  fourteenth  Dean  of 
the  School  of  Medicine  (1950-55).  Dan  Nicholson  was 
born  February  4,  1904,  in  Redwood  Falls,  Minnesota, 
the  son  of  Ernest  Crawford  and  Alma  Helena  (Bor- 
deaux) Nicholson.  He  received  A.B.  (1925),  M.S.  (1927), 
and  M.D.  (1929)  degrees  at  the  University  of  Michi- 
gan. The  year  of  his  graduation,  he  married  Marian 
Louise  Lawless  and  the  couple  had  one  child,  Barbara 
Louise  (Mrs.  Jerry)  Titel.  Bypassing  an  internship,  he 
began  teaching  in  the  Physiology  Department  at  Ann 
Arbor  and  remained  there  until  1946  except  for  two 
years  in  the  Army  Air  Force  Medical  Corps.  The  Next 
four  years,  he  was  employed  by  the  National  Research 
Council  serving  as  Executive  Secretary  of  the  Commit- 
tee on  Growth  the  last  three  years. 

Appointed  as  Dean  of  Arkansas'  School  of  Medi- 
cine October  1,  1950,  Nicholson  developed  a close  re- 
lationship with  UA  President  Lewis  Webster  Jones. 
Together  they  planned  a successful  public  and  politi- 
cal campaign  which  was  vital  in  securing  state  appro- 
priations for  the  new  Medical  Center.  Governor 
McMath  developed  the  package  for  a two-cent  tax  on 
cigarettes  to  finance  the  building  of  the  hospital.  How- 
ever, Dr.  Nicholson  finalized  the  architectural  plans, 
monitored  the  construction  project,  day-by-day,  and 
provided  the  necessary  leadership  to  make  the  Medi- 
cal Center  a reality. 

Dean  Nicholson  was  able  to  enlist  the  support  of 
both  the  county  and  state  medical  societies  in  a man- 
ner that  has  been  unequaled  in  the  history  of  the  cam- 
pus. Also,  he  appointed  a Medical  Center  Advisory 
Board  of  distinguished  citizens  to  lead  a later  cam- 

*  Edwina  Walls,  MLS,  AHIP,  is  chair  of  the  Historical  Research 

Center  at  the  University  of  Arkansas  for  Medical  Sciences. 


paign  for  the  Center.  With  his  magnanimous  smile, 
his  encompassing  interest  and  enthusiasm,  his  intel- 
lect and  sensitivity  to  the  issues,  and  his  wonderful 
relationship  with  the  local  press,  he  was  able  to  birth  a 
modern  Medical  Center  which  is  his  legacy  to  the  state 
of  Arkansas.  In  a letter  to  former  Dean  William  C. 
Langston  in  1953,  Nicholson  stated  of  his  success,  "If 
I have  made  any  contribution,  I think,  it  has  been  to- 
ward helping  the  people  of  Arkansas  to  realize  that 
they  have  a good  school  and  one  which  merits  their 
support."  Among  his  other  accomplishments  at  the 
Medical  Center  were  the  recruitment  of  talented  fac- 
ulty for  the  Medical  Center;  his  focus  on  a rural  state's 
need  for  general  practice  physicians;  and  his  expan- 
sion of  internship/residency  opportunities  in  the  state. 

In  1954,  Nicholson  was  named  Provost  of  the 
Medical  Center  because  of  the  need  for  an  administra- 
tor for  all  schools.  He  served  as  Provost  and  Dean 
simultaneously  until  May  1955  when  he  resigned  to 
become  Executive  Director  of  the  Hospital  Review  and 
Planning  Council  of  Southern  New  York.  In  1962,  he 
returned  to  academic  administration,  serving  as  Dean 
and  later  as  Vice  President  for  Medical  Affairs  at  the 
University  of  Miami  School  of  Medicine. 

In  1972,  he  retired  to  Glen  Ellyn,  Illinois,  relocat- 
ing in  the  fall  of  1987  to  Santa  Clara,  California,  to  be 
near  his  daughter.  He  died  there  on  December  12,  1995, 
of  complications  of  prostate  cancer.  He  is  survived  by 
his  daughter,  Barbara,  of  Los  Gatos;  two  grandchil- 
dren, Carrie  Boehm  of  Sunnyvale,  California,  and  Ken- 
neth Titel,  D.M.D.  of  Malden,  Mass.;  and  two  great- 
grandchildren, Alyson  and  Kyle  Boehm  of  Sunnyvale. 

(Adapted  from  Bruce,  Thomas  A.:  "The  Medical  School 
Deans:  Sketches  of  Leadership,"  in  Historical  Perspectives:  The 
College  of  Medicine  at  the  Sesquicentennial,  1986.) 
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In  Memoriam 


Robert  W.  Ross,  M.D. 

Dr.  Robert  W.  Ross,  of  Little  Rock,  died  Saturday,  February  10,  1996.  He  was  77.  He  was  preceded  in  death 
by  his  sister,  Mrs.  Vera  Gibson  and  brother,  Mr.  Graham  Ross.  Survivors  include  his  brother,  Mr.  Jack  Ross  of 
Conway;  two  sisters,  Mrs.  Mary  Cone  of  Clifton,  TX  and  Mrs.  Idella  Harbour  of  Little  Rock;  three  nieces,  Mrs. 
Mary  Jo  Harvanek  and  Miss  Nancy  Cone  both  of  Dallas,  TX  and  Mrs.  Patricia  Jo  Childress  of  Knoxville,  and  a 
nephew,  Mr.  Jim  Cone  of  Clifton,  TX. 


Resolutions 


William  A.  Runyan,  M.D. 

WHEREAS,  the  members  of  the  Pulaski  County  Medical  Society  are  saddened  to  learn  of  the  recent  death  of 
an  esteemed  colleague,  William  A.  Runyan,  M.D.;  and 

WHEREAS,  Dr.  Runyan  served  this  organization  as  a loyal  member  for  over  twenty  years,  giving  freely  of  his 
time  and  talent  towards  its  betterment;  and 

WHEREAS,  he  was  trusted  and  respected  by  his  fellow  physicians  for  the  concern  and  care  he  demonstrated 
in  the  treatment  of  his  patients; 

BE  IT  THEREFORE  RESOLVED; 

THAT,  this  resolution  be  adopted  and  filed  in  the  permanent  files  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  forwarded  to  Dr.  Runyan's  family  as  a token  of  our  heart-felt  grief;  and 

THAT,  a copy  be  made  available  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 


H.  Thurston  Black,  M.D. 

WHEREAS,  the  membership  of  the  Pulaski  County  Medical  Society  notes  with  sincere  sorrow  the  recent  death  of 
a respected  member,  H.  Thurston  Black,  M.D.;  and 
WHEREAS,  he  was  a faithful  member  of  this  Society  for  forty-five  years;  and 

WHEREAS,  Dr.  Black  will  be  remembered  by  his  peers  and  patients  alike  as  a capable  and  caring  physician; 

BE  IT  THEREFORE  RESOLVED; 

THAT,  this  resolution  be  adopted  and  placed  in  the  archives  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  mailed  to  Dr.  Black's  family  as  a token  of  our  sympathy;  and 

THAT,  a copy  of  this  resolution  be  made  available  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 


Debra  Lynn  Velez  Owings,  M.D. 

WHEREAS,  the  members  of  the  Pulaski  County  Medical  Society  note  with  sincere  sorrow  the  recent  death  of  a 
respected  colleague,  Debra  Lynn  Velez  Owings,  M.D.;  and 
WHEREAS,  Dr.  Owings'  service  to  this  Society  as  Scholarship  Committee  Chairman  and  as  a member  of  the 
Board  of  Directors  was  marked  by  selflessness  and  devotion;  and 
WHEREAS,  she  was  highly  esteemed  by  her  colleagues  for  her  expertise  in  her  chosen  field  of  Pathology;  and 
WHEREAS,  Dr.  Owings  was  a blessing  and  an  inspiration  to  all  those  who  knew  her; 

BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  adopted  and  placed  in  the  permanent  files  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  sent  to  Dr.  Owings'  family  as  an  expression  of  our  heart-felt  sympathy;  and 
THAT,  a copy  be  made  available  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 

Adopted:  By  Order  of  the  Memorials  Committee 

January  17,  1996  Fred  O.  Henker,  M.D.,  Chairman 

Board  of  Directors  James  W.  Headstream,  M.D. 

Bruce  E.  Schratz,  M.D. 
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Tilings  To  Come 


March  27  - 30 

6th  Annual  Challenges  in  the  Clinical  Practice  of 
EMERGENCY  MEDICINE.  Presidente  Inter-Continental 
Resort,  Cozumel,  Mexico.  Sponsored  by  Symposia 
Medicus.  For  more  information,  call  (510)  935-7889  or 
(800)  327-3161. 

March  28  - 30 

Physician  Entrepreneurship:  Principles,  Practices 
and  Tactics  for  Business  Plan  Development.  Allen 
Center  - Northwestern  University  Campus,  Evanston,  Illi- 
nois. Sponsored  by  the  American  Medical  Association. 
For  more  information,  call  (312)  464-4274. 

ARKANSAS  LOCATION 
March  28  - 30 

Symposium  on  Critical  Care  and  Emergency 
Medicine.  The  Arlington  Resort  Hotel  and  Spa,  Hot 
Springs,  Arkansas.  Sponsored  by  the  University  of 
Arkansas  for  Medical  Sciences  and  The  University  of 
Tennessee,  Memphis  College  of  Medicine.  For  more 
information,  call  (501)  661-7962. 

April  18  - 21 

27th  Annual  Medical-Scientific  Conference.  At- 
lanta Marriott  Marquis,  Atlanta,  Georgia.  Sponsored 
by  the  American  Society  of  Addiction  Medicine.  For 
more  information,  call  (301)  656-3920. 

April  26  - 28 

1996  Pediatric  Update  for  the  Primary  Care  Phy- 
sician. The  Westin  Canal  Place,  New  Orleans,  Louisi- 
ana. Sponsored  by  the  Alton  Ochsner  Medical  Foun- 
dation and  the  Tulane  University  School  of  Medicine. 
For  more  information,  call  (504)  842-3702  or  (800)  778-9353. 

April  26  - May  3 

Fifty-fifth  Annual  American  Occupational  Health 
Conference.  San  Antonio  Convention  Center,  San 
Antonio,  Texas.  Sponsored  by  the  American  College 
of  Occupational  and  Environmental  Medicine.  For  more 
information,  call  (708)  228-6850. 

ARKANSAS  LOCATION 
May  2-4 

Arkansas  Medical  Society  1996  Annual  Conven- 
tion. Excelsior  Hotel  and  Statehouse  Convention  Cen- 
ter, Little  Rock,  Arkansas.  For  more  information,  call 
(501)  224-8967  or  1-800-542-1058. 
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May  5-6 

Fourth  Annual  American  Medical  Association 
Conference  on  Physician  Payment.  La  Mansion  del 
Rio,  San  Antonio,  Texas.  For  more  information,  call 
800-621-8335. 

May  13  - 24 

7th  Annual  Tropical  Health  Update.  Tulane  Uni- 
versity School  of  Public  Health  & Tropical  Medicine, 
New  Orleans,  Lousiana.  Sponsored  by  the  Office  of 
Continuing  Education  and  Tulane  University  Medical 
Center.  For  more  information,  call  (504)  588-5466  or  1- 
800-588-5300. 

June  6-9 

Symposium  on  Computer  Assisted  Radiology  S/ 
CAR  '96.  Denver  Marriott  Hotel  City  Center,  Denver, 
Colorado.  Sponsored  by  the  Society  for  Computer 
Applications  in  Radiology.  Co-sponsored  by  the  Uni- 
versity of  Colorado  Health  Sciences  Center.  For  more 
information,  call  (703)  716-7548. 

July  25  - 27 

Clinical  Allergy  for  the  Practicing  Physician. 

Washington  University  Medical  Center,  St.  Louis,  Mis- 
souri. Sponsored  by  the  Office  of  Continuing  Medical 
Education,  Washington  University  School  of  Medicine. 
For  more  information,  call  1-800-325-9862. 

October  9-13 

Infectious  Disease  '96  Board  Review  Course  - A 
Comprehensive  Review  for  Board  Preparation.  The 

Hyatt  Regency  Hotel,  Washington,  D.C.  Sponsored 
by  the  Center  for  Bio-Medical  Communication.  For 
more  information,  call  (201)  385-8080. 

November  20  - 24 

90th  Annual  Scientific  Assembly  - Yesterday's 
Caring  with  Today's  Technology.  Baltimore  Conven- 
tion Center,  Baltimore,  Maryland.  Sponsored  by  the 
Southern  Medical  Association.  For  more  information, 
call  (800)  423-4992  or  (205)  945-1840. 
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Keeping  Up 


April  12 

Beyond  Traumatic  Brain  Injury  in  Children  and 
Adolescents.  Sponsored  by  UAMS  College  of  Medi- 
cine. Location:  Brandon  Conference  Center,  Arkan- 
sas Children's  Hospital.  8:00  a.m.  - 4:30  p.m.  Cat- 
egory I credit  hours  offered:  6.  Fee:  TBA. 

April  20 

Diabetes  Update  1996.  Sponsored  by  UAMS  College 
of  Medicine.  Location:  Holiday  Inn  West,  Little  Rock. 
8:00  a.m.  Category  I credit  hours  offered:  5.5.  Fee: 
$75  for  physicians  - $50  for  others. 

April  26 

Acute  Stroke  Intervention.  Sponsored  by  National 
Park  Medical  Center.  Location:  National  Park  Medical 
Center,  Ozark  - Quapaw  Rooms.  No  fee.  For  more 
information,  call:  501-620-1420. 

April  27  - 28 

13th  Annual  W.W.  Stead  Chest  Symposium.  Spon- 
sored by  UAMS  College  of  Medicine.  Location:  Red 
Apple  Inn  at  Eden  Isle,  Heber  Springs.  Category  I 
credit  hours  offered  and  fee:  TBA. 

May  9 - 10  & November  16  - 19 

Surgical  Treatment  of  Erectile  Dysfunction  with 
Penile  Prosthetic  Implantation.  Sponsored  by  UAMS 
AHEC  - Fort  Smith.  Location:  Crawford  County  Me- 
morial Hospital,  Van  Buren.  Fee:  $350.  Category  I 
credit  hours  offered:  TBA.  For  more  information, 
call:  501-785-2431. 

May  10 

Update  on  "Any  Willing  Provider."  Sponsored  by 
National  Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 


May  24 

The  Future  of  Medical  Education.  Sponsored  by  Na- 
tional Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 

May  31  - June  2 

18th  Annual  Family  Practice  Intensive  Review 
Course.  Sponsored  by  UAMS  College  of  Medicine,  De- 
partment of  Family  and  Community  Medicine.  Location: 
UAMS,  Education  II  Building,  Little  Rock.  Category 
I credit  hours  offered  and  fee:  TBA. 

June  14 

Vitamins  in  Alternative  Medicine.  Sponsored  by  Na- 
tional Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 

June  23  - 28 

Intensive  Workshop  in  Health  Care  Ethics.  Spon- 
sored by  UAMS  Division  of  Medical  Humanities.  Loca- 
tion: Freeway  Medical  Center,  Suite  500,  Little  Rock. 
Fee:  $375  - includes  all  course  materials,  breakfast, 
receptions  and  two  dinners.  Category  I credit  hours 
offered:  TBA.  For  more  information,  call:  501-661-7970. 

June  28 

Annual  AHEC  Fort  Smith  CME  Seminar.  Sponsored 
by  UAMS  AHEC  - Fort  Smith.  Location:  Holiday  Inn, 
Fort  Smith.  Category  I credit  hours  offered:  TBA. 
For  more  information,  call:  501-785-2431. 

June  28 

Hemodialysis  Access  Problems.  Sponsored  by  Na- 
tional Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 


FAYETTEVILLE-VA  MEDICAL  CENTER 

General  Internal  Medicine  Review,  Wednesdays,  12:00  noon,  Room  238  Bldg.  1 

Medical  Grand  Rounds/ General  Medical  Topics,  Thursdays,  12:00  noon.  Auditorium,  Bldg.  3 


HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon,  Conference  Room 
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LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Wednesdays,  12:00  noon,  Sturgis  Bldg.,  room  457 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Wednesday,  July  3,  12:00  noon,  Southwestern  Bell/Arkla  room. 

Chest  Conference,  4th  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 

Interdisciplinary  AIDS  Conference,  April  12th  only  in  Smith  Room 

Journal  Club,  March  12th  Conference  only  in  Medical  Affairs  Conference  Room 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Spine  Center  Conference,  1st  Wednesday,  7:00  a.m..  Southwestern  Bell/Arkla  Room.  Light  Breakfast  provided. 

Urology  Grand  Rounds,  1st  Tuesday  in  March,  May  and  July 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m..  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m..  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon,  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 

MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m..  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon.  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon.  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category  I 
of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 
Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 
CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 
Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5014 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m..  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m..  Gastroenterology  conference  room,  3D29 
GI/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
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Hematology /Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m.,  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:00  p.m..  Room  2E-142  at  VAMC 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACFI  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 

Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACFI  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  VA  Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

VA  Chest  Conference  (combined  Surgical/ Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

VA  Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

VA  GREEd Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

VA  Hematology/Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

VA  Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

VA  Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

VA  Medicine  Resident’s  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  & Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary.  White  County  Memorial  Hospital,  Searcy 

EL  DORADO-AHEC 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  Warner  Brown  Campus,  6th  floor  Conf.  Rm 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 

Chest  Conference,  3rd  Wednesday,  12:15  p.m..  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
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GYN  Conference,  2nd  Friday,  12:15  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:15  p.m.,  AHEC-South  Arkansas 

Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon,  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5.  Lunch  provided. 

Pediatric  Conference,  3rd  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:15  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:15  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5,  Lunch  provided. 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  AHEC  Classroom 

Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

AHEC  Residency  Program  Noon  Conferences,  12:30  p.m.,  Tuesday-Friday,  AHEC  Building 
Grand  Rounds,  12:00  noon,  first  Wednesday  of  each  month,  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Tumor  Conference,  Wednesdays,  12:00  noon,  Sparks  Regional  Medical  Center 

JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m.,  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Citywide  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon,  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m.,  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conferences,  every  other  month  beginning  in  January,  7:30  a.m..  Northeast  Arkansas  Rehabilitation  Hospital 
Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon.  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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Medicine  in  the  News 


Health  Care  Access  Foundation 

As  of  March  1,  1996,  the  Arkansas  Health  Care 
Access  Foundation  has  provided  free  medical  service 
to  10,643  medically  indigent  persons,  received  19,542 
applications  and  enrolled  38,733  persons.  This  program 
has  1,722  volunteer  health  care  professionals  includ- 
ing medical  doctors,  dentists,  hospitals,  home  health 
agencies  and  pharmacists.  These  providers  have  ren- 
dered free  treatment  in  69  of  the  75  counties. 

Letter  and  Review  of  The  Medical  Records 
Confidentiality  Act  of  1995 

The  following  letter  and  position  paper  were  sent 
to  the  U.S.  Senate  Labor  and  Human  Resources  Com- 
mittee on  February  27th,  regarding  S.  1360,  a bill 
concerning  the  confidentiality  of  medical  records: 

Addressed  on  February  27,  1996,  to  The  Honor- 
able Nancy  Landon  Kassebaum,  United  States  Senate, 
302  Russell  Senate  Office  Building,  Washington,  DC  20510. 
Dear  Madam  Chairman: 

The  American  Medical  Association  (AMA)  wel- 
comes the  opportunity  to  share  with  the  Committee 
our  views  on  the  confidentiality  of  patient  medical 
records,  an  issue  brought  to  the  fore  by  S.  1360,  "The 
Medical  Records  Confidentiality  Act  of  1995."  After 
the  bill  was  referred  to  the  Committee,  the  AMA,  in 
conjunction  with  some  twenty  other  national  physi- 
cian organizations,  wrote  the  Committee  requesting 
an  opportunity  to  assist  in  refining  the  language  of  S. 
1360.  While  we  noted  our  express  support  for  the  mis- 
sion of  the  legislation,  our  concern  was  and  remains 
that  the  language  of  S.  1360  must  be  significantly  modi- 
fied to  adequately  protect  the  privacy  of  patients'  medi- 
cal information.  The  Committee  has  signaled  a will- 
ingness to  examine  the  details  of  the  bill  and  to  seek 
improvement  from  a variety  of  parties.  We  appreciate 
being  included  in  this  reevaluation  of  the  legislation. 

The  AMA  has  extensive  policy  concerning  the  ethi- 
cal responsibility  of  physicians  to  protect  the  privacy 
of  our  patients'  medical  records  and  information  in 
order  to  assure  that  those  patients  are  willing  to  com- 
municate sensitive  and  personal  information  to  their 
physicians  without  fear  of  subsequent  disclosure.  Our 
Board  of  Trustees  has  reviewed  AMA  policy  and  con- 
siderable additional  information  in  its  evaluation  of  S. 
1360,  and  its  conclusions  are  reflected  in  the  attached 
report. 

We  look  forward  to  continuing  the  dialogue  on  S. 
1360  with  the  Committee  and  urge  you  to  bring  your 
questions  and  concerns  to  us.  The  AMA  supports  federal 
legislation  protecting  the  confidentiality  of  patient 
records;  however,  we  regret  that  we  cannot  support, 
in  its  current  form,  S.  1360.  Thank  you  for  taking  our 


views  into  consideration  as  you  explore  this  complex 
and  important  issue. 

Sincerely, 

James  S.  Todd,  MD 

cc:  The  Honorable  Robert  Bennett,  The  Honorable  Thomas 
A.  Daschle,  The  Honorable  Robert  Dole,  The  Honorable 
Russ  Feingold,  The  Honorable  Orrin  G.  Hatch,  The  Honor- 
able Herbert  H,  Kohl,  The  Honorable  Patrick  ].  Leahy,  The 
Honorable  Alan  K.  Simpsoii  and  The  Honorable  Ted  Stevens 

Review  of  S.  1360  "The  Medical  Records 
Confidentiality  Act  of  1995" 

The  American  Medical  Association  (AMA)  com- 
mends the  sponsors  of  S.  1360,  "The  Medical  Records 
Confidentiality  Act  of  1995,"  for  focusing  attention  on 
the  important  issue  of  confidentiality  of  private  medi- 
cal records.  The  bill  as  introduced,  however,  does  not 
assure  adequate  confidentiality  protections  for  person- 
ally identifiable  medical  information,  and  the  AMA 
would  discourage  the  Senate  Labor  and  Human  Resources 
Committee  from  reporting  such  legislation  without 
significant  reexamination  and  modification. 

The  AMA  believes  that  the  patient-physician  rela- 
tionship is  based  first  on  trust  and  that  the  confidenti- 
ality of  communications  within  this  relationship  is  the 
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cornerstone  of  good  medical  care.  It  cannot  be  too 
strongly  stated  that  in  order  for  physicians  to  provide 
the  best  and  most  appropriate  medical  care,  patients 
must  feel  that  they  can  disclose  to  their  physicians 
personal  facts  and  information  that  they  would  not 
want  others  to  know.  Without  such  assurances,  pa- 
tients may  not  provide  the  information  necessary  to 
properly  diagnose  and  treat.  The  evolution  of  elec- 
tronic medical  records,  typified  by  interstate  electronic 
transmissions  and  the  aggregation  of  information  into 
large  databases  that  are  used  for  non-treatment  pur- 
poses, has  intensified  existing  concerns  about  patients' 
confidentiality.  While  the  AMA  supports  federal  leg- 
islation to  protect  patients'  privacy  in  an  environment 
of  heightened  availability  and  access  through  comput- 
erized networks,  we  are  concerned  that  S.  1360,  with- 
out substantial  modification,  fails  to  adequately  ad- 
dress numerous  concerns  about  medical  information 
privacy. 

The  AMA's  analysis  of  the  issue  is  based  on  a 
threefold  premise: 

That  there  exists  a basic  right  of  patients  to  pri- 
vacy of  their  medical  information  and  records,  and 
that  this  right  should  be  explicitly  acknowledged; 

That  patients'  privacy  should  be  honored  unless 
waived  in  a meaningful  way  (i.e.,  informed, 
noncoercive)  or  in  rare  instances  of  strongly  countervailing 
public  interest;  and 

That  the  information  disclosed  should  be  limited 
to  that  information  or  portion  of  the  medical  record 
necessary  to  fulfill  the  immediate  and  specific  pur- 
pose (i.e.,  no  fishing  expeditions). 

Within  the  context  of  these  three  overriding  prin- 
ciples, the  AMA  makes  the  following  recommenda- 
tions by  which  any  medical  information  or  record  con- 
fidentiality legislation  should  be  assessed: 

1.  The  primary  purpose  of  the  medical  record  is 
to  provide  a reliable  tool  to  provide  clinical  treatment 
of  patients.  The  medical  record  is  the  property  of  the 
physician  or  responsible  health  care  provider  or  en- 
tity who  has  legal  and  ethical  obligations  to  maintain 
a true  and  accurate  record.  While  patients  should  have 
access  to  the  information  from  the  medical  record  (with 
rare  exceptions  to  protect  the  mental  or  physical  safety 
of  the  patient),  the  physical  record  is  the  property  of 
the  physician  or  provider.  When  a provider  entity  con- 
trols the  medical  records  or  information,  a physician 
advisory  body  to  the  provider  (or  a medical  staff  if 
one  exists)  should  superintend  the  manner  in  which 
the  physical  record  is  released.  This  conceptual  frame 
of  reference  should  be  set  out  explicitly  in  some  sort 
of  legislative  preamble  and  should  be  recognized  in 
statutory  language. 

The  model  contained  in  S.  1360  for  disclosure  and 
correction  of  patient  records,  based  on  the  procedures 
for  reporting  consumer  credit  information,  is  not  trans- 
latable to  the  medical  information  arena  and  should 
not  be  adopted.  Subsequent  holders  of  medical  infor- 
mation (such  as  information  data  banks  or  other  types 
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of  “trustees")  should  not  be  allowed  to  change  medi- 
cal information  or  conclusions.  It  follows  that  the  treat- 
ing physician  or  health  care  practitioner  that  gener- 
ated the  medical  information  should  be  the  only 
"trustee"  through  whom  patients  may  "amend"  or 
"correct"  their  medical  information  or  records. 

2.  Often,  an  entity  will  seek  an  individual's  au- 
thorization for  disclosure  of  his  or  her  protected  health 
information,  subsequently  using  the  information  for 
purposes  beyond  the  scope  for  which  the  consent  was 
obtained.  For  example,  an  insurer  with  both  health 
and  life  insurance  lines  has  a legitimate  interest  in 
medical  information  regarding  a policy  holder  for  ad- 
ministering health  benefits.  Without  specific  authori- 
zation from  the  individual,  however,  that  information 
should  not  be  available  to  the  insurer  for  purposes  of 
its  life  insurance  line. 

"Firewalls"  should  be  constructed  so  as  to  pre- 
clude a patient's  first  consent  from  applying  to  all 
subsequent  disclosures  (unless  the  patient  specifically 
and  freely  waives  defined  rights).  The  specificity  of 
the  patient's  consent  creates  the  "firewall."  Requests 
for  information  should  be  specific  as  to  the: 

"portion  of  the  records  or  information  needed  (the 
specific  treatment  or  matter  at  issue); 

Time  period  of  the  records  needed  (e.g.,  "from 
1990  through  the  present");  and 

"purpose  for  which  the  information  is  requested. 

The  specificity  of  consent  is  the  key  to  imposing 
effective  "firewalls,"  to  preclude  the  lateral  drift  of 
information  once  an  initial  consent  is  agreed  to  by 
the  patient.  Patients  and  physicians  will  feel  more 
protected  if  a signed  consent  is  required  for  each  dis- 
closure of  records,  rather  than  continue  to  allow  for 
blanket  waivers  by  patients.  Blanket  authorizations 
are  acceptable  for  most  treatment  and  payment  pur- 
poses and  "scrubbed"  charts;  however  redisclosure 
should  be  prohibited  without  subsequent  authoriza- 
tion. In  instances  where  personally  identifiable  medi- 
cal information  is  part  of  a requested  record  that  is 
not  easily  "de-identified"  (for  example,  when  a utili- 
zation review  company  wants  to  review  25  patient 
charts),  specific  permission  from  the  patients  should 
be  required.  The  responsibility  for  obtaining  consent 
for  disclosure  should  rest  with  the  entity  requesting 
the  data. 

3.  Exceptions  to  the  requirement  for  patient  con- 
sent to  disclosure  should  be  minimal  and  narrowly 
drawn.  The  burden  should  be  on  the  requesting  entity  to 
demonstrate  why  its  need  should  override  the 
patient's  confidentiality.  This  burden  should  be 
equally  applicable  for  research  (both  scientific  and 
market-based/economic),  law  enforcement  and  any 
other  legitimate  purpose. 

In  the  particular  instance  of  exceptions  for  pur- 
poses of  law  enforcement,  the  AMA  believes  the  bill 
should  set  high  standards  for  non-consented-to  dis- 
closures. The  AMA  recognizes  the  needs  of  legitimate 
law  enforcement;  however,  these  needs  must  be  bal- 
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anced  with  an  individual's  expectation  of  privacy  for 
his  or  her  personally  identifiable  medical  information. 
The  requesting  entity  should  be  required  to  show 
"probable  cause"  in  establishing  why  medical  records 
should  be  divulged  without  the  patient's  consent,  and 
the  particular  information  required  to  meet  the  im- 
mediate law  enforcement  purpose  should  be  speci- 
fied. Records  thus  disclosed  for  legitimate  law  en- 
forcement purposes  should  then  be  held  in  camera 
by  the  court. 

4.  Whenever  possible,  medical  information  used 
for  research  purposes  should  have  all  identifying  in- 
formation removed,  unless  the  patient  specifically 
consents  to  the  use  of  his  or  her  personally  identifi- 
able information.  The  entity  requesting  protected 
medical  records  or  information  should  be  required  to 
pay  for  "de-identifying"  the  record.  The  AMA  be- 
lieves that  the  protections  contained  in  S.  1360  relat- 
ing to  release  of  identifiable  information  without  au- 
thorization when  an  IRB  determines  that  the  need  for 
that  information  outweighs  the  individual's  right  to 
privacy  are  adequate  without  further  showing  of  prob- 
lems that  might  currently  exist. 

5.  Regarding  the  issue  of  federal  preemption  of 
state  law,  any  federal  law  should  provide  a "floor," 
rather  than  a "ceiling"  when  applied  to  patient  confi- 
dentiality protections.  It  is  understood  that  there  are 
many  who  believe  that  there  should  be  a uniform  fed- 
eral standard  to  facilitate  electronic  data  interchange 
(including  the  Work  Group  on  Electronic  Data  Inter- 
change (WEDI)).  The  AMA  is  concerned,  however, 
that  heightened  state  standards  will  be  lost  to  federal 
legislation.  If  the  bar  is  placed  high  enough  to  secure 
protection  of  patient  information  in  the  federal  lan- 
guage, the  AMA  would  revisit  the  preemption  issue. 

6.  S.  1360  has  major  penalties  for  unauthorized 
disclosure  of  protected  medical  information.  The  AMA 
believes  that  penalties  and  sanctions  for  unintentional 
disclosures  of  identifiable  patient  information,  where 
the  disclosure  does  not  result  in  demonstrable  harm 
to  the  subject  of  the  disclosure,  should  be  reduced  or 
eliminated.  Penalties  and  sanctions  related  to  improper 
disclosure  for  commercial  purposes,  profit,  malicious 
purposes  or  where  there  is  significant  patient  harm 
should  be  commensurate  with  the  violation.  In  addi- 
tion to  monetary  sanctions,  legislation  could  include 
the  loss  by  a database  company,  for  example,  of  its 
privilege  to  hold  or  transmit  protected  medical  infor- 
mation, thus  reducing  the  potential  for  companies  to 
accept  the  monetary  penalties  for  improper,  intentional 
disclosures  as  a "cost  of  doing  business." 

The  AMA  does  not  believe  that  S.  1360,  as  it  cur- 
rently stands,  meets  the  principles  elaborated  above 
and  therefore  we  do  not  support  the  bill  in  its  present 
form.  We  do  support,  however,  the  need  for  federal 
legislation  in  this  area  so  that  patients  will  be  ad- 
equately protected  as  medical  information  becomes 
available  in  new  forms  and  with  greater  ease  of  trans- 
mission. The  AMA  appreciates  the  Committee's  ac- 


tive efforts  to  seek  input  regarding  improvements  to 
the  bill.  The  AMA's  fundamental  concern  on  this  is- 
sue has  been  and  continues  to  be  the  protection  of 
the  patient-physician  relationship  and  the  confidenti- 
ality that  is  so  basic  to  the  trust  inherent  in  that  rela- 
tionship. Information  provided  by  the  AMA  FED-NET. 

Update:  AMA's  Correct  Coding  Policy  Com- 
mittee Approved  by  HCFA 

The  Health  Care  Financing  Administration 
(HCFA)  has  agreed  to  use  an  AMA-proposed  Correct 
Coding  Policy  Committee  to  receive  comments  and 
recommendations  on  the  AdminaStar  directed  Cor- 
rect Coding  Initiative. 

The  AMA  committee  is  chaired  by  Kenneth 
McKusick,  MD  (Nuclear  Medicine)  and  is  composed 
of  eight  other  physicians  who  have  extensive  experi- 
ence with  either  the  CPT  Editorial  Panel  or  the  RUC 
Committee.  The  members  of  the  AMA  committee  are: 
Joel  Grossman,  MD  (Utilization  Review  Medicine), 
Raymond  Janevicius,  MD  (Plastic  and  Reconstructive 
Surgery),  Walter  Larimore,  MD  (Family  Physician), 
Frank  Opelka,  MD  (Colon  and  Rectal  Surgery),  Michael 
Maves,  MD  (Otolaryngology),  David  Roseman,  MD 
(General  Surgery),  Susan  Turney,  MD  (Internal  Medi- 
cine) and  James  Zalla,  MD  (Dermatology). 

The  Correct  Coding  Initiative  is  code  editing  soft- 
ware developed  by  AdminaStar,  the  Indiana  Medi- 
care carrier,  and  used  by  each  of  the  Medicare  carri- 
ers, that  went  into  effect  on  January  1.  The  "initia- 
tive" is  intended  to  assure  that  services  are  not  un- 
bundled (i.e.  pay  only  the  more  comprehensive  of 
two  services  billed). 

Under  phase  one  of  the  initiative,  AdminaStar 
solicited  comments  and  suggestions  on  more  than 
83,000  possible  coding  combinations.  850  codes  were 
singled  out  for  additional  scrutiny.  The  AMA  Correct 
Coding  Policy  Committee  will  soon  begin  reviewing 
specialty  society  comments  on  those  code  bundles  for 
input  to  AdminaStar.  The  same  AMA  committee  will 
also  facilitate  the  review  of  16,000  additional  coding 
combinations  within  the  next  few  months. 

The  involvement  of  the  AMA  Committee  assures 
that  the  integrity  of  the  extensive  work  of  the  CPT 
and  RUC  committees  will  not  be  jeopardized.  While 
not  as  work  intensive  as  those  two  committees,  the 
Correct  Coding  Policy  Committee  will  assure  medical 
specialty  societies  that  there  will  be  more  time  for  their 
review  and  comment  on  the  proposed  coding  combi- 
nations. In  addition,  specialty  society  input  will  be 
reviewed  in  an  organized  and  systematic  manner  be- 
fore being  presented  to  AdminaStar  and  HCFA.  It  is 
anticipated  that  the  recommendations  of  the  AMA 
committee  will  compliment  and  add  additional  cred- 
ibility to  the  specialty  societies  concerns.  For  more 
information,  see  "New  Medicare  Correct  Coding  Combi- 
nations" in  the  Feb.  1996  Medicine  in  the  News  section 
of  The  Journal.  Information  provided  by  the  AMA  FED-NET. 
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New  Report  on  Tobacco  Use  in  Arkansas 

A government  report  released  recently  on  tobacco 
use  in  states  ranks  Arkansas  44  in  percentage  of  adult 
smokers  and  35  in  tobacco  related  deaths.  More  than 
26.6%  of  adults  18  and  older  in  Arkansas  smoke,  com- 
pared to  a national  average  of  23%. 

The  report  shows  the  state  spends  $296  million  in 
direct  medical  costs  related  to  smoking  and  loses  an 
average  of  12.5  years  of  potential  life  for  each  death 
due  to  smoking. 

Youth  smoking  rates  in  the  state  were  significantly 
higher  than  those  of  adults.  Arkansas  came  in  at  18  on 
cigarette  smoking  among  youth  in  grades  9-12.  Almost 
31.3%  of  the  youth  smoked  in  the  past  month;  about 
4.7%  higher  than  adult  rates.  A University  of  Michi- 
gan study  released  recently  showed  smoking  among 
teens  has  increased  to  the  highest  level  in  16  years. 

"This  report  clearly  shows  the  tragic  toll  tobacco 
takes  on  Arkansas,  particularly  our  children,"  said  Dr. 
David  Bourne,  Medical  Director,  Preventive  Health  Sec- 
tion of  the  Arkansas  Department  of  Health.  The  youth 
rates  emphasize  that  smoking  is  a pediatric  disease. 

Nearly  all  adult  smokers  began  smoking  as  chil- 
dren. The  average  smoker  began  at  age  14  and  became 
a daily  smoker  by  14.5  years.  "With  3,000  children  start- 
ing to  smoke  every  day,  it  is  easy  to  see  how  nicotine 


addiction  among  youth  has  reached  such  startling  pro- 
portions," said  Betty  Herron,  Executive  Director  of 
National  Family  Partnership  of  Arkansas  (the  Red  Rib- 
bon Campaign). 

The  Tobacco  Free  Arkansas  Coalition,  comprised 
of  many  groups  including  the  American  Cancer  Soci- 
ety, the  American  Lung  Association,  the  American 
Heart  Association,  the  Arkansas  Department  of  Health, 
and  National  Family  Partnership  of  Arkansas,  feels  we 
need  strong  measures  to  reduce  youth  smoking  rates. 
It  also  sends  a signal  to  Congress  for  the  need  to  sup- 
port the  FDA  proposal  which  if  enacted  would  do  a 
great  deal  to  curtail  tobacco  advertising  and  market- 
ing to  children. 

The  state  Tobacco  Control  Highlights-1996  report, 
developed  by  the  Centers  for  Disease  Control  and  Pre- 
vention (CDC),  is  the  first  time  state-based  data  for  all 
50  states  and  the  District  of  Columbia  has  been  com- 
piled in  one  source.  The  report  looks  at  the  prevalence 
of  tobacco  use,  tobacco's  health  impact  and  costs,  to- 
bacco control  legislation,  tobacco  agriculture  and  manu- 
facturing, and  tobacco  use  prevention  and  control  programs. 

See  related  charts  and  graphs  on  the  following  two 
pages.  For  more  information  on  State  Tobacco  Control 
Highlights-1996  or  about  the  Tobacco  Free  Arkansas 
Coalition,  call  501-661-2783. 


We  put  ourselves  to  the  test 
348,000  times  a day. 


With  every  test,  we  realize  that  your  reputation— and  patients’  lives— 
depend  on  what  we  do.  That’s  why  we  bring  together  innovative  technology, 
dedicated  people,  and  the  highest  quality  standards  (every  tenth  test  is  a 
quality  control  specimen).  That’s  why  we  operate  23  major  reference  laboratories 
including  four  esoteric  testing  centers  located  across  the  country. 


SmithKIme  Beecham 

Clinical  Laboratories 


536 


JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Arkansas 


Office  on  Smoking  and  Health/National  Center  for  Chronic  Disease  Prevention  and  Health  Promotion 


CDC 

CENTERS  FOR  DISEASE  CONTROL 
AND  PREVENTION 


Currently,  there  are  463,900  adult  smokers  in  Arkansas. 


Tobacco  Use  in  Arkansas 

Current  Cigarette  Smoking  Among  Adults 
Aged  1 8 and  Older,  1 993 


Percent 


Current  Cigarette  Smoking  Among 
Adults  by  Age,  1 993 


Year  2000  National  Objective 


Health  Impact  and  Costs,  1 990 


Past  Month  Cigarette  Smoking  Among 
Youth,  Grades  9-12,  1993* 


Frequent  Smokers — smoked  20+  days  in  past  month 
Past  Month  Smokers — smoked  one  or  more  days  in 
the  past  month 

♦Unweighted  data.  May  not  apply  to  all  youth 
(grades  9-12)  in  the  state. 


Deaths  Related 
to  Smoking 

Years  of  Potential 
Life  Lost* 

Direct  Medical  Costs 
Related  to  Smoking 

Overall  4,706 

Men  3,410 

Women  1 .296 

Death  Rate  376.3/100,000 
Rank  35 

(No.  1 is  lowest  death  rate) 

58,742  years  or  an  average 
of  12.5  years  for  each  death 
due  to  smoking. 

^Calculated  to  life  expectancy 

Total  $296,000,000 

Smokeless  Tobacco  Use 


Current  Use  Among  Adults  Aged  18  and 
Older,  1992-1993 

Past  Month  Use  Among  Youth, 
Grades  9-12,  1993* 

All  States 2.1% 

Arkansas 6.2% 

Men 11.1% 

Women 1.9% 

All  States 11.5% 

Arkansas 14.5% 

Boys 26.2% 

Girls 2.4% 

‘Unweighted  data.  May  not  apply  to  all  youth 
(grades  9-12)  in  the  state. 

Arkansas 


However,  another  441,300  adults  in  Arkansas  have  quit  smoking. 


Tobacco  Control  Legislation,  1 995 


Excise  Tax 

Cigarette  tax  per  pack  31.50 

Rank  = 26  (No.  1 is  highest  tax) 

Federal  and  state  taxes  as  a 

percentage  of  retail  price 33.2% 

Annual  net  tax  revenue 

from  cigarettes $78,256,000 


Smokeless  tobacco  tax: 

23%  of  manufacturer’s  selling  price. 


State  Preempts  Local  Laws 

No  preemption 


Minors'  Access  to  Tobacco  Products 

Minimum  age  for  sale:  18 

Illegal  for  minors  to  purchase,  possess,  or  use:  No 

Restrictions  on  Vending  Machines 

Vending  machines  must  be  located  where  minors 
cannot  access  them,  unless  machines  are  supervised. 

Signage 

Signs  required  on  premises  and  affixed  to  vending 
machines. 

Licensure 

Retail  license  and  vending  machine  license  required. 

Penalties 

Penalties  to  business  owner,  manager,  or  clerk. 
Revocation/suspension  of  license  for  violation. 

Advertising 

No  restrictions 


Smokefree  Indoor  Air 


Site 

Restrictions 

Penalties 

100% 

Smokefree 

Designated 
smoking 
areas  with 
separate 
ventilation 

Designated 
smoking  areas 
required  or 
allowed 

None 

To  businesses 

To  smokers 

State  govt,  worksites 

/ 

Private  worksites 

/ 

Restaurants 

/ 

Day  care  centers 

/ 

Grocery  stores 

/ 

Tobacco  Economy 


Tobacco  Agriculture,  1 994 

Data  points  too  small  to  be  separately  reported. 


Tobacco  Manufacturing,  1992 

None 


Tobacco  Use  Prevention  and  Control  Program 

Funding:  CDC  IMPACT  Program 
Regional  Network:  Tobacco-Free  Heartland 

Contact 

Joy  Rockenbach,  Arkansas  Department  of  Health,  Office  of  Tobacco  Control  and  Prevention 

4815  W.  Markham,  Little  Rock,  AR  72205 

Phone:  501-661-2783  Fax:  501-661-2082  Internet  Address:  rockl00w@wonder.em.cdc.gov 


Scientific  Article 


UPDATE:  Newborn  Screening  for  Galactosemia 

Robert  West,  M.D.* 

James  B.  Gibson,  M.D.,  Ph.D.** 


Screening  of  all  newborns  for  galactosemia  com- 
menced in  Arkansas  on  January  2,  1996.  An  article  in 
last  month's  issue  of  The  Journal  discussed  the  ratio- 
nale for  screening  and  provided  information  on  cutoff 
values  and  follow-up  actions.  However,  since  that  ar- 
ticle went  to  press,  the  Department  of  Health  has  raised 
the  cutoff  value  for  total  galactose  to  lOmg/dL.  This 
change  was  necessary  due  to  the  unacceptably  (and 
unexpectedly)  high  number  of  "partial  positive"  re- 
sults obtained  using  the  initial  cutoff  of  9 mg/dL.  Over 
90  such  results  were  obtained  during  the  first  two 
months  of  testing,  in  addition  to  five  "positive"  re- 
sults. As  of  early  March,  follow-up  testing  of  partial 
positive  results  has  been  normal  in  every  case.  Fol- 
low-up of  positive  results  has  uncovered  one  possible 
Duarte-galactosemia  compound  heterozygote  and  two 
probable  carriers, 
with  follow-up  still 
pending  for  the  other 
two. 

Reasons  for  the 
large  number  of  par- 
tial positive  results 
remain  unclear,  par- 
ticularly since  pre- 
liminary trials  of  the 
screening  method 
failed  to  yield  a 
single  galactose  re- 
sult of  greater  than  9 
mg/dL.  Regardless, 
one  factor  known  to 
produce  factitious 
elevations  of  total 
galactose  involves 
layering  of  the  blood  spot  collected  on  the  filter  paper. 
Meticulous  attention  to  recommended  specimen  col- 
lection procedures  may  therefore  reduce  false  positives. 

* Dr.  West  is  Pediatric  Consultant  at  the  Arkansas  Dept,  of  Health. 

**  Dr.  Gibson  is  Assistant  Professor,  Arkansas  Genetics  Program, 

UAMS  Dept,  of  Pediatrics/Arkansas  Children's  Hospital. 


Also,  timing  of  the  heelstick  with  respect  to  feeding  is 
likely  a factor  in  some  cases.  It  is  known  that  blood 
galactose  levels  peak  about  45  to  60  minutes  after  feed- 
ing. Trough  levels  occur  just  prior  to  feedings,  making 
this  the  optimal  time  to  obtain  the  newborn  screening 
specimen. 

The  table  below  reflects  the  revised  galactose  cut- 
off value  as  well  as  modification  of  the  recommended 
action  for  partial  positive  results.  Change  to  lactose- 
free  formula  for  infants  having  partial  positive  results 
is  now  recommended  only  if  they  show  symptoms  or 
have  a positive  test  for  urinary  reducing  substances. 
Further  adjustments  to  the  screening  protocol  may  be 
necessary  in  coming  months  as  additional  experience 
is  gained.  These  changes  will  be  reported  in  The  Jour- 
nal  as  they  occur. 


For  further  information  about  galactosemia  screen- 
ing, Dr.  bob  West  at  the  Department  of  Health  may  be 
reached  at  661-2757.  For  consultation  regarding  follow- 
up of  positive  results.  Dr.  James  Gibson,  metabolic 
geneticist  at  Arkansas  children's  Hospital,  is  available 
at  320-2966. 


TABLE 


Galactose 

GALT 

Specimen 

(mg/dL)  (U/gHb)  Integrity  Interpretation 

Action 

<10 

>3.5 

_ 

Presumed  normal 

(a) 

<10 

<3.5 

Unacceptable 

Inconclusive 

(b) 

10  - 15 

>3.5 

- 

Partial  positive 

(c) 

10  - 15 

<3.5 

Unacceptable 

Partial  positive 

(c) 

Any 

<3.5 

Acceptable 

Positive  screen 

(d) 

>15 

Any 

Either 

Positive  screen 

(d) 

a)  None 

b)  Filter  paper  repeat 

c)  Filter  paper  repeat;  institute  lactose-free  formula  if  infant  symptomatic  or  urine  positive  for 

reducing  substances 

d)  Whole  blood  (for  GALT  and  gal-l-P)  and  urine;  lactose-free  formula  pending  results 
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AMS  Newsmakers 


Dr.  Michael  S.  Bouton,  a general  surgeon  in  Fort 
Smith,  recently  received  a three-year  appointment  as 
Cancer  Liaison  Physician  for  the  Hospital  Cancer  Pro- 
gram at  Sparks  Regional  Medical  Center. 


Dr.  Vance  Crain,  a retired  physician  in  Wynne, 
was  recently  named  Citizen  of  the  Year  by  the  Wynne 
Chamber  of  Commerce. 


For  ten  years.  Dr.  Richard  Duke,  a resident  at 
UAMS,  has  been  collecting  and  shipping  medical 
books,  mostly  college  text  books,  to  schools,  medical 
clinics,  and  college's  in  Africa.  He  sends  whatever  he 
can  gather  from  whoever  doesn't  need  heavy  text  books 
lying  around  their  houses  or  offices.  In  the  last  de- 
cade, the  books  shipped  to  Zambia  schools  totaled  more 
than  12  tons. 


A street  in  Morrilton  has 
been  named  in  honor  of  Dr. 
Robert  H.  Fiser  Jr.,  a Little  Rock 
pediatrician.  He  is  a native  of 
Morrilton  and  assistant  vice 
chancellor  for  Regional  Pro- 
grams to  the  Area  Health  Edu- 
cation Centers.  Fiser  Drive  is  lo- 
cated east  of  Hospital  Drive,  be- 
tween the  Morrilton  Medical 
Clinic  and  the  Riverview  Nurs- 
ing Home. 


Major  General  Walter  John 
Giller  Jr.,  M.D.,  an  orthope- 
dic surgeon  in  El  Dorado,  has 
been  appointed  a top  job  in 
United  States  Air  Force  Reserve 
medicine.  In  his  new  position 
as  Air  Force  Reserve  Mobiliza- 
tion Augmentee  to  the  Surgeon 
General  of  the  Air  Force,  he  will 
be  responsible  for  overseeing  all 
matters  concerning  medical 
personnel  in  the  Air  Force  Re- 
serve. He  will  also  assume  the 
duties  of  Deputy  Surgeon  General  for  Air  Force  Re- 
serve Affairs. 


Maj.  Gen.  Walter  John 
Giller  Jr..  M.D. 


Dr.  J.  Thomas  Turley,  a Rogers  Urologist,  along 
with  14  other  physicians  from  throughout  the  U.S.,  is 
participating  in  an  FDA  study  to  gather  information 
on  a remedial  device  for  a common  male  problem.  The 
study  will  determine  the  overall  effectiveness  of  a few 
specific  types  of  penile  implants,  which  are  used  to 
treat  impotence  caused  by  organic  (physical)  conditions. 


In  February,  Drs.  Evan  S.  Cohen,  James  A. 
Ameika,  and  Michael  L.  Isaacson,  who  specialize  in 
cardiology  and  cardiovascular  surgery  in  Jonesboro, 
helped  kick-off  the  month-long  1996  Neighbor  To 
Neighbor  Heart  Association  Campaign  which  was  de- 
signed to  distribute  educational  information  to  area 
residents  as  well  as  give  them  an  opportunity  to  make 
a monetary  contribution  to  the  American  Heart  Asso- 
ciation. 


Physician's  Recognition  Award 


The  Physician's  Recognition  Award  is  awarded 
each  month  to  physicians  who  have  completed  ac- 
ceptable programs  of  continuing  education.  Recipi- 
ents for  the  month  of  February  1996  are: 


James  M.  Parker 
James  B.  Russell 
Charles  P.  Sisco 
Norman  I.  Snyder 


Little  Rock 
Conway 
Springdale 
Fayetteville 
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yVkarvsas  ]SAe.d\<za\  Society 
1996  j\nnua\  Sonvervtiorv 


REGISTER  TODAY! 


<£xceJ  slot'  -Motel/StateKoMSe  L^onvention  6^enter 
May  2 - 4,  1996  Little  R ock/  Arkansas 


120+K  Annual  Session 


Convention  Schedule 


May  2-4,  1996 

&xce Isiof  flotel/Statekouse  Convention  Center 


Xaeget  .Audience 

This  meeting  is  designed  primarily  for  Arkansas  physicians 
concerned  with  health  care  issues  that  affect  the  practice  of 
medicine.  Clinic  managers,  medical  students,  residents 
and  other  health  care  professionals  will  also  benefit  from 
this  program. 


Xkunsday,  J\Aay  2,  '1996 

9:00  a.m.  GolfTournament 

Greystone  Golf  Club,  Cabot 

Co-sponsored  by  ARORA,  Healthsouth 
Rehabilitation  Corporation  and 
ScheringCorporation 


1:00  pm 


Registration  Opens 


1 :00  p.m. 


William  Starkey 
Little  Rock.  AR 


Seminar  for  Young  Physicians 
“Staying  Out  of  Court” 

Overton  S.  Anderson 
Anderson  & Kilpatrick 
Little  Rock,  Arkansas 
William  C.  Starkey  Jr.,  CIC 

The  Medical  Protective  Company 
Little  Rock,  Arkansas 
An  educational  grant  given  by 
Professional  Consulting  Services 

Overton  S.  Anderson  is  the  senior  partner  of 
the  law  firm  of  Anderson  & Kilpatrick  in  Little 
Rock,  Arkansas.  He  specializes  in  the  defense 
of  medical  malpractice  cases.  Mr.  Anderson 
has  practiced  law  in  Little  Rock  since  1973. 


Pfogfam  Objectives 

♦Give  health  care  professionals  the  opportunity  to  network 
and  exchange  ideas. 

♦Update  attendees  on  the  trends,  prospectives  and  challenges 
of  health  care  reform. 


William  C.  Starkey  Jr  has  been  in  the 
malpractice  insurance  business  for  over  25 
years  and  is  the  representative  for  the  State 
of  Arkansas  for  The  Medical  Protective 
Company.  He  manages  the  defense  strategy 
for  physicians  who  have  been  sued.  He 
conducts  risk  management  seminars  for 
various  groups. 


♦Explain  the  structure  of  medical  practice  within  the 
managed  care  environment  to  include  contracting,  patient 
access  and  coordinating  of  medical  needs. 

♦Provide  health  care  professionals  with  current  and  useful 
information  about  Hepatitis  A,  Tuberculosis,  HIV  and  AIDS. 


2:00  p.m. 
3:30p.m. 


Council  Meeting 

Welcome  Reception 

Exhibits  Open 

Sponsored  by  Boatmen 's  National 
Bank  of  A rkansas 


♦Identify  the  most  common  causes  of  medical  malpractice 
and  how  to  avoid  them. 

♦Update  health  care  professionals  in  regard  to  full 
disclosure  of  patient  and  physician  rights  under  managed 
care  contracts. 

♦Demonstrate  the  importance  of  personal  involvement  in  the 
political  process. 


CM£  fWs 


5:00  p.m. 


Lonnie  Bristow,  MD 
San  Pablo,  CA 


House  of  Delegates 
Keynote  Speaker 

Lonnie  R.  Bristow,  MD,  President 
American  Medical  Association 
San  Pablo,  California 

Dr.  Lonnie  R Bristow  has  been  a member 
of  the  AMA  Board  of  Trustees  since  1985. 
Before  his  election  to  the  Board,  he  served  as 
a delegate  to  the  AMA  from  the  American 
Society  of  Internal  Medicine.  Dr.  Bristow  is  a 
diplomate  of  the  American  Board  of 
Internal  Medicine  and  a master  of  the 
American  College  of  Physicians. 


St.  Vincent's  Infirmary  Medical  Center  is  accredited  by  the 
Arkansas  Medical  Society  to  sponsor  continuing  medical 
education  for  physicians.  St.  Vincent's  Infirmary  Medical 
Center  designates  this  continuing  medical  education  activity 
for  6.5  credit  hours  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
This  program  has  been  reviewed  and  is  acceptable  for  6.25 
Prescribed  hours  by  the  American  Academy  of  Family 
Physicians.  AAFP  Prescribed  credit  is  accepted  by  the 
AMA  as  equivalent  to  AMA  PRA  Category  I for  the 
AMA  Physician’s  Recognition  Award.  When  applying 
for  the  AMA  PRA,  Prescribed  hours  earned  must  be  reported 
as  Prescribed  hours  not  as  Category  I. 


7:00  p.m. 

Wall  Street  Party 

Co-Sponsored  by  Blue  Cross  Blue  Shield  of 
A rkansas  and  Southern  Medical  Association 

"FV*i  day/ 

May  3/  ^996 

7:30  am. 

Council  Meeting 

9:00  am 

Continental  Breakfast 

Exhibits  Open 

Sponsored  by  First  Commercial  Bank 

9:30  am. 

Reference  Committee  Meetings 
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10:45  a m. 


The  Honorable 
Bill  Kennemer 
Milwaukie,  OR 


Renee  Paper,  RN 
Henderson,  NV 


12:15  p.m. 


Joel  Blackwell 
Cornelius,  NC 


1 :45  p.m. 


3:00p.m. 


Joseph  Beck  n,  MD 
Little  Rock,  AR 


First  Feature  Session 
“A  Patient's  Right  to  Know  . . . Curbing 
the  Abuses  of  Managed  Care” 

The  Honorable  Bill  Kennemer 
Oregon  State  Senator 
Milwaukie,  Oregon 
Renee  Paper,  RN,  Board  Member 
Citizens  for  the  Right  to 
Know  Coalition 
Henderson,  Nevada 
An  educational  grant  given  by 
The  St.  Paul  Companies 

Senator  Bill  Kennemer  was  elected  to  the 
Oregon  State  Senate  in  1987.  He  sponsored  the 
Patient  Protection/Full  Disclosure  Act.  He  is 
Chairman  of  the  Business  & Consumer 
Affairs.  Co-Chair  of  the  Joint  Committee  on 
Information  Management  and  Technology.  Vice 
Chair  of  the  Trade  & Economic  Development 
and  is  a member  of  the  Health  & Human 
Services  Committee.  He  has  a private  practice 
in  Clinical  Psychology. 

Renee  B.  Paper.  RN,  CCRN.  is  Program 
Director  for  the  Hemophilia  Foundation  of 
Nevada.  She  is  the  Founding  Board  Member  of 
the  Citizens  For  the  Right  To  Know  Coalition 
and  the  Hemophilia  Foundation  ofNevada.  She 
comes  from  a background  of  nursing  where 
since  1994  she  has  been  a triage  nurse  in  the 
emergency  department. 


ShufTield  Lecture/Luncheon 
“Personal  Political  Power” 

Joel  Blackwell 

Issue  Management  Company 
Cornelius,  North  Carolina 
An  educational  grant  given  by 
Freemyer  Collection  System 

Joel  Blackwell  has  worked  as  a consultant 
and  trainer  for  associations  since  1985.  His 
presentation  shows  how  to  develop  positive 
attitudes  and  enthusiasm  for  lobbying, 
politics  and  PACs;  build  long  term  relation- 
ships with  elected  officials ; and  deliver  a 
concise,  personal  version  of  the  association  's 
message  on  issues. 

Afternoon  Break 

Exhibits  Open 

Co-sponsored  by  National  Park  Medical 
Center  and  Knoll  Pharmaceutical  Company 

Second  Feature  Session 
“Infectious  Diseases:  An  Arkansas  Focus” 
Joseph  M.  Beck  II,  MD,  Chairman 
AMS  Task  Force  on  AIDS 
Little  Rock,  Arkansas 
Sandra  D.  Nichols,  MD,  Director 
Arkansas  Department  of  Health 
Little  Rock,  Arkansas 
William  W.  Stead,  MD,  Director 
T uberculosis  Program 

Arkansas  Department  ofHealth 
Little  Rock,  Arkansas 
An  educational  grant  given  by 
Roche  Laboratories 

Dr.  Joseph  M.  Beck  II  is  an  oncologist  in 
private  practice  and  is  Chairman  of  the  AMS 
Task  Force  on  AIDS.  Dr.  Beck  serves  as  Chief 
of  the  Department  of  Medicine  for  Doctors 
Hospital.  He  is  Medical  Director  for  St.  Vincent 


Sandra  Nichols,  MD 
Little  Rock 


Infirmary  Cancer  Center  and  serves  as 
Chairman  of  the  St.  Vincent  Infirmary  - 
Bloodborne  Disease  Committee.  He  is  a 
member  of  the  Arkansas  Department  of 
Health  AIDS  Advisory  Committee. 

Dr.  Sandra  B Nichols  has  been  Director  of 
the  Arkansas  Department  of  Health  since 
1 994.  She  is  an  Officer  of  the  Department  of 
Health  and  Human  Services,  Food  and  Drug 
Administration.  Dr.  Nichols  is  on  Governor 
Jim  Guy  Tucker's  Task  Force  on  Health  Care 
Reform,  and  she  is  on  the  Board  of  Directors 
of  the  Arkansas  Chapter,  National  Committee 
for  the  Prevention  of  Child  Abuse  and  Neglect. 

Dr  William  W.  Stead  is  Director  of  the 


1 _ . 
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Tuberculosis  Program  at  the  Arkansas 
Department  of  Health.  Dr.  Stead  has  served 
as  a consultant  for  TB  control  in  prisons  in 
Minnesota  and  New  Jersey.  He  was  amember 
of  the  Advisory  Council  for  Elimination  of 
TB  for  the  Centers  for  Disease  Control 
from  1987-1991.  In  1988,  Dr  Stead  received 

William  Stead,  MD 
Little  Rock 

the  Edward  Livingston  Trudeau  Medal  from 
the  A merican  Thoracic  Society  and  American 
LungAssociation. 

6:00  p.m. 

Hospitality  Hour 

Co-sponsored  by  American  Investors  Life 
Insurance  Company 

7:00  p.m. 

Inaugural  Banquet 

Sponsored  by  AMS  Benefits,  Inc. 

9:00  p.m. 

President's  Reception  & Dance 

JWcxy  '1996 

7:30  am. 

Council  Meeting  (tentative) 

8:30  am. 

Early  Morning  Refreshments 

Co-sponsored  by  American  Health 
Care  Providers,  Inc. 

9:00  am. 

Third  Feature  Session 

Russell  Harrington 
Little  Rock 


“Managed  Care:  Confronting  and 
Dealing  With  the  New  Realities” 

Russell  D.  Harrington  Jr.,  President 
Baptist  Health 
Little  Rock 

Ellen  A.  Pryga,  Director 

Division  of  Policy  Development 
American  Hospital  Association 
Washington,  DC. 

Russell  D.  Harrington  Jr.  is  a Fellow  in  the 
American  College  of  Healthcare  Executives 
(FACHE)  and  is  a former  past  chairman  of  the 
Arkansas  Hospital  Association  He  serves  on 
Governor  Tucker's  Task  Force  on  Health 
Care  Reform  and  is  a member  of  the  Health 
Services  Commission 


Ellen  A.  Pryga  has  worked  for  the  American 
Hospital  Association  for  more  than  25  years. 
Currently,  her  work  is  focused  on  health  care 
reform  and  the  changing  role  of  hospitals  as 
they  evolve  into  community-based  health  care 
delivery  systems. 

10:30  a.m.  House  of  Delegates 

12:30  p.m.  Specialties  & Committee  Meetings 
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C-cmvenf ion  -Highlights 


Dr.  ■Harold  Purely  /Vleworial  Cjolf  Tournament 


Other  ./Activities 


Tee  off  the  convention  by  bringing  your  clubs  to 
the  Greystone  Golf  Club  in  Cabot  on  Thurs- 
day, May  2 at  9:00  a.m.  The  tournament  will  — 
be  a 4-person  scramble  and  USGA  rules  will 
prevail.  Contributions  made  by  ARORA, 
Healthsouth  Rehabilitation  Corpora- 
tion and  Schering  Corporation. 


President's  Oub 

Date  and  time  of  The  Presidents’  Club  meeting  is  to  be 
announced.  The  group  consists  of  presidents  and 
president-elects  of  the  county,  specialty  societies  and 
Arkansas  Medical  Society  and  AMS  past  presidents. 


Welcome  Reception 

Visit  with  your  colleagues,  spouses  and  exhibitors  during 
the  first  exhibit  time  - just  prior  to  the  First  House  of 
Delegates  and  keynote  address  by  Dr.  Lonnie  Bristow. 

The  reception  is  sponsored  by  Boatmen's  National  Bank 
of  Arkansas. 

Wall  Street  Party 

The  sky’s  the  limit  when  the  Wall  Street  Party  opens  its 
doors.  Play  the  market  with  AMS  members,  spouses, 
guests  and  exhibitors.  Enjoy  the  good  food,  fun  and 
atmosphere.  Pool  your  winnings  to  bid  on  prizes  offered 
at  the  evening's  auction.  Dress  is  casual.  Co-sponsored 
by  Blue  Cross  Blue  Shield  of  Arkansas  and  Southern 
Medical  Association. 


Fifty  ^ear  CC lub  Luncheon 
The  Society  will  host  a luncheon  for  The  Fifty  Year 
Club  at  11:30  a.m.  on  Thursday,  May  2,  1996  in  the 
River  Valley  Room  of  the  Excelsior  Hotel. 

Specialty  AAeetings 

American  College  of  Emergency  Physicians, 
Arkansas  Chapter,  will  meet  on  Saturday,  May  4,  1996. 
Time  and  location  to  be  announced. 

Arkansas  Academy  of  Family  Physicians  will  meet  at 
12:30  on  Saturday,  May  4, 1996,  to  discuss  "Primary  Care 
Coalition. " Lunch  reservations  are  necessary.  The  cost 
per  physician  is  $15.00.  Contact  the  Academy  Office  at 
223-2272  or  toll  free  1-800-592-1093  for  reservations. 


Continental  Breakfast 


Enjoy  breakfast  while  you  visit  with  the  1996 
exhibitors  at  their  booths.  Be  sure  to  stop  by 
every  booth  to  qualify  for  the  Grand  Prize 
Drawing.  The  breakfast  is  sponsored  by 
First  Commercial  Bank. 


Aft  e» Av\oon  B reak 

Take  a break  from  the  meetings  to  have  fun  and  relax  while 
visiting  the  exhibitors  one  last  time.  The  Grand  Prize  will 
be  drawn  at  this  time  ...  so  make  plans  to  be  there! 

Co-sponsored  by  National  Park  Medical  Center. 


tA/vAS  Dnaugural  Banquet 


Join  us  for  a fabulous  dinner  and  the  installa- 
tion of  Dr.  John  Crenshaw  of  Pine  Bluff  as  AMS 
President.  The  Inaugural  Banquet  will  be 
followed  by  the  President’s  Reception  and 
Dance.  The  Inaugural  Banquet  is  sponsored 
by  AMS  Benefits,  Inc. 


tVe  VCill  See  ]/ou  There! 


Arkansas  Pathology  Society  will  meet  from  12:30  p.m. 
to  2:30  p.m.  on  Saturday,  May  4,  1996,  in  the  LaSalle 
Room  of  the  Excelsior  Hotel. 


j\)\AS  /Alliance  A^eeting  Schedule 


Thursday/  May  2,  1996 

2:00  p.m.  Pre-Convention  Board  Meeting 

3:30  p.m.  Welcome  Reception 

7:00  p.m.  Wall  Street  Party 


Friday/  May  3,  1996 


7:30  a.m. 
8:30  a.m. 
9:00  a.m. 
10:45  a.m. 
12:15  p.m. 
2:00  p.m. 
6:00  p.m. 
7:00  p.m. 
9:00  p.m. 


Past  Presidents’  Breakfast 
Continental  Breakfast 
Alliance  Opening  General  Session 
AMS  First  Feature  Session 
Shuffield  Lecture  & Luncheon 
Reconvene  Opening  General  Session 
AMS  Hospitality  Hour 
AMS  Inaugural  Banquet 
AMS  President’s  Reception  & Dance 


Saturday/  May  4/  1996 


8:30  a.m. 
9:00  a.m. 
12:00  p.m. 
2:00  p.m. 


Early  Morning  Refreshments 
Alliance  Second  General  Session 
Installation  Luncheon  & Awards 
Post-Convention  Board  Meeting 


544 


JOURNAL  OF  THE  ARKANSAS  MEDICAL  SOCIETY 


Lonnie  R.  Bristow,  M.D.,  President 
American  Medical  Association 

Keynote  Speaker/AMS  House  of  Delegates 

ARKANSAS  MEDICAL  SOCIETY  ANNUAL  SESSION 
EXCELSIOR  HOTEL/STATEHOUSE  CONVENTION  CENTER 

MAY  2-4,  1996 


Before  his  election  to  the  Board  in  June,  1985, 
Dr.  Bristow  served  as  a delegate  to  the  AMA 
House  of  Delegates  from  the  American  Society 
of  Internal  Medicine.  Dr.  Bristow  isadiplomate 
of  the  American  Board  of  Internal  Medicine  and 
a master  of  the  American  College  of  Physicians. 


His  service  in  the  professional  community  has 
been  diverse.  Dr.  Bristow  was  appointed  by 
the  Surgeon  General  to  serve  on  the  Federal 
Interagency  Committee  on  Smoking  and  Health 
in  1988,  and  appointed  by  the  Secretary  of 
Health  and  Human  Services  to  serve  on  both  the 
Center  for  Disease  Control's  HIV  Prevention 
Advisory  Committee  and  1989  Quadrennial 
Advisory  Council  on  Social  Security. 


Dr.  Bristow  had  represented  the  AMA  as  a 
commissioner  to  the  Joint  Commission  on 
Accreditation  of  Healthcare  Organizations 
(JCAHO)  from  1 990  to  1 993 . He  also  served  the 
AMA  Education  and  Research  Foundation  as  its 
secretary-treasurer  and  as  its  president. 


Dr.  Bristow  has  written  and  lectured  extensively 
on  medical  science  as  well  as  on  socio-economic 
and  ethical  issues  related  to  medicine.  He 
currently  serves  as  a reviewer  for  the  Journal  of 
the  American  Medical  Association. 


Lonnie  R.  Bristow,  M.D.,  President  of 
the  American  Medical  Association 
(AMA)  is  the  keynote  speaker  at  the 
Arkansas  Medical  Society  annual  convention  at 
the  opening  House  of  Delegates  on  May  2,  1996. 
Dr.  Bristow  is  an  internist  from  San  Pablo, 
California.  Dr.  Bristow  has  been  a member  of 
the  AMA  Board  of  Trustees  since  1985.  He 
served  as  vice  chair  from  1992-1993,  chair  from 
1993-1994  and  president-elect  in  1994. 


JTmportanf  Dv\forn\at\on 


yMeefirvg  Hegisfmfion  . 


Return  your  meeting  registration  form  by  April  24, 1996,  with  a check  (sorry,  no  credit  cards)  made  payable  to  Arkansas 
Medical  Society  or  AMS: 


Arkansas  Medical  Society 
P.O.  Box  5776 
Little  Rock,  AR  72215-5776 

Refunds  prior  to  April  24,  1996  will  be  at  the  full  amount.  Refunds  after  April  24,  1996  will  be  charged  a $10 
processing  fee  which  will  be  mailed  after  the  convention. 

Spouses  cmd  (Suesfs  . . . 

Spouses  and  guests  are  invited  to  attend  the  AMS  annual  convention  for  a registration  fee  of  $55. 

This  allows  access  to  all  sessions,  exhibit  center  and  social  activities. 

y\]\AS  jAllicmce  AAeefiug  . . . 

The  AMS  Alliance  Annual  Session  is  meeting  in  conjunction  with  the  AMS  Annual  Session.  Please  consult  the 
registration  form  for  the  fees  involved. 


Hofei  Hese^vafious  . . . 

Hotel  reservations  can  be  made  directly  with  the  Excelsior  Hotel.  Hotel  deadline  is  April  1,  1996.  After  that  date,  AMS 
convention  rates  cannot  be  guaranteed. 

$79  Single/$89  Double 

Excelsior  Hotel 
Statehouse  Plaza 
Little  Rock,  AR  72201 
(501)375-5000 


JV leefing  yKffire  . . . 

General  sessions,  education  programs  and  other  daytime  activities  - business  attire,  but  dress  comfortably.  Wall  Street 
Party  - come  casual  - slacks  and  other  casual  wear.  Dress  up  for  the  Inaugural  Banquet  and  President’s  Reception 
& Dance. 
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Arkansas  Medical  Society 

P.0.  Box  5776 
Little  Rock,  AR  72215-5776 
(501)224-8967 
1-800-542-1058  (WATS) 


y\p\rvual  (SoLvveLviioKv 


120th  AMS  .Annual  Session 
May  2-4,  1996 


Complete  registration  form  following  steps  1 through  6 and  return  by  mail  with  check  to  the  AMS  office.  Pick  up  tickets  and  badge  at 
the  AMS  Registration  Desk  in  the  Statehouse  Convention  Center. 

o (Please  Print)  Dr. This  is  my  first  convention 

Spouse 

Guest 

Address 

City State  Zip  Phone 


For  appropriate  meal  count,  please  indicate  the  number  of  physicians,  spouses  and  guests  attending: 

#Attending  Shuffield  Luncheon  #Attending  AMS  Inaugural  Banquet 


Registration  Fees 

Pre-Paid 

On-Site 

Member 

$90 

$125 

Past  President 

$70 

$105 

* Resident 

$5 

$10 

♦Medical  Student 

$5 

$10 

Spouse 

$55 

$70 

Guest 

$55 

$70 

Non-member 

$110 

$145 

*Resident/student  price  does  no t include  Inaugural  Banquet  Ticket. 
Contact  the  Society  office  for  reservations. 


AMS  Registration  Includes: 

♦Entrance  into  the  Exhibit  Center  and 
Exhibit  Center  Breaks 
*CME  Hours 
♦Shuffield  Luncheon 
* Social  Events  such  as  Wall  Street  Party 
and  Inaugural  Banquet  and  President's 
Reception  & Dance 

Note:  Spouse  fee  does  not  include 
Alliance  Luncheon 


© 


Phys 


Member  $10 

Non-Member  $20 


$15 

$25 


Young  Physicians  'Seminar  Includes: 

* Workshop  materials  & CME  hours 
♦Thursday's  Exhibits 


^*4*^  Dr.  ■Harold  Purdy  AAemorial  Cuolf-  Touwameni 
Per  person  $40 


Please  list  handicaps 


© AIMS  .Alliance  /Meeting 

Pre-Paid  On-Site 

Member  $20  $25 


AMS  Alliance  Registration  Includes: 

* AMS  A Meeting  & Activities 

* Installation  Luncheon 


©Did  you  add  the  appropriate  amounts  to  include  member, 

spouse, guest  and  alliance  activities?  Total  Amount  Enclosed: 


Freemyer  Collection  System,  Inc. 

1-800-694-9288 


Collection  Services 
Electronic  Claims 
Remittance  Posting 
Physician  Billing 


Established  1941 

Blytheville  *Conway  * Helena  * Jonesboro  * Little  Rock  * Paragould  *West  Memphis 


POSITIONS  AVAILABLE 

PRIMARY  CARE 

NASHVILLE,  TN  - Suburban  Community  of 
Nashville  is  seeking  IM  & FP  physicians  for  ex- 
citing practice  opportunities  offering  excellent  re- 
muneration packages. 

EMERGENCY  MEDICINE 

NASHVILLE,  TN  - 14,000  Volume  E D.  - 12  hour  shifts  - 
$90  an  hour.  Need  to  be  BE/BC  in  primary  care  specialty  with 
minimum  of  2,000  hours  EM  EXP. 

FORREST  CITY,  AR  - 14,000  Volume  ED  - 12  or  24  hour 
shifts.  Generous  remuneration  package  - need  to  be  BE/BC  in 
a primary  care  specialty  with  minimum  of  2,000  hours  EM  EXP. 

FT.  LAUDERDALE,  FL;  CLEWISTON,  FL;  BELLE  GLADE, 
FL;  SEBRING,  FL  - All  offering  very  generous  remuneration 
packages  and  all  of  the  amenities  of  a Florida  lifestyle.  Need 
to  be  BE/BC  in  a primary  care  specialty  with  minimum  of  2,000 
hours  EM  EXP. 

CONTACT:  DAVE  MCLEOD 
EMERGENCY  CARE  SPECIALISTS 
1550  NE  MIAMI  GARDENS  DRIVE,  SUITE  504 
NORTH  MIAMI  BEACH,  FL  33179 
PHONE:  800-372-2600 
FAX:  305-947-9990 


Register  Today! 


for 

AMS  Annual  Session 
May  2 - 4 , 1996 


Excelsior  Hotel  & 
Statehouse  Convention  Center 
Little  Rock,  Arkansas 


Registration  form  on  page  547 
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STAYING  OUT  Of  COURT 

Young  Physicians  Seminar 

In  Conjunction  With 

Arkansas  Medical  Society  1996  Annual  Session 

Thursday,  May  2, 1996 
1:00  pm  - 3:00  p.m. 

Caraway  Room  Statehouse  Convention  Center 
Little  Rock,  Arkansas 

“Staying  Out  of  Court,”  is  targeted  for  young  physicians,  but  all  physicians  or  clinic  managers  are  welcome  to  attend.  This  two  hour 
session,  held  in  conjunction  with  the  Arkansas  Medical  Society  Annual  Session,  will  focus  on  mistakes  physicians  make  that  cause  loss 
of  practice  time  due  to  legal  problems.  An  educational  grant  has  been  given  by  Professional  Consulting  Services,  Inc. 

What  You  Will  Learn 

• Clinical  skills  will  almost  always  be  the  focal  point  of  an  allegation  of  negligence,  however,  results  that  are  less  than  perfect  or 
expected  do  not  necessarily  indicate  negligence  has  occurred. 

• Numerous  actual  case  studies  will  be  used  to  illustrate  the  fine  line  you  must  walk. 

• Leam  office  procedures  that  will  be  helpful  in  building  a strong  defense,  a position  that  will  allow  you  to 
continue  to  practice  medicine  and  stay  away  from  the  courtroom. 

About  the  Instructors 

William  C.  Starkey  Jr,  CIC  has  been  in  the  malpractice  insurance  business  for  over  25  years  and  is  the  representative  for  the  State  of 
Arkansas  for  The  Medical  Protective  Company.  He  manages  the  defense  strategy  for  physicians  who  have  been  sued.  He  conducts  risk 
management  seminars  for  various  groups. 

Overton  S.  Anderson  is  the  senior  partner  of  the  law  firm  of  Anderson  & Kilpatrick  in  Little  Rock,  Arkansas.  He  specializes  in  the 
defense  of  medical  malpractice  cases.  Mr.  Anderson  has  practiced  law  in  Little  Rock  since  1973.  He  is  licensed  to  practice  law  in  Texas 
and  in  Arkansas  and  is  admitted  to  practice  in  federal  courts  in  both  the  Eastern  and  Western  Districts  of  Arkansas,  the  Eighth  Circuit 
Court  of  Appeals,  and  the  United  States  Supreme  Court. 

CME  Hours 

St.  Vincent's  Infirmary  Medical  Center  is  accredited  by  the  Arkansas  Medical  Society  to  sponsor  contining  medical  education  for 
physicians.  St.  Vincent's  Infirmary  Medical  Center  designates  this  continuing  medical  education  activity  for  2 credit  hours  of  Category 
I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 


Registration  Form 

Please  complete  the  form  and  return  with  payment  to:  Arkansas  Medical  Society,  P.O.  Box  5776,  Little  Rock,  AR  72215-5776. 

Registration  Fee:  Pre-Paid:  $10  Member  On-Site:  $20  Member 

$15  Non-Member  $25  Non-Member 

Name 

Address Phone 


City 


State 


Zip 


Refunds  will  be  given  if  cancellation  notice  is  received  three  days  prior  to  the  seminar. 


Fifty  Year  Club  Luncheon 


The  Society  will  host  a luncheon  for  members  of  the  Fifty  Year  Club  at  11:30  a. m.,  Thursday,  May  2,  in  the 
River  Valley  Room  at  the  Excelsior  Hotel  in  Little  Rock.  Physicians  eligible  for  the  Fifty  Year  Club  this  year  are: 


Lee  G.  Atherton,  Hot  Springs 
Byron  L.  Brown,  Fort  Smith 
Robert  A.  Calcote,  Little  Rock 
Gilbert  S.  Campbell,  Little  Rock 
Victor  Carey,  Jr.,  Heber  Springs 
Thomas  DeClerk,  Pocahontas 
Milton  D.  Deneke,  West  Memphis 
Kenneth  R.  Duzan,  El  Dorado 
George  J.  Fotioo,  Hot  Springs 
Charles  N.  Jones,  Winthrop 
W.  Ernest  King,  Jr.,  Russellville 


Robert  L.  McDonald,  McGehee 
W.  Sloan  Rainwater,  Little  Rock 
S.  William  Ross,  Little  Rock 
William  W.  Scott,  Pocahontas 
William  L.  Steele,  Alexander 
James  R.  Walt,  Little  Rock 
Carl  E.  Wenger,  Little  Rock 
Morton  C.  Wilson,  Fort  Smith 
David  M.  Yocum,  Jr.,  El  Dorado 
Robert  R.  Yoder,  Mountain  Home 


BUSINESS  SERVICES  FOR 
HEALTH  CARE  PROFESSIONALS 


■ Per  item  claim  preparation 

■ Medical  billing-insured  & selfpay 

■ Consulting 

■ Permanent  & temporary  in-office 
assignments 


■ Rural  health  clinics 

■ Total  office  management 

■ Hospital  business  office  management 

■ Temporary  help  to  alleviate  billing 
backlog 


PROFESSIONAL  CONSULTING  SERVICES 

One  Riverfront  Place,  Suite  525  • N.  Little  Rock,  AR  72114 
Office:  (501)  376-8254  • Fax:  (501)  376-9004 
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The  1996  E-Class:  Spacious  interior.  Stunning  performance.  No  wonder  you  don’t  want  to  be  reached.  lAj  Mercedes-Benz 


Riverside  Motors,  Inc. 

1403  Rebsamen  Park  Rd./Little  Rock,  AR  72202 

666-9457  & 1-800-457-6226 

*MSRP  for  an  E 300  Diesel  Sedan  excludes  $595  transportation  charge,  all  taxes,  title/documentary  fees,  registration,  tags,  dealer  prep 
charges,  insurance,  optional  equipment,  certificate  of  compliance  or  noncompliance  fees,  and  finance  charges.  Prices  may  vary  by  dealer. 
E320  Sedan  shown  at  MSRP  of  $43,500.  ©1995  Authorized  Mercedes-Benz  Dealers 


mm 

professional  Protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


1996  House  of  Delegates 


The  opening  session  of  the  House  of  Delegates  of  the  Arkansas  Medical  Society  will  begin  at  5:00  p.m.  on 
Thursday,  May  2.  Speaker  of  the  House  Anna  Redman,  M.D.,  will  preside.  All  items  of  business  to  be  consid- 
ered by  the  House  must  either  be  printed  in  the  convention  issue  of  The  Journal  or  submitted  to  the  headquarters 
office  in  writing  twenty  days  prior  to  the  meeting.  Any  new  business  proposed  during  the  session  of  the  House 
of  Delegates  must  have  a two-thirds  vote  of  attending  delegates  for  introduction. 

Items  of  business  will  be  referred  by  the  Speaker  of  the  House  of  Delegates  to  one  of  two  reference  commit- 
tees. Open  hearings  on  those  items  of  business  will  be  held  by  the  reference  committees  on  Friday,  May  3 at  9:30 
a.m.  All  members  of  the  Society  are  welcome  to  attend  the  meetings  of  the  reference  committees  and  to  express 
views  on  the  various  reports,  resolutions,  etc. 

The  following  will  be  seated  at  the  House  of  Delegates  meeting  during  the  1996  Annual  Session: 


Officers 

Anna  Redman,  Pine  Bluff,  Speaker,  (ex-officio) 

Kevin  Beavers,  Russellville,  Vice  Speaker, 
(ex-officio) 

James  Armstrong,  Ashdown,  President 
(ex-officio) 

John  Crenshaw,  Pine  Bluff,  President-elect 
(ex-officio) 

Joe  V.  Jones,  Blytheville,  Vice  President 
(ex-officio) 

Mike  Moody,  Salem,  Secretary  (ex-officio) 

Lloyd  Langston,  Pine  Bluff,  Treasurer 
(ex-officio) 


Councilors 

District  1: 

District  2: 
District  3: 
District  4: 
District  5: 
District  6: 
District  7: 
District  8: 


Joe  Stallings,  Jonesboro 
Dwight  Williams,  Paragould 
Lloyd  Bess,  Batesville 
Daniel  Davidson,  Searcy 
Hoy  B.  Speer,  Jr.,  Stuttgart 
P.  Vasudevan,  Helena 
John  O.  Lytle,  Pine  Bluff 
Paul  Wallick,  Monticello 
Wayne  Elliott,  El  Dorado 
Robert  Nunnally,  Camden 
George  Finley,  Texarkana 
Michael  Young,  Prescott 
Robert  McCrary,  Hot  Springs 
Brenda  Powell,  Hot  Springs 
David  Barclay,  Little  Rock 
Joseph  Beck,  Little  Rock 
Paul  Cornell,  Little  Rock 
Anthony  Johnson,  Little  Rock 
William  Jones,  Little  Rock 
Charles  Logan,  Little  Rock  (Chair) 
Jerry  Mann,  Little  Rock 
J.  Mayne  Parker,  Little  Rock 
John  L.  Wilson,  Little  Rock 


District  9:  David  Davis,  Fayetteville 

Robert  Langston,  Harrison 
District  10:  Gerald  Stolz,  Russellville 

Paul  Wills,  Fort  Smith 
Morton  Wilson,  Fort  Smith 

Past  Presidents  (ex-officio) 

A.  E.  Andrews,  Jr.,  Texarkana 
C.  Stanley  Applegate,  Jr.,  Springdale 
Glen  F.  Baker,  Little  Rock 
John  P.  Burge,  Lake  Village 
Asa  A.  Crow,  Paragould 
C.  Randolph  Ellis,  Malvern 
Ross  E.  Fowler,  Harrison 
Charles  R.  Henry,  Sr.,  Little  Rock 
Morriss  M.  Henry,  Fayetteville 
John  M.  Hestir,  DeWitt 
William  N.  Jones,  Little  Rock 
W.  Ray  Jouett,  Little  Rock 
Albert  S.  Koenig,  Jr.,  Fort  Smith 
James  M.  Kolb,  Jr.,  Russellville 
W.  Payton  Kolb,  Little  Rock 
Kemal  E.  Kutait,  Fort  Smith 
J.  Larry  Lawson,  Paragould 
Ken  Lilly,  Fort  Smith 
C.  C.  Long,  Fort  Smith  (Honorary) 
Joseph  A.  Norton,  Little  Rock 
Ben  N.  Saltzman,  Mountain  Home 
Purcell  Smith,  Jr.,  Little  Rock 
H.  W.  Thomas,  Dermott 
T.  E.  Townsend,  Pine  Bluff 
George  Warren,  Little  Rock 
James  R.  Weber,  Jacksonville 
Charles  F.  Wilkins,  Jr.,  Russellville 
John  P.  Wood,  Mena 
George  F.  Wynne,  Warren 


Ex-officio  members  shall  have  the  power  of  voting  on  all  subjects  except  the  election  of  officers. 
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Delegates  for  1996  as  submitted  by  county 


County 

Arkansas  (1) 
Ashley  (1) 
Baxter  (2) 
Benton  (4) 

Delegate 

Alternate 

Delegate 

Boone  (2) 

Bradley  (1) 
Carroll  (1) 
Chicot  (1) 

Jim  Crider 
Carlton  Chambers 

Sue  Chambers 

Clark  (1) 

Noland  Hagood 

Cleburne  (1) 

Jerry  Thomas 

Jim  Ashabranner 

Columbia  (1) 
Conway  (1) 

Thomas  Pullig 

John  Alexander 

Craighead/Poinsett  (7) 
Crawford  (1) 

Crittenden  (2) 

G.  Edward  Bryant 

Cross  (1) 
Dallas  (1) 
Desha  (1) 
Drew  (1) 

Robert  Hayes 

Willard  Burks 

Faulkner  (2) 

Randal  Bowlin 

John  Smith 

Franklin  (1) 
Garland  (6) 
Grant  (1) 

Ben  Dodge 

Philip  Stone 

Greene/Clay  (1) 
Flempstead  (1) 
Hot  Spring  (1) 
Floward/Pike  (1) 

Roger  Cagle 

Darrell  Bonner 

Independence  (2) 

William  Waldrip 

Jeff  Angel 

Jackson  (1) 

J.  R.  Baker 

Rick  Van  Grouw 

Jefferson  (5) 

Simmie  Armstrong 
Sue  Frigon 
David  Jacks 
John  Lytle 
George  Roberson 

Johnson  (1) 

Richard  McKelvey 

Lee  Tackett 

Lafayette  (1) 

Brad  Harbin 

Lawrence  (1) 
Lee  (1) 

Robert  Quevillon 

Ralph  Joseph 

Little  River  (1) 

Joe  G.  Shelton 

Logan  (1) 

John  R.  Williams 

Lonoke  (1) 

Leslie  Anderson 

Joe  Abrams 

Miller  (3) 

Joseph  Robbins 
Herbert  Wren 

F.  E.  Joyce 

Mississippi  (1) 
Monroe  (1) 
Nevada  (1) 

Joe  V.  Jones 

Richard  Hester 

Ouachita  (1) 

William  Dedman 

Phillips  (1) 
Polk  (1) 
Pope  (3) 

Francis  Patton 

L.  J.  Pat  Bell 

Pulaski  (38) 

William  Ackerman 

James  Adametz 

D.  B.  Allen 

Dana  Abraham 

Ray  Biondo 

Brad  Baltz 

Bob  Cogburn 

Joe  Buford 

Michael  Cope 

Roger  Clark 

David  Coussens 

Byron  Curtner 

Philip  Deer,  III 

David  Dean 

Shirley  DesLauriers 

Gilbert  Dean 

Brad  Diner 

Gregory  Dwyer 

Tom  Eans 

Jay  Flaming 

Jim  English 

Eric  Fraser 

Charles  Fitzgerald 

David  Gilliam 

Thomas  Frazier 

A.  Tharp  Gillespie 

Fred  Henker 

Michael  Glidden 

Reid  Henry 

James  Hagler 

Steve  Hodges 

Ed  Hankins 

Tom  Jansen 

Thomas  Hart 

Anthony  Johnson 
Carl  Johnson 

T.  S.  Harris 

Gail  Jones 

Tim  Hodges 

David  King 

Jerry  Holton 

Dean  Kumpuris 

Harold  Hutson 

Marvin  Leibovich 

Ben  Johnson 

Steve  Magie 

Dianne  Johnson 

David  Mumme 

John  Jones 

Fred  Nagel 

Joan  Kyle 

George  Norton 

Jane  McKinnon 

Carl  Raque 

Keith  Mooney 

John  Redman 

Jim  Morse 

Ashley  Ross 

David  Mumme 

Ted  Saer 

Michael  Roberson 

Bruce  Schratz 

Ian  Santoro 

Frank  Sipes 
Kemp  Skokos 
Duane  Velez 
Samual  Welch 

Claudia  Tolleson 

Randolph  (1) 

Saline  (2) 

Joe  Martindale 
Don  Harper 

Sebastian  (12) 

Randy  Ennen 

Paul  Anderson 

R.  Cole  Goodman 

Jimmie  Atkins 

Peter  Irwin 

Allen  Beachy 

Greg  Jones 

Mike  Berumen 

Robert  Knox 

William  Holmes 

John  Lange 

David  Hunton 

Jack  Magness 

David  McClanahan 

Eugene  Still 

Steve  Nelson 

John  Swicegood 

Claire  Price 

John  Wells 

Eric  Taft 

Sevier  (1) 

St.  Francis  (1) 
Tri-County  (1) 
Union  (3) 

Van  Buren  (1) 

John  A.  Hall 

Harry  Starnes 

Washington  (8) 

David  Davis 
Anthony  Hui 
Sanford  Hutson 
William  McGowan 
Michael  Morse 
Danny  Proffitt 

White  (2) 

Mark  Brown 

Woodruff  (1) 

Yell  (1) 

James  Maupin 

Gene  Ring 

Medical  Student 

Joel  Milligan 
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1996  House  of  Delegates 


First  Meeting,  House  of  Delegates 
5:00  p.m.,  Thursday,  May  2 
Anna  Redman,  M.D.,  Speaker 

1.  Call  to  order 

2.  Introduction  of  guests 

Mrs.  Susie  Reeder,  Chair,  Membership 

Committee,  American  Medical  Assoc.  Alliance 
Mrs.  Sancy  McCool,  President-elect, 

Southern  Medical  Association  Auxiliary 
Mrs.  Evelyn  Thomas,  President,  Arkansas 
Medical  Society  Alliance,  Heber  Springs 
Mrs.  Ruth  Mabry,  President-elect,  Arkansas 
Medical  Society  Alliance,  Pine  Bluff 

3.  Adoption  of  minutes  of  the  119th  Annual  Session 
as  published  in  the  June  1995  issue  of  The  Journal  of  the 
Arkansas  Medical  Society. 

4.  Memorials 

5.  Presentations 

6.  Old  Business 

7.  New  Business 

All  reports,  resolutions,  and  other  items  of 
business  received  by  the  headquarters  office 
twenty  days  prior  to  the  meeting  shall  be  in- 
cluded in  the  agenda.  Any  items  of  business 
received  after  April  11th,  must  have  two-thirds 
consent  of  attending  delegates  before  introduc- 
tion. All  items  will  be  referred  to  reference 
committees. 

8.  Announcement  of  vacancies  on  State  Boards 

Arkansas  State  Medical  Board  (First 
Congressional  District) 

Arkansas  State  Board  of  Health  (First 

Congressional  District  and  Member-at- 
Large  Position) 

9.  Address  by  Lonnie  R.  Bristow,  M.D.,  President, 
American  Medical  Association,  San  Pablo,  California. 

10.  Recess  until  Saturday. 


Final  Meeting,  House  of  Delegates 
10:30  a.m.,  Saturday,  May  4 
Anna  Redman,  M.D.,  Speaker 


1.  Call  to  order 

2.  Election  of  officers.  Nominations  as  submitted 
by  the  Nominating  Committee: 

President-elect:  Charles  Logan,  M.D.,  Little  Rock 
Vice  President;  Jim  Crider,  M.D.,  Harrison 
Treasurer:  Lloyd  Langston,  M.D.,  Pine  Bluff 


Secretary:  Mike  Moody,  M.D.,  Salem 
Speaker  of  the  House:  Anna  Redman,  M.D., 
Pine  Bluff 

Vice  Speaker  of  the  House:  Kevin  Beavers, 
M.D.,  Russellville 
Delegates  to  the  AMA: 

John  Burge,  M.D.,  Jacksonville 
(1/1/97-12/31/98) 

William  Jones,  M.D.,  Little  Rock 
(1/1/97-12/31/98) 

Alternate  Delegate  to  the  AMA: 

James  M.  Kolb,  Jr.,  M.D.,  Russellville 
(1/1/97-12/31/98) 

John  Hestir,  M.D.,  DeWitt 
(1/1/97  - 12/31/98) 


Councilors: 
District  1: 
District  2: 
District  3: 


Dwight  Williams,  M.D.,  Paragould 
Daniel  Davidson,  M.D.,  Searcy 
Parthasarathy  Vasudevan,  M.D., 
Helena 

Harold  Wilson,  M.D.,  Monticello 
Fred  Murphy,  M.D.,  Magnolia 
George  Finley,  M.D.,  Hope 
Robert  McCrary,  M.D.,  Hot  Springs 
Brenda  Powell,  M.D.,  Hot  Springs 
David  Barclay,  M.D.,  Little  Rock 
John  Wilson,  M.D.,  Little  Rock 
Bruce  E.  Schratz,  Little  Rock 
Carlton  Chambers,  M.D.,  Harrison 
William  McGowan,  Springdale 
John  Swicegood,  M.D.,  Fort  Smith 
Gerald  Stolz,  M.D.,  Russellville 

3.  Address  by  the  President  of  the  Arkansas  Medical 
Society,  James  Armstrong,  M.D., Ashdown 

4.  Reports  of  Reference  Committees  #1  and  #2 

5.  Supplemental  report  of  the  Council:  Charles  Lo- 
gan, M.D.,  Chairman  (Report  covers  meetings  of  the 
Council  held  during  the  annual  session.) 

6.  New  Business 
Announcement  of  nominees  for: 

a)  Arkansas  State  Medical  Board 

b)  Arkansas  State  Board  of  Health 
Other  new  business 


District  4: 
District  5: 
District  6: 
District  7: 

District  8: 


District  9: 


District  10: 


State  Board  Vacancies 

Arkansas  State  Board  of  Health 

A vacancy  will  occur  December  31,  1996,  in  the 
First  Congressional  District  and  the  Member-at-Large 
position  of  the  Arkansas  State  Board  of  Health  Mem- 
bers from  the  counties  in  the  first  congressional  dis- 
trict and  members  of  the  AMS  Nominating  Commit- 
tee, who  vote  on  the  Members-at-Large  positions,  are 
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urged  to  meet  immediately  following  the  adjournment 
of  the  House  of  Delegates  on  Thursday  to  vote  for 
nominees.  The  term  of  office  is  four  years.  Nomina- 
tions should  be  reported  to  the  Society  personnel  im- 
mediately following  the  caucuses  (only  one  nomina- 
tion is  required). 

First  Congressional  District  (as  of  6/92):  Dwight 
Williams,  M.D.,  of  Paragould  is  currently  serving  the 
term  which  will  expire  in  December  1996.  Dr.  Will- 
iams is  eligible  to  succeed  himself. 

Counties  in  the  First  Congressional  District  include 
Arkansas,  Fulton,  Clay,  Cleburne,  Craighead, 
Crittenden,  Cross,  Greene,  Independence,  Izard,  Jack- 
son,  Lawrence,  Lee,  Lonoke,  Mississippi,  Monroe, 
Phillips,  Poinsett,  Prairie,  Randolph,  Searcy,  Sharp, 
St.  Francis,  Stone,  and  Woodruff. 

Member-at-Large:  James  Maupin,  M.D.,  of 

Dardanelle,  is  currently  serving  a term  as  a member- 
at-large  which  will  expire  December  31,  1996.  Dr. 
Maupin  is  eligible  to  succeed  himself. 

Arkansas  State  Medical  Board 

A vacancy  will  occur  December  31,  1996,  in  the 
First  Congressional  District  position  of  the  Arkansas 


State  Medical  Board.  The  term  of  office  will  be  for 
eight  years.  Members  from  the  counties  in  the  old 
congressional  district  are  urged  to  meet  immediately 
following  the  adjournment  of  the  House  of  Delegates 
on  Thursday  to  vote  for  nominees.  Nominations 
should  be  reported  to  the  Society  personnel  immedi- 
ately following  the  caucuses  (only  one  nomination  is 
required). 

First  Congressional  District  (old  congressional 
district):  Owen  Clopton,  M.D.,  of  Jonesboro,  is  cur- 
rently serving  the  term  which  will  expire  in  December 
1996.  Dr.  Clopton  is  eligible  to  succeed  himself. 

Counties  in  the  First  Congressional  District  include 
Clay,  Craighead,  Crittenden,  Cross,  Greene,  Lee, 
Mississippi,  Phillips,  Poinsett,  and  St.  Francis. 


Council  Meetings 

The  Council  will  meet  at  the  following  times: 

Thursday,  May  2 2:00  p.m. 

Friday,  May  3 7:30  a.m. 

Saturday,  May  4 7:30  a.m. 


Nominating  Committee 

Carlton  Chambers,  M.D.,  Chairman 


The  Nominating  Committee  met  by  conference  call  on  November  2,  1995.  The  committee  met  again  on 
January  25,  1996.  We  wish  to  present  to  the  Society  the  following  nominees: 


President-elect: 

Charles  Logan,  M.D.,  Little  Rock 
Vice  President: 

Jim  Crider,  M.D.,  Harrison 
Treasurer. 

Lloyd  Langston,  M.D.,  Pine  Bluff 
Secretary: 

Mike  Moody,  M.D.,  Salem 
Speaker  of  the  House: 

Anna  Redman,  M.D.,  Pine  Bluff 
Vice  Speaker  of  the  House: 

Kevin  Beavers,  M.D.,  Russellville 
Delegates  to  the  AMA: 

John  Burge,  M.D.,  Jacksonville  (1/1/97  - 12/31/98) 
William  Jones,  M.D.,  Little  Rock  (1/1/97  - 12/31/98) 
Alternate  Delegate  to  the  AMA: 

James  M.  Kolb,  Jr.,  M.D.,  Russellville 
(1/1/97  - 12/31/98) 

John  Hestir,  M.D.,  DeWitt  (1/1/97  - 12/31/98) 


Councilors: 
District  1: 
District  2: 
District  3: 
District  4: 
District  5: 
District  6: 
District  7: 

District  8: 


District  9: 
District  10: 


Dwight  Williams,  M.D.,  Paragould 
Daniel  Davidson,  M.D.,  Searcy 
Parthasarathy  Vasudevan,  M.D.,  Helena 
Harold  Wilson,  M.D.,  Monticello 
Fred  Murphy,  M.D.,  Magnolia 
George  Finley,  M.D.,  Hope 
Robert  McCrary,  M.D.,  Hot  Springs 
Brenda  Powell,  M.D.,  Hot  Springs 
David  Barclay,  M.D.,  Little  Rock 
John  Wilson,  M.D.,  Little  Rock 
Bruce  E.  Schratz,  Little  Rock 
Carlton  Chambers,  M.D.,  Harrison 
John  Swicegood,  M.D.,  Fort  Smith 
Gerald  Stolz,  M.D.,  Russellville 
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Pledging  commitment  is  one  of  the  most  important 
things  that  human  beings  can  do  for  one  another.  It 
means  I'll  do  only  my  best  for  you.  I'll  fight  for  your 
rights.  I'll  be  there  for  you. 


At  Snell  Laboratory  we  make  that  type  of  commitment  to 
each  of  our  patients.  We  dedicate  ourselves  to  making 
them  as  comfortable  and  as  mobile  as  possible.  We  give 
them  back  as  much  of  their  former  life  as  ive  can. 


A Match  Made  In  Heaven. 


Our  computer-aided  design  and  manufacture 
(CAD/CAM)  system  makes  so  much  more  possible  in 
creating  custom-fit  prostheses  than  ever  before.  And 
new  lightweight,  space  age  materials  mean  more 
for  our  patients  with  custom  orthoses. 

So  regardless  of  what  responsibilities  your 


patients  agree  to  in  life,  from  going  out  to  play  to 
attending  a special  occasion,  our  commitment 
to  comfort  never  waivers. 

Snell  Prosthetic  and  Orthotic  Laboratory  has 
been  in  business  since  1911 . We’ve  said  "I  do”  to 
our  patients  since  day  one. 


Prosthetic  & Orthotic 
Laboratory 

THE  LATEST  IN  TECHNOLOGY.  THE  BEST  IN  CARE. 

Offices  in  Little  Rock,  Fort  Stnith,  Russellville,  Mountain  Home,  Fayetteville,  and  Hot  Springs. 
Little  Rock  (501)  664-2624  • Statewide  Toll-free  1-800-342-5541 


1996  Reference  Committees 


Reference  Committees 

Reference  Committees  are  appointed  by  the  Speaker  of  the  House  of  Delegates  to  consider  the  various  reports 
and  resolutions.  Reports  published  in  the  April  issue  of  The  journal,  as  well  as  any  reports  and  resolutions 
presented  at  the  first  meeting  of  the  House  on  May  2nd,  will  be  referred  by  the  Speaker  to  the  reference  commit- 
tees. The  committees  will  hold  open  hearings  at  9:30  a.m.  on  Friday,  May  3rd.  After  the  opening  hearings,  the 
reference  committees  will  hold  executive  sessions  for  the  purpose  of  preparing  recommendations  and  reports  for 
the  House  of  Delegates.  Reports  of  the  Reference  Committees  will  be  acted  upon  by  the  House  of  Delegates  at  the 
Saturday  session. 

Reference  Committee  Orientation 

There  will  be  a meeting  of  all  reference  committee  members  on  Friday,  May  3,  at  9:00  a.m.  The  meeting  will 
be  to  familiarize  the  reference  committees  with  the  rules,  procedures,  and  writing  of  the  reference  committee 
reports. 


Reference  Committee  Agendas 


Reference  Committee  #1 

9:30  a.m.,  Friday,  May  3,  1996 

David  Jacks,  M.D. 

Reference  Committee  Chairman 

AGENDA 

1.  Arkansas  Academy  of  Family  Physicians  Resolution 
Linda  McGhee,  President 
2 Annual  Session  Committee 
Jerry  Mann,  M.D.  Chairman 

3.  Arkansas  Medical  Society  1996  Budget 

Jerry  Mann,  M.D.,  Chairman 

4.  CME  Accreditation  Committee 

Steve  Strode,  M.D.,  Chairman 

5.  Report  of  the  Council 

Charles  Logan,  M.D.,  Chairman 
6 Executive  Vice  President  Report 

Ken  LaMastus,  CAE,  Executive  Vice  President 

7.  Physicians'  Health  Committee 

Joe  Martindale,  M.D.,  Chairman 

8.  AMS  Management  Company,  Inc. 

Janell  Mason,  Chief  Operating  Officer 


Reference  Committee  #2 

9:30  a.m.,  Friday,  May  3,  1996 

Kim  Graves,  M.D. 

Reference  Committee  Chairman 

AGENDA 

1.  Ad  hoc  Committee  on  Managed  Care 

Glen  Baker,  M.D. 

2.  Medical  Education  Foundation  for  Arkansas 

Martin  Eisele,  M.D.,  President 

3.  Medical  Services  Review  Committee 

Joe  Stallings,  M.D.,  Chairman 

4.  AMS  Medical  Student  Section 

Brian  Meyer,  President 

5.  Ouachita  County  Medical  Society 

Robert  Nunnally,  M.D.,  Secretary /Treasurer 

6.  Pulaski  County  Medical  Society 

Fred  Reddoch,  Executive  Director 

7.  Arkansas  Department  of  Health 

Sandra  Nichols,  M.D.,  Director 

8.  Arkansas  Health  Care  Access  Foundation 

Pat  Keller,  Director 

9.  Arkansas  State  Medical  Board 

Peggy  Pryor  Cryer,  Executive  Secretary 
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Business  Reports 


Reports  for  Reference  Committee  # 1 


Resolution  from  the  Arkansas  Academy  of 
Family  Physicians  Concerning  COLA's 
Accreditation  Program  for  Laboratories 

Whereas,  the  Commission  on  Office  Laboratory 
Accreditation  (COLA)  is  the  only  not  for  profit  educa- 
tion and  accreditation  organization  specifically  de- 
signed to  meet  the  needs  of  physician  directed  labora- 
tories that  are  practice  based  and  was  founded  by  the 
American  Academy  of  Family  Physicians,  the  Ameri- 
can Medical  Association,  the  American  Society  of  In- 
ternal Medicine,  and  the  American  Association  of  Pa- 
thologists; and 

Whereas,  the  Commission  on  Office  Laboratory 
Accreditation  (COLA)  is  approved  by  the  Ffealth  Care 
Financing  Administration  as  an  educational  alternative  to 
federal  certification  of  laboratories  under  CLIA  88;  therefore 
be  it. 

Resolved,  that  the  Arkansas  Medical  Society  en- 
dorse the  accreditation  program  for  laboratories  of  the 
Commission  on  Office  Laboratory  Accreditation;  and 
be  it  further 

Resolved,  that  the  Arkansas  Medical  Society  pub- 
licize information  about  the  Commission  on  Office 
Laboratory  Accreditation  and  encourage  physicians  to 
seek  clinical  laboratory  accreditation  through  COLA 
as  their  peer  review  alternative  to  federal  certification 
under  CLIA  88. 

Annual  Session  Committee 
Jerry  Mann,  M.D.,  Chairman 

The  theme  for  the  Arkansas  Medical  Society  1995 
convention  was  "Charting  the  Course."  The  meeting 
was  held  May  4-6,  1995,  at  the  Arlington  Hotel  in  Hot 
Springs,  Arkansas.  The  first  House  of  Delegates  meet- 
ing was  held  on  Thursday  with  Edward  R.  Anms, 
M.D.,  author  of  Code  Blue:  Health  Care  in  Crisis  and 
past  president  of  the  American  Medical  Association, 
serving  as  the  keynote  speaker.  Dr.  Annis  addressed 
the  issue  of  "Medical  Practice  in  Turmoil:  What  Lies 
Ahead?" 

The  educational  programs  included  "Battered 
Women  Syndrome:  Identifying  & Treating  Survivors" 
presented  by  Dr.  Lenore  E.  A.  Walker,  "Evaluating 
Appropriateness  of  Care"  by  Barry  Chaiken,  M.D.,  and 
"Navigating  Legislative  Changes  in  the  Practice  of 
Medicine,"  an  update  on  legislative  activities  by  Lynn 
Zeno,  Director  of  Governmental  Affairs.  Lee  J. 


Stillwell,  Director  of  the  AMA  Washington  office,  was 
the  featured  speaker  at  the  Shuffield  Luncheon. 

The  Arkansas  Medical  Society  is  extremely  grate- 
ful for  the  support  of  corporate  sponsors  and  exhibi- 
tors. Over  70  companies  were  represented  on  Thurs- 
day and  Friday.  A casino  party  was  enjoyed  by  all  on 
Thursday  evening,  and  physicians  and  guests  attended 
a Blue  Cross  Blue  Shield  Reception  on  Friday. 

The  meeting  concluded  on  Saturday  with  Thomas 
R.  Reardon,  M.D.,  Member  of  the  AMS  Board  of  Trustees, 
giving  the  keynote  address  at  the  final  House  of  Del- 
egates. Officers  and  councilors  were  also  elected  at 
this  meeting.  Dr.  James  Armstrong  of  Ashdown  was 
inducted  as  the  1995-96  AMS  President  at  the  banquet 
on  Saturday  evening  and  honored  at  a reception  and 
dance  following  the  banquet. 

Arkansas  Medical  Society  1996  Budget 
Jerry  Mann,  M.D.,  Chairman 


Income 

Amount 

Budgeted 

Dues 

725,630.00 

Journal  Advertising 

91,000.00 

Booth  Income 

37,000.00 

Annual  Session 

37,000.00 

AMA  Reimbursement 

12,000.00 

Miscellaneous  & Rosters 

15,000.00 

Interest  Income 

70,000.00 

Specialty  Desk 

3,345.00 

Continuing  Medical  Education 

6,300.00 

Allocation  of  GA  Department 

5,000.00 

Educational  Programs 

30,000.00 

TOTAL 

$1,032,275.00 

Expenses 

Salaries 

$269,441.00 

Travel  & Convention 

55,000.00 

President's  Account 

6,000.00 

Taxes 

24,000.00 

Retirement 

30,400.00 

Stationery  & Printing 

15,000.00 

Office  Supplies  & Expenses 

26,000.00 

Telephone 

11,000.00 

Rent 

79,672.00 
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Postage 

30,000.00 

Insurance  & Bonds 

50,000.00 

Auditing 

6,000.00 

Council  & Executive  Committee 

4,800.00 

Journal  & Directory  Expense 

76,500.00 

Dues  & Subscriptions 

3,000.00 

Gifts  & Contributions 

2,500.00 

Alliance 

8,700.00 

Legal  Services  (retainer) 

27,426.00 

Special  Committee 

2,700.00 

Public  Relations 

3,000.00 

Miscellaneous  Expenses 

5,000.00 

Office  Equipment  & Furniture 

17,000.00 

Continuing  Medical  Education 

4,800.00 

Richmond  Early  Retirement 

5,820.00 

Contract  Labor 

5,000.00 

Winter  Meeting 

3,000.00 

Resident  & Student  Section 

6,000.00 

Annual  Session 

71,000.00 

Educational  Programs 

15,000.00 

Physicians  Health  Committee 

10,000.00 

MEFFA  - Dues 

12,175.00 

Managed  Care 

0.00 

AMS  Benefits-Expenses  Owed 

0.00 

TOTAL 

$885,934.00 

Governmental  Affairs  Budget 


Amount 

Income 

Budgeted 

Dues 

$243,500.00 

TOTAL 

$243,500.00 

Expenses 

Salaries 

$107,000.00 

Retirement 

12,600.00 

Taxes 

8,500.00 

Stationery  & Printing 

5,800.00 

Office  Sup,  Telephone,  Misc  Exp 

7,000.00 

Equipment  & Furniture 

1,500.00 

Auto,  Travel  & Meeting 

40,000.00 

Legal  Retainer 

18,300.00 

Postage 

8,500.00 

Insurance  & Bonds 

9,000.00 

Office  Allocation  To  AMS 

5,000.00 

PPA  Coalition 

1,200.00 

Audit 

1,500.00 

TOTAL 

$225,900.00 

Continuing  Medical  Education 
Accreditation  Committee 
Steve  Strode,  M.D.,  Chairman 

The  Arkansas  Medical  Society  is  the  official  ac- 
crediting body  for  organizations  that  provide  or  spon- 
sor CME  for  physicians  within  the  state  of  Arkansas. 
The  Arkansas  Medical  Society  was  awarded  contin- 
ued recognition  for  a period  of  four  years  by  the  Ac- 
creditation Council  for  Continuing  Medical  Education 
(ACCME)  on  September  7,  1995. 

The  accreditation  activities  are  carried  out  by  the 
CME  Accreditation  Committee  which  currently  con- 
sists of  Drs.  Sanford  Hutson,  Charles  Mabry,  Gerald 
Stolz,  Morton  Wilson,  and  myself.  Kay  Waldo  and 
David  Wroten  of  the  AMS  provide  the  administrative 
support  necessary  to  fulfill  our  mission. 

During  the  past  year  the  committee  reviewed  two 
organizations,  both  hospitals,  for  reaccreditation.  The 
results  of  those  reviews  were  full  accreditation  for  both 
hospitals  for  two  years.  One  hospital  was  required  to 
submit  an  interim  report.  One  hospital  voluntarily 
withdrew.  A total  of  nine  hospitals  in  Arkansas  are 
accredited. 

The  accreditation  organizations  are  required  to 
submit  an  annual  report  every  January.  These  are  re- 
viewed by  the  AMS  staff  and  summaries  are  presented 
to  the  committee  for  approval. 

The  committee  is  in  need  of  experienced  survey- 
ors or  physicians  interested  in  learning  to  conduct 
surveys.  Usually  no  more  than  two  or  three  surveys 
are  conducted  per  year  and  each  one  takes  approxi- 
mately one-half  day.  The  surveyors  are  paid  $100.00 
per  survey  plus  mileage.  Committee  meetings  are  held 
on  an  as  needed  basis,  usually  quarterly.  Anyone  in- 
terested in  the  CME  accreditation  program  should  con- 
tact David  Wroten  or  Kay  Waldo. 

This  concludes  the  report  of  the  CME  Accredita- 
tion Committee.  My  sincerest  thanks  to  the  commit- 
tee members  and  staff  for  the  hard  work  that  they  all 
contribute  to  this  process. 

Report  of  the  Council 
Charles  Logan,  M.D.,  Chairman 
AMS  Council: 

The  Council  met  on  Sunday,  February  19,  1995, 
at  the  Holiday  Inn  North  in  North  Little  Rock  and 
the  following  items  of  business  was  received  and 
transacted: 

1.  The  Council  approved  the  minutes  of  the  January 

25,  1995,  Executive  Committee  meeting. 

2.  The  Council  approved  the  minutes  of  the  Novem- 
ber 20,  1994,  Council  meeting. 
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3.  The  Council  approved  Dr.  Michael  Young  of 
Prescott  to  fill  the  vacancy  in  the  Sixth  Councilor 
District  due  to  the  resignation  of  Dr.  John  Gillean. 

4.  Lynn  Zeno  gave  an  update  of  the  activities  of  the 
Arkansas  General  Assembly.  He  discussed  the 
Patient  Protection  Act  which  was  passed  by  the 
Senate  and  will  go  to  the  House.  He  urged  every- 
one to  continue  the  hard  work  to  get  this  bill 
passed.  Lynn  also  discussed  the  Bottle  Rocket  Bill 
which  prohibits  the  sale  and  use  of  bottle  rockets. 
Dr.  William  Jones  asked  everyone  to  support  SB 
379  which  prohibits  smoking  in  public  buildings. 

5.  Dr.  Charles  Rodgers,  Chairman  of  the  Governmen- 
tal Affairs  Committee,  informed  the  Council  that 
the  Political  Action  Committee  did  not  reach  its 
goal  for  1994  and  urged  everyone  to  make  their 
contributions. 

6.  Dr.  Jerry  Mann,  Chairman  of  the  Annual  Session 
Committee,  reminded  everyone  to  make  plans  to 
attend  the  annual  meeting,  May  4-6,  at  the  Ar- 
lington Hotel  in  Hot  Springs. 

7.  Upon  a recommendation  from  the  Budget  Com- 
mittee, the  Council  approved  $15,000  to  support 
Dr.  William  Jones  in  his  campaign  for  a position 
on  the  AMA's  Council  on  Scientific  Affairs.  Dr. 
Jones  thanked  everyone  for  their  support. 

8.  Nancy  Kintzel  greeted  the  Council  and  discussed 
the  AMA's  1995  Legislative  Agenda  including  the 
Medical  Savings  Accounts  and  the  Patient  Protec- 
tion Act  II  which  were  outlined  in  the  AMA's  "Talk- 
ing Points." 

9.  Dr.  Charles  Rodgers  explained  the  Ben  Saltzman, 
M.D.,  Endowed  Professorship  in  Rural  Family 
Medicine  at  UAMS  and  urged  everyone  to  con- 
tribute. Upon  motion  the  Council  approved  a let- 
ter to  be  sent  to  the  Medical  Education  Founda- 
tion for  Arkansas  to  request  a contribution  to  this 
fund. 

10.  The  Budget  and  Membership  Reports  were  re- 
ceived for  information. 

11.  Dr.  Charles  Logan  discussed  the  Shuffield  Award 
and  urged  councilors  to  submit  nominations  prior 
to  February  28. 

12.  Dr.  John  Burge,  Delegate  to  the  AMA,  gave  a re- 
port on  the  AMA  interim  meeting  that  was  held 
in  Hawaii  in  December. 


13.  Dr.  Sandra  Nichols,  Director  of  the  Arkansas  De- 
partment of  Health,  updated  the  Council  on  the 
Department  of  Health  issues  and  stated  their  goal 
was  prevention. 

14.  Mary  Ann  Stallings,  President  of  the  AMS  Alli- 
ance, discussed  Medical  Alliance  Month  which  is 
March.  She  explained  pins  would  be  distributed 
to  physicians  for  domestic  violence  awareness  and 
cards  will  be  printed  for  distribution  to  doctors' 
offices  for  their  patients. 

15.  Dr.  James  M.  Kolb,  Jr.,  recommended  the  forma- 
tion of  a Presidents'  Club.  This  group  of  AMS 
past  presidents,  county  presidents,  and  specialty 
presidents  would  meet  four  times  a year  to  ex- 
change ideas  and  discuss  issues  of  interest.  This 
group  would  not  serve  as  a governing  body  of  the 
AMS  but  as  a forum  for  increasing  communica- 
tion. Upon  motion  the  Council  approved  the  Presi- 
dents' Club  as  a three-year  pilot  project. 

16.  Dr.  Charles  Logan  discussed  the  AMA/Specialty 
Society  RVS  Update  Committee  commonly  referred 
to  as  the  RUC.  The  committee  was  charged  with 
the  responsibility  for  recommending  physician 
work  relative  values  to  the  HCFA  for  new  and  re- 
vised codes  in  the  Physician's  Current  Procedural 
Terminology  (CPT)  in  anticipation  of  a need  to  keep 
the  payment  schedule  current. 

17.  Dr.  I.  Dodd  Wilson,  Dean  of  the  University  of 
Arkansas  College  of  Medicine,  invited  everyone 
to  attend  a dinner  with  the  American  Medical  As- 
sociation on  April  24.  He  will  contact  the  AMS 
with  details  which  will  be  sent  to  the  officers  and 
councilors. 

The  Council  adjourned  to  reconvene  into  Execu- 
tive Session.  Minutes  of  Executive  Sessions  are  avail- 
able for  review  by  any  AMS  member  at  the  Society 
office. 

The  Council  met  on  Thursday,  May  4,  1995,  at 
the  Arlington  Hotel  in  Hot  Springs  and  the  follow- 
ing business  was  received  and  transacted: 

1.  The  Council  approved  the  minutes  of  the  Febru- 
ary 19,  1995,  Council  meeting. 

2.  The  Council  approved  the  minutes  of  the  April 
26,  1995,  Executive  Committee  meeting. 

3.  Mr.  Mike  Mitchell  discussed  the  Patient  Protec- 
tion Act  of  1995,  also  known  as  the  Any  Willing 
Provider  Act.  Lynn  Zeno  was  recognized  for  his 
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work  in  helping  get  this  act  passed. 

4.  Dr.  William  Jones  gave  an  update  of  his  campaign 
activities  for  the  position  on  the  AMA  Council  on 
Scientific  Affairs.  Dr.  Jones  asked  the  Council  to 
write  their  colleagues  in  other  states  and  encour- 
age them  to  support  him  in  his  campaign. 

5.  Upon  motion  the  Council  voted  to  write  a letter  to 
the  Oklahoma  Medical  Society  expressing  sympa- 
thy for  the  recent  bombing  tragedy  in  Oklahoma. 

6.  David  Wroten  presented  a $53,333  check  to  the 
Council  for  payment  of  a loan  that  the  Arkansas 
Medical  Society  made  to  the  AMS  Health  Benefit 
Plan  and  gave  an  update  on  the  recent  chances 
since  going  to  a fully  insured  plan  March  1,  1995, 
through  American  Investors  Life  Insurance  Company. 

7.  The  Arkansas  Medical  Society  Membership  Report 
was  presented  for  information. 

8.  The  Arkansas  Medical  Society  Budget  Report  was 
presented  for  information. 

9.  The  Arkansas  Medical  Society  audit  was  presented 
for  information. 

10.  The  Medical  Education  Foundation  for  Arkansas 
audit  was  presented  for  information. 

11.  Upon  motion  the  Council  voted  to  approve  changes 
to  the  Arkansas  Medical  Society  Alliance  Bylaws. 

12.  Upon  motion  the  Council  voted  to  establish  a Phy- 
sicians Health  Foundation  to  manage  the  money 
that  will  be  distributed  from  the  increase  in  physi- 
cian licensure  fees  that  was  passed  during  the  re- 
cent legislative  session.  This  plan  will  then  be 
presented  to  the  Council  for  final  approval. 

The  Council  met  on  Friday,  May  5,  1995,  at  the 

Arlington  Hotel  in  Hot  Springs  and  the  following 

business  was  received  and  transacted: 

1.  Upon  motion  the  Council  approved  a contribu- 
tion equal  to  $1.00  per  each  dues  paying  member 
to  the  AMA's  State  Medical  Society  Litigation  Center. 

2.  Upon  motion  the  Council  approved  a $2,000  con- 
tribution to  current  Washington  efforts  for  medi- 
cal liability  reform. 

3.  Nancy  Kintzel  of  the  American  Medical  Associa- 
tion greeted  the  Council  and  gave  a brief  update 
on  their  activities. 


4.  Upon  motion  the  Council  approved  requests  for 
dues  exemption  for  life,  emeritus,  and  affiliate 
membership. 

5.  The  Council  approved  a motion  for  a letter  be  writ- 
ten to  Robert  Anderson,  DDS,  thanking  him  for 
his  outstanding  service  to  the  Medical  Services 
Review  Committee. 

6.  Dr.  Robert  McCrary  discussed  problems  surfacing 
in  Garland  County  relating  to  managed  care  and 
relationships  with  the  Arkansas  Medical  Society. 
Other  Council  members  expressed  concern  relat- 
ing to  managed  care  issues.  The  Council  approved 
the  appointment  of  an  ad  hoc  committee  to  work 
with  the  AMS  staff  to  address  meeting  the  needs 
and  concerns  of  physicians  involved  in  managed  care. 

7.  Dr.  Robert  Fiser  presented  a model  plan  for  a health 
care  data  system  in  Arkansas  to  address  accessi- 
bility, accountability,  and  affordability.  The  Coun- 
cil directed  Dr.  James  Armstrong  to  further  inves- 
tigate the  project  and  report  to  the  Council  with 
more  information. 

8.  The  Council  made  the  following  appointments: 

Budget  Committee:  Parthasarathy  Vasudevan, 
Helena 

Journal  Editorial  Board:  UAMS  Position,  Alex 
Finkbeiner,  Little  Rock 

Pension  Plan  Board  of  Trustees:  Mayne  Parker, 
Little  Rock 

Medical  Education  Foundation  for  Arkansas: 
reappointed  Gerald  Stolz,  Russellville 
Committee  on  Position  Papers: 

reappointed  Dennis  Jacks,  Pine  Bluff 
Roger  Cagle,  Paragould,  Chairman 
David  Davis,  Fayetteville 
Michael  Young,  Prescott 
Young  Physicians  Committee: 

Noland  Hagood,  Arkadelphia  (District  #7) 

H.  Jerrel  Fontenot,  Little  Rock  (District  #8) 
David  Murphy,  Russellville  (District  #10) 
Medical  Services  Review  Committee: 

General  Surgery:  Pat  Dolan,  Hot  Springs 
Allergy:  Kelsy  Caplinger,  Little  Rock 
Dermatology:  Peter  Singer,  NLR 
Otolaryngology:  Graves  Hearnsberger, 

Little  Rock 

Ophthalmology:  Richard  Henry,  North 
Little  Rock 

Radiology:  James  McDonald,  Little  Rock 
MSRC  Subcommittee  of  Subspecialties: 
Cardiovascular  Surgery:  reappointed 
William  Fiser,  Little  Rock 
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Stallings  as  vice  chairman  of  the  MSRC. 


Gastroenterology:  reappointed  John  Baber, 
Little  Rock 

Oral  Surgery:  Edward  Cooper,  DDS,  Hot 
Springs 

Physicians'  Advisory  Committee  to  Medicare: 
Allergy:  Kelsy  Caplinger,  Little  Rock 
Cardiovascular  Diseases:  reappointed 
Anthony  Bennett,  Little  Rock 
Dermatology:  reappointed  Scott  Dinehart, 
Little  Rock 

Hematology:  reappointed  Tony  Flippin, 

Fort  Smith 

Oncology:  reappointed  Joseph  Beck, 

Little  Rock 

Otolaryngology:  Graves  Hearnsberger, 

Little  Rock 

Physical  Medicine  and  Rehabilitation: 
reappointed  Barry  Baskin,  Little  Rock 
Radiology:  reappointed  John  Joyce,  Little  Rock 
Therapeutic  Radiology:  Loverd  Peacock, 
Jonesboro 

The  Council  met  on  Sunday,  June  25,  1995,  at 

the  Holiday  Inn  West  in  Little  Rock  and  the  follow- 
ing business  was  received  and  transacted: 

1.  The  minutes  of  the  May  4-5,  1995,  Council  meet- 
ings were  approved. 

2.  The  Council  approved  the  nomination  of  Dr.  An- 
thony Johnson  of  Little  Rock  as  the  new  eighth 
district  councilor. 

3.  The  Council  approved  the  nomination  of  Dr.  Daniel 
Davidson  of  Searcy  as  a second  district  councilor. 

4.  A vacancy  in  the  fourth  councilor  district  was  dis- 
cussed. No  appointments  were  made. 

5.  Dr.  Wayne  Elliott  of  El  Dorado  who  had  previ- 
ously resigned  as  a fifth  district  councilor  was  not 
able  to  attend  the  meeting,  but  notified  the  Coun- 
cil he  would  withdraw  his  resignation  and  con- 
tinue to  serve. 

6.  The  Council  approved  the  nomination  of  Dr.  Jerry 
Byrum,  a pediatrician  from  Little  Rock,  to  serve 
on  the  Journal  Editorial  Board. 

7.  The  Council  discussed  the  resignation  of  Dr.  John 
Crenshaw  as  chairman  of  the  Medical  Services 
Review  Committee.  Upon  motion  Dr.  Joe  Stallings 
of  Jonesboro  was  approved  to  fill  this  position 
Dr.  Stallings  has  served  as  vice  chairman  of  the 
MSRC  Upon  motion  the  Council  also  voted  for 
Dr.  David  Reding  of  Little  Rock  to  replace  Dr 


8.  Lynn  Zeno  discussed  a letter  recently  mailed  to 
group  administrators  from  Arkansas  Blue  Cross 
Blue  Shield.  The  letter  addresses  a perpetual  con- 
tract Blue  Cross  is  asking  groups  to  sign  to  avoid 
the  impact  of  the  Any  Willing  Provider  legisla- 
tion. Lynn  informed  the  members  a resolution 
has  been  drafted  which  asks  for  an  investigation 
on  the  alleged  attempt  of  Blue  Cross  to  circum- 
vent the  Patient  Protection  Act  by  issuing  new 
contracts. 

9.  Dr.  William  Jones  gave  an  update  on  his  campaign 
for  a position  on  the  AMA  Council  on  Scientific 
Affairs.  Dr.  Jones  was  defeated  but  told  the  Council 
he  felt  Arkansas  had  been  well  represented.  He 
thanked  everyone  for  their  support  with  special 
thanks  to  David  Wroten,  Lynn  Zeno,  and  LeAnne 
Rogers  of  the  AMS  staff. 

10.  Dr.  Charles  Logan  discussed  the  ad  hoc  commit- 
tee which  is  to  be  appointed  to  address  concerns 
on  managed  care.  He  asked  for  suggestions  for 
physicians  to  serve  on  this  committee  and  will 
proceed  to  make  appointments. 

11.  Kay  Waldo  informed  the  Council  of  a recent  CME 
site  survey  by  the  ACCME  for  reaccreditation.  Ten 
hospitals  in  Arkansas  are  accredited  by  the  Ar- 
kansas Medical  Society.  The  results  of  the  site 
survey  are  expected  in  September. 

12.  The  Membership  Report  was  accepted  for  infor- 
mation. Ken  LaMastus  informed  the  Council  the 
Arkansas  Medical  Society  had  exceeded  the  bud- 
get on  membership  dues. 

13.  The  Budget  Report  was  accepted  for  information. 

14.  Dr.  William  Jones  reminded  everyone  of  the  im- 
portance of  MED-PAC  and  urged  them  to  join  the 
President's  Club. 

15.  Dr.  James  Armstrong  asked  everyone  to  review 
the  Med-Camps  material  recently  sent  to  them  and 
make  a contribution  to  this  worthwhile  cause. 

The  Council  adjourned  to  reconvene  into  Execu- 
tive Session.  Minutes  of  Executive  Sessions  are  avail- 
able for  review  by  any  AMS  member  at  the  Society 
office. 

The  Council  met  at  noon  on  Sunday,  October  29, 
1995,  at  the  Riverfront  Hilton  in  North  Little  Rock  and 
the  following  business  was  received  and  transacted: 
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The  minutes  of  the  June  25,  1995,  Council  meet- 
ing, the  July  12,  1995,  Executive  Committee  con- 
ference call,  and  the  July  26,  1995,  Executive  Com- 
mittee meeting  were  approved. 

2.  Information  was  received  regarding  the  Medicare 
Conversion  Factors  under  current  law  and  the  pro- 
posed House  bill.  The  AMA  Board  of  Trustees 
has  endorsed  this  legislation.  Under  the  House 
proposal  the  three  current  conversion  factors  for 
different  kinds  of  physician  services  would  be  re- 
placed by  a single  conversion  factor. 

3.  Information  was  received  regarding  HealthSource 
conducting  practice  site  surveys  on  all  primary  care 
physician  offices  beginning  October  1,  1995. 
HealthSource  has  implemented  these  surveys  as 
part  of  their  initial  credentialing  and  recredentialing 
process.  Such  surveys  are  required  to  meet  NCQA 
standards. 

4.  Dr.  Sandra  Nichols,  Director  of  the  Arkansas  De- 
partment of  Health,  discussed  the  Health 
Department's  policies  on  workers  with  hepatitis. 
Instructions  for  reporting  communicable  diseases 
have  been  distributed  to  Arkansas  restaurants. 
Other  methods  of  education  for  restaurant  employ- 
ees are  being  considered.  Public  Service  An- 
nouncements are  also  planned. 

5.  Upon  motion  the  Council  approved  Dr.  John  Lytle 
of  Pine  Bluff  to  fill  the  vacancy  in  the  Fourth  Coun- 
cilor District. 

6.  Upon  motion  the  Council  approved  Dr.  Michael 
Cope,  an  obstetrician/gynecologist  from  Little  Rock, 
to  fill  the  vacancy  on  the  Medical  Services  Review 
Committee. 

7.  Dr.  Glen  Baker  reported  on  the  recently  formed 
Ad  hoc  Committee  on  Managed  Care.  The  com- 
mittee felt  there  is  a need  to  develop  programs 
and  obtain  support  from  the  Arkansas  Medical 
Society.  A recommendation  was  made  to  conduct 
a survey  to  determine  physicians'  involvement  in 
managed  care.  Upon  motion  the  Council  voted 
for  the  committee  to  meet  again  and  make  further 
recommendations  to  the  Council. 

8.  Dr  John  Crenshaw  reported  that  at  the  last  MSCR 
meeting  Dr.  Adamson  stated  that  four  counties 
(Pulaski,  Saline,  Hot  Spnng,  and  Garland  Counties) 
would  be  included  in  the  Medicare  HMO. 

9.  Dr.  David  Davis  informed  the  Council  of  the  group 
of  physicians  in  Washington  and  Benton  Counties 


who  have  raised  $400,000  to  fund  an  initial  devel- 
opment of  a statewide  physician  owned  health  care 
financing  corporation.  The  group  is  called  Arkan- 
sas Physicians  Health  Plans,  PA.  They  have  re- 
quested proposals  from  four  national  consulting 
firms  for  a feasibility  study,  a business  plan,  and  a 
prospectus,  and  will  have  a public  offering  of  stock. 
A representative  of  PROklahoma  Care,  a managed 
care  company  owned  by  Oklahoma  physicians, 
also  spoke.  Upon  motion  the  Council  voted  to 
empower  the  Executive  Committee  to  investigate 
this  and  what  relationship  AMCO  might  develop 
with  the  northwest  Arkansas  HMO. 

10.  Mr.  Mike  Mitchell,  AMS  General  Counsel,  gave 
an  update  on  the  Patient  Protection  Act  lawsuit. 
The  case  filed  in  Fayetteville  has  been  transferred 
to  Little  Rock.  A motion  is  pending  to  dismiss  the 
Blue  Cross  case.  The  case  will  not  be  tried  in  the 
second  week  of  November  as  previously  scheduled. 

11.  Evelyn  Thomas,  President  of  the  Arkansas  Medi- 
cal Society  Alliance,  gave  an  update  on  the 
Alliance's  activities  and  presented  a request  for 
additional  funding  to  hire  an  executive  secretary. 
The  Alliance  is  requesting  an  additional  $6,500  per 
year  for  a total  AMS  contribution  of  $8,700.  Upon 
motion  the  Council  asked  the  Budget  Committee 
to  consider  this  request. 

12.  Dr.  James  M.  Kolb,  Jr.,  explained  the  need  to  es- 
tablish a foundation  to  receive  the  $20.00  increase 
in  the  State  Medical  Board  licensure  fees  for  the 
Physicians'  Health  Committee.  Upon  motion  the 
Council  approved  the  appointment  of  an  ad  hoc 
committee  composed  of  Drs.  Ray  Jouett,  Glen 
Baker,  and  Larry  Lawson  to  develop  a foundation 
and  board  of  directors  and  report  to  the  Executive 
Committee. 

13.  David  Wroten  explained  the  requirements  by  the 
Arkansas  Workers'  Compensation  Commission  for 
physicians  to  receive  12  hours  of  continuing  medi- 
cal education.  The  first  three  hours  will  be  pro- 
vided by  the  Workers'  Compensation  Commission 
and  must  be  completed  by  June  30,  1996.  The 
additional  nine  hours  must  be  completed  by  De- 
cember 31,  1996.  The  Arkansas  Medical  Society 
will  work  with  the  Workers'  Compensation  Com- 
mission to  conduct  seminars. 

14.  A resolution  which  the  medical  association  of 
Maryland  has  asked  the  AMS  to  cosponsor  en- 
titled "National  Physician  Health  Insurance  Com- 
pany" was  presented.  Maryland  will  submit  the 
resolution  at  the  AMA  winter  meeting.  Upon 
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motion  the  Council  voted  to  go  on  record  as  a co- 
sponsor of  the  resolution.  (During  the  Executive 
Session  a motion  was  made  to  reconsider  the  ac- 
tion of  the  Council.  The  Council  voted  to  1)  con- 
tact Maryland  to  get  more  information  about  the 
resolution,  2)  determine  the  support  level  of  the 
resolution,  and  3)  discuss  it  with  the  Heart  of 
America  Caucus.) 

The  Council  adjourned  to  reconvene  in  executive 
session.  Minutes  of  executive  sessions  are  available 
for  review  by  any  member  at  the  Society  office. 

AMS  Executive  Committee: 

The  Executive  Committee  met  on  Wednesday, 
January  25,  1995,  at  the  Arkansas  Medical  Society 
office  in  Little  Rock  and  the  following  business  was 
received  and  transacted: 

1.  Dr.  Mike  Moody  reported  on  the  activities  of  the 
Arkansas  Health  Resource  Commission  and  the 
desire  of  the  Arkansas  Foundation  for  Medical  Care 
to  be  a part  of  the  Health  Information  Data  Sys- 
tem. Concern  was  expressed  that  analyzing  hos- 
pital admission  abstracts  should  be  done  by  orga- 
nizations and  individuals  who  are  trained  and  ex- 
perienced in  this  area.  The  only  organization  ex- 
perience in  this  field  in  Arkansas  is  the  Arkansas 
Foundation  for  Medical  Care.  The  Executive  Com- 
mittee supports  the  AFMC  activities  in  such  a data 
group. 

2.  Mr.  Roy  Jeffus  from  Medicaid  wanted  to  resched- 
ule the  utilization  review  meeting  for  10:00  a.m. 
on  February  22.  The  Executive  Committee  indi- 
cated they  would  not  be  in  town  at  this  time  and 
it  would  cause  a severe  inconvenience  for  them. 
The  Executive  Committee  suggested  that  Mr. 
LaMastus  contact  Mr.  Jeffus  to  offer  meeting  on 
February  19  following  the  Council  meeting.  Dr. 
Mike  Moody  has  agreed  to  assist  the  Executive 
Committee  with  the  utilization  review  since  he  is 
a family  physician  experienced  in  obstetrics. 

3.  The  Executive  Committee  reviewed  information  on 
the  U.  S.  Pharmacopeial  Convention  March  9-12, 
1995,  in  Washington,  D.C.  The  U.  S. 
Pharmacopeial  will  pay  expenses  for  one  delegate 
from  Arkansas  to  attend  the  convention.  The  Ex- 
ecutive Committee  recommended  that  we  offer  this 
opportunity  to  the  physician  who  is  selected  to 
serve  on  the  Arkansas  Drug  Utilization  Review 
(DUR)  Board  (see  item  #5). 

4.  The  Executive  Committee  recommended  Dr.  J. 
Presley  Jackson  of  Little  Rock,  Dr  Larry  Battles  of 


Russellville,  and  Dr.  Thomas  Lewellen  of  Star  City 
to  serve  on  the  Arkansas  Drug  Utilization  Review 
(DUR)  Board. 

5.  The  Executive  Committee  accepted  Dr.  Randolph 
Ellis'  desire  to  give  materials  to  the  Arkansas  Medi- 
cal Society  for  its  historical  archives.  The  Execu- 
tive Committee  authorized  Dr.  Kolb  to  sign  the 
agreement  containing  stipulations.  The  Executive 
Committee  suggested  that  a letter  be  written  to 
Dr.  Ellis  expressing  their  appreciation  of  his  will- 
ingness to  contribute  the  materials  to  the  Arkan- 
sas Medical  Society. 

6.  The  AMA  National  Leadership  Conference  will  be 
held  March  26-29  at  the  Hilton  Hotel  in  Washing- 
ton, D.C.  Dr.  James  Kolb,  Dr.  James  Armstrong, 
and  Ken  LaMastus  will  attend  the  conference.  The 
Executive  Committee  suggested  that  one  other 
physician  be  invited  to  attend  the  conference. 

7.  Dr.  Logan  reported  on  a concern  by  Dr.  John  Wil- 
son, a member  of  the  Council,  regarding  profes- 
sional liability  companies  providing  more  informa- 
tion to  managed  care  organizations  and  hospitals 
than  was  necessary  for  credentialing.  Dr.  Logan 
reported  that  we  have  received  assurances  from 
The  Medical  Protective  Company,  State  Volunteer 
Mutual  Insurance  Company,  and  St.  Paul  Fire  and 
Marine  Insurance  Company  that  through  their 
policies  no  information  is  provided  other  than  that 
pertaining  to  actual  claims  and,  in  many  cases, 
they  report  only  those  filed  in  which  payments 
have  been  made.  Some  of  the  policies  have  re- 
cently been  altered  to  alleviate  this  problem. 

8.  The  Executive  Committee  approved  a list  of  phy- 
sicians for  direct  membership  in  the  Arkansas 
Medical  Society. 

The  Executive  Committee  met  on  Wednesday, 

April  26,  1995,  at  the  Arkansas  Medical  Society  of- 
fice in  Little  Rock  and  the  following  items  of  busi- 
ness were  received  and  transacted: 

1.  A presentation  was  given  by  Dr.  Fiser  on  the  health 
data  system  he  is  working  on  in  cooperation  with 
several  other  individuals  and  organizations.  The 
Executive  Committee  recommended  he  make  the 
presentation  to  the  Council  during  annual  session. 

2.  The  Executive  Committee  reviewed  a plan  for  se- 
lecting members  for  the  Arkansas  State  Board  of 
Health.  Legislation  was  passed  earlier  this  year 
changing  the  districts  from  the  old  six  congres- 
sional districts  to  four  congressional  districts. 
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3.  The  Executive  Committee  heard  a report  on  the 
AMS  Health  Benefits  Plan.  The  Plan  will  pay  the 
Arkansas  Medical  Society  $50,000  of  its  $100,000 
loan  in  the  next  few  days.  The  plan  is  now  in- 
sured by  American  Investors.  AMS  Benefits  staff 
will  continue  to  perform  some  functions  for  the 
insurance  group  and  be  compensated.  The  Ex- 
ecutive Committee,  which  is  the  AMS  Board  of 
Directors,  along  with  three  staff  people  reviewed 
a budget  for  AMS  Benefits,  Inc. 

4.  The  Executive  Committee  approved  a contribution 
to  the  AMA  to  support  the  State  Medical  Society 
Litigation  Center.  The  amount  of  money  to  be 
contributed  would  equal  $1  for  each  dues  paying 
member.  It  was  pointed  out  that  all  the  states  are 
being  asked  to  join  the  efforts  and  many  have  al- 
ready done  so.  This  would  provide  a system  by 
which  funds  would  be  used  along  with  $250,000 
from  the  AMA  for  their  staff  attorneys  to  enter 
lawsuits  that  pertain  to  the  good  of  the  profession. 

5.  The  Executive  Committee  approved  a $2,000  contri- 
bution to  the  AMA  for  their  efforts  in  Washington. 

6.  A list  of  physicians  requesting  direct  membership 
in  the  Arkansas  Medical  Society  was  approved. 

7.  Information  was  provided  on  amending  the 
Society's  Pension  Plan  to  comply  with  IRS  regula- 
tions. There  will  be  a meeting  of  the  Pension  Plan 
Trustees  shortly  after  the  annual  session.  Worthen 
Bank  which  has  been  bought  by  Boatmen's  is  the 
organization  handling  the  plan.  It  is  anticipated 
that  Boatmen's  will  have  some  different  invest- 
ment vehicles  to  use  and  these  will  need  to  be 
reviewed  by  the  Pension  Plan  Trustees. 

8.  The  Executive  Committee  approved  a request  from 
Dr.  Joe  Martindale  to  charge  physicians  for  using 
of  the  Physicians'  Health  Committee  once  they 
have  returned  to  practicing  medicine.  The  amount 
charged  will  be  $600  per  year  for  nonmembers  and 
$300  for  AMS  members.  Dr.  Martindale  recom- 
mended consultation  with  hospitals  be  performed 
for  $150  per  hour  plus  expenses.  This  charge  could 
be  eliminated  with  a $500  per  year  contribution  to 
the  Committee.  Inquiries  from  insurance  compa- 
nies and  hospitals  would  be  charged  $50  per  in- 
quiry. Dr.  Martindale  will  use  his  own  discretion 
on  charging  physicians  who  may  have  financial 
problems. 

9.  The  Executive  Committee  reviewed  a proposal  from 
IC  System,  a collection  agency,  asking  for  an  en- 
dorsement by  the  Arkansas  Medical  Society.  In 
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turn  the  Society  would  receive  a small  amount  of 
funds.  The  Executive  Committee  did  not  feel  com- 
fortable with  endorsing  a collection  agency  and 
voted  not  to  grant  the  endorsement. 

The  Executive  Committee  met  by  conference  call 

on  Wednesday,  July  12,  1995,  and  the  following  busi- 
ness was  transacted: 

1.  The  Executive  Committee  heard  a review  of  the 
recent  lawsuit  filed  by  Arkansas  Blue  Cross  Blue 
Shield  against  a variety  of  organizations  and  insti- 
tutions including  one  physician  and  his  clinic  in 
Forrest  City,  a physician's  surgical  center  in  Pine 
Bluff,  an  optometrist,  a chiropractor,  and  two  hos- 
pitals. Mike  Mitchell  reported  that  the  two  hos- 
pitals had  hired  Harold  Simpson  as  legal  counsel. 
The  optometrist  has  also  hired  Phil  Kaplan  as  his 
legal  counsel.  It  should  be  noted  that  the  optom- 
etrists had  a separate  piece  of  legislation. 

2.  Mike  Mitchell  pointed  out  the  sole  reason  for  fil- 
ing this  lawsuit  was  to  have  the  recent  legislation 
entitled  "The  Patient  Protection  Act"  ruled  invalid. 

3.  Mike  Mitchell  said  the  points  on  the  lawsuit  in- 
volved ERISA  and  due  process  consideration  un- 
der the  14th  Amendment  of  the  U.  S.  Constitu- 
tion. Mr.  Mitchell  indicated  he  felt  we  had  a bet- 
ter than  50%  chance  of  winning  the  lawsuit.  He 
also  indicated  there  would  a meeting  with  the  other 
two  attorneys  involved  in  the  suit  on  Thursday 
and  that  they  were  discussing  working  together 
to  hold  down  legal  expenses.  The  Executive  Com- 
mittee asked  Mr.  Mitchell  what  he  would  estimate 
the  lawsuit  to  cost.  Mr.  Mitchell  estimated  the 
cost  as  approximately  $100,000  and  anticipated  that 
whoever  lost  the  suit  would  appeal  it  to  a higher 
circuit  court  and  possibly  to  the  Supreme  Court. 
He  indicated  the  approximate  cost  at  the  district 
level  (Little  Rock)  would  be  $50,000. 

4.  There  were  discussions  on  several  topics  and  in- 
formation that  the  Executive  Committee  wanted 
reported  back  to  them: 

* Since  this  was  an  effort  to  repeal  a state  law, 
would  the  attorney  general  of  Arkansas  be  involved 
in  the  case. 

* The  opinions  of  the  other  groups  involved  in  the 
lawsuit. 

* If  the  other  groups  involved  in  the  lawsuit  would 
make  some  financial  contributions  toward  the  cost. 
(There  has  already  been  a meeting  of  several  of 
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the  provider  groups  involved  including  podiatrists, 
chiropractors,  pharmacists,  hospitals,  and  physi- 
cal therapists.  The  physical  therapists,  pharma- 
cists, podiatrists,  and  osteopaths  were  not  named 
in  the  lawsuit). 

* They  asked  if  the  AMA  would  want  to  be  in- 
volved in  this  lawsuit  through  its  litigation  center. 

5.  Mike  Mitchell  will  try  to  obtain  an  extension  past 
the  July  25  deadline. 

6.  The  Executive  Committee  discussed  requesting 
contributions  from  AMS  members. 

7.  The  Executive  Committee  asked  that  we  notify  the 
Council  and  the  Budget  Committee  of  their  unani- 
mous approval  to  be  a part  of  this  lawsuit.  The 
Committee  asked  that  the  Council  members  be 
notified  that  we  would  need  an  emergency  meet- 
ing of  the  Council,  conference  call,  or  polling  for 
permission  to  expend  funds. 

The  Executive  Committee  met  on  Wednesday,  July 

26,  1995,  and  the  following  business  was  received 

and  transacted: 

1.  The  Executive  Committee  briefly  discussed  a let- 
ter from  Dr.  David  Davidson  of  Fayetteville  per- 
taining to  physicians  in  northwest  Arkansas  inter- 
ested in  starting  a HMO.  This  matter  was  referred 
to  the  AMS  Management  Company  board  of  di- 
rectors which  met  following  the  Executive  Com- 
mittee meeting, 

2.  The  Executive  Committee  discussed  a letter  from 
the  AMA's  Council  on  Ethical  and  Judicial  Affairs 
concerning  the  membership  of  Dr.  George  H. 
Collier  of  Paragould.  The  Executive  Committee, 
after  being  made  aware  of  Dr.  Collier's  medical 
condition,  decided  not  to  take  any  action.  They 
further  recommended  this  information  be  for- 
warded to  the  AMA's  Council  on  Ethical  and  Ju- 
dicial Affairs. 

3.  The  Executive  Committee  recommended  that  any 
requests  for  reinstatement  of  AMS  membership 
after  a physician's  license  has  been  revoked  be 
referred  to  the  Executive  Committee  for  approval. 
AMS  membership  is  automatically  suspended 
when  one's  license  is  revoked. 

4.  The  Executive  Committee  reviewed  the  AAA 
Model  that  is  being  headed  by  Dr.  Robert  Fiser. 
Dr.  Armstrong  stated  that  he  would  prefer  not  to 
be  on  the  board  as  president  of  the  Arkansas  Medi- 


cal Society.  He  will  be  involved  with  the  new  or- 
ganization and  will  keep  the  Arkansas  Medical 
Society  informed. 

5.  The  Executive  Committee,  based  on  the  recom- 
mendation of  their  county  medical  societies,  ap- 
proved Leah  S.  Campbell,  Pulaski  County,  and 
Edward  Doyle,  Crawford  County,  for  affiliate  mem- 
bership. 

6.  The  Executive  Committee  approved  Dr.  George 
Stroope  of  Pulaski  County  for  emeritus  member- 
ship based  on  information  from  the  Pulaski  County 
Medical  Society. 

7.  The  Executive  Committee  approved  a list  of  phy- 
sicians requesting  direct  membership  in  the  Ar- 
kansas Medical  Society. 

8.  Dr.  Charles  Logan  discussed  the  Committee  on 
Managed  Care.  Dr.  Warren  Skaug,  a pediatrician 
in  Jonesboro,  and  Dr.  Rick  Harrison,  a pediatri- 
cian in  Russellville,  were  recommended  to  serve 
on  the  committee. 

9.  Dr.  John  Crenshaw  discussed  a meeting  that  took 
place  earlier  in  the  day  concerning  the  annual  ses- 
sion. Dr.  Crenshaw  requested  that  the  sugges- 
tion of  having  the  1997  annual  meeting  in  Mem- 
phis be  referred  to  the  Council.  It  was  further 
recommended  that  the  Inaugural  Banquet  be  held 
on  Friday  evening  instead  of  Saturday  evening. 

10.  A report  on  the  lawsuit  Blue  Cross  Blue  Shield 
filed  pertaining  to  the  Patient  Protection  Act  (Any 
Willing  Provider)  was  provided  by  Ken  LaMastus 
and  Lynn  Zeno. 

11.  The  Executive  Committee  recommended  that  the 
members  of  the  AMS  Council  be  polled  for  1)  their 
approval/disapproval  of  spending  up  to  $100,000 
to  fight  the  lawsuit  Arkansas  Blue  Cross  Blue  Shield 
filed  pertaining  to  the  Patient  Protection  Act  (Any 
Willing  Provider)  and  2)  their  preference  to  hav- 
ing a Council  meeting  or  conference  call  to  discuss 
the  expenditure. 

The  Executive  Committee  met  on  Wednesday, 

October  25,  1995,  at  the  Arkansas  Medical  Society 

office  in  Little  Rock  and  the  following  business  was 

received  and  transacted: 

1.  Information  was  provided  to  the  Executive  Com- 
mittee about  the  PROklahoma  Insurance  Company. 
It  was  noted  that  a representative  from  this  com- 
pany and  Dr.  David  Davis  will  be  at  the  next  Coun- 
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cil  meeting  to  explain  the  PROklahoma  program 
and  efforts  by  physicians  in  northwest  Arkansas 
to  start  their  own  insurance  company. 

2.  The  Executive  Committee  briefly  reviewed  a tele- 
phone service  that  would  allow  physicians  to  dic- 
tate lab  and  x-ray  reports  and  patients  could  ob- 
tain this  information  by  calling  a 1-800  number. 
The  opinions  of  the  members  present  were  that 
this  is  something  the  Arkansas  Medical  Society 
should  not  attempt  to  market. 

3.  A list  of  physicians  requesting  direct  membership 
to  the  Arkansas  Medical  Society  was  approved. 

4.  Mr.  David  Wroten  gave  a report  on  the  Patient 
Protection  Act  lawsuit. 

5.  A letter  that  will  be  mailed  to  all  AMS  members 
requesting  financial  assistance  with  the  Patient 
Protection  lawsuit  was  discussed.  The  Executive 
Committee  gave  its  approval  of  the  letter  to  be 
signed  by  Dr.  James  Armstrong,  President  of  the 
Arkansas  Medical  Society.  It  was  mentioned  that 
other  associations  involved  with  the  lawsuit  are 
sending  a similar  letter  to  their  members. 

6.  The  Executive  Committee  gave  their  approval  for 
Arkansas  Medical  Society  Benefits,  Inc.,  to  mar- 
ket disability  insurance  provided  through  Paul 
Revere  Insurance  Company.  Paul  Revere  Com- 
pany is  one  of  the  few  companies  left  offering  spe- 
cialty specific  disability  insurance. 

7.  Dr.  John  Crenshaw  discussed  the  results  a survey 
regarding  annual  sessions  being  held  outside  of 
Arkansas.  This  survey  was  sent  to  AMS  members 
who  attended  the  last  two  annual  sessions.  He 
mentioned  that  the  president's  inauguration  will 
be  held  on  Friday  night  this  year  instead  of  Satur- 
day night. 

8.  Dr.  James  Kolb  provided  information  on  the  AMS 
Management  Company.  Dr.  Kolb  pointed  out  this 
information  has  been  provided  to  the  Budget  Com- 
mittee and  they  are  waiting  to  hear  from  the  AMCO 
Board  of  Directors  before  making  any  decisions. 
It  was  the  opinion  of  the  Executive  Committee, 
which  for  the  most  part  is  the  Board  of  Directors 
for  AMCO,  that  the  Budget  Committee  would  rec- 
ommend continuing  to  provide  loans  to  AMCO 
up  to  the  amount  originally  agreed  upon  which 
was  $200,000. 

The  Executive  Committee  met  on  Wednesday,  De- 
cember 13,  1995,  at  the  Arkansas  Medical  Society 
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office  in  Little  Rock  and  the  following  business  was 

received  and  transacted: 

1.  The  Executive  Committee  endorsed  the  Arkansas 
Museum  of  Science  and  History  Health  Hall.  A 
letter  of  endorsement  will  be  forwarded  to  Mr.  Bill 
Bradshaw  and  this  endorsement  will  be  mentioned 
in  the  AMS  Newsletter. 

2.  The  Executive  Committee  reviewed  a letter  from 
Arkansas  Blue  Cross  Blue  Shield  concerning  its 
workers'  compensation  managed  care  program. 
The  Executive  Committee  suggested  this  informa- 
tion be  provided  to  the  membership  through  the 
AMS  Newsletter. 

3.  The  Executive  Committee  endorsed  the  nomina- 
tion of  Dr.  William  N.  Jones  for  a position  on  the 
AMA's  Council  on  Scientific  Affairs.  A letter  of 
endorsement  will  be  forwarded  to  the  AMA. 

4.  The  Executive  Committee  approved  a recommen- 
dation from  the  Arkansas  Health  Care  Providers 
Coalition  and  endorsed  the  Arkansas  Medical 
Society's  involvement  with  the  coalition.  The  Ex- 
ecutive Committee  requested  the  Budget  Commit- 
tee approve  approximately  $6,000.00  in  funding 
for  this  program.  Funding  will  also  be  provided 
by  other  organizations  in  the  coalition  in  propor- 
tion to  their  share  of  the  Medicaid  budget. 

5.  The  Executive  Committee  approved  a list  of  phy- 
sicians requesting  direct  membership  in  the  Ar- 
kansas Medical  Society. 

6.  A certificate  of  appreciation  to  Mr.  Leon  Brown 
was  signed  by  the  members  present.  This  certifi- 
cate of  appreciation  is  for  helping  Arkansas  physi- 
cians during  his  years  of  service  with  Arkansas 
Blue  Cross  Blue  Shield. 

7.  The  Executive  Committee  requested  a letter  of  sup- 
port be  written  to  the  AMA  on  behalf  of  Dr.  Will- 
iam Golden  who  is  running  for  a position  on  the 
AMA's  Board  of  Trustees. 

8.  The  Executive  Committee  heard  a report  from  Mr. 
Mike  Mitchell  concerning  the  lawsuit  pertaining 
to  the  Patient  Protection  Act.  The  case  is  sched- 
uled to  be  heard  on  May  20,  1996  in  a court  trial 
before  Judge  James  M.  Moody.  Discovery  is  to  be 
completed  no  later  than  March  25.  Mr.  Mitchell 
was  encouraged  that  there  were  no  immediate 
rulings  from  the  bench. 

9.  A presentation  was  given  by  Dr.  David  Davis  con- 
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cerning  physicians  in  northwest  Arkansas  inter- 
ested in  organizing  an  insurance  company.  The 
Executive  Committee  did  not  make  any  decisions 
regarding  this  matter. 

The  Arkansas  Medical  Society  Executive  Com- 
mittee met  on  Wednesday,  January  24,  1996,  at  the 
Arkansas  Medical  Society  office  in  Little  Rock  and 
the  following  business  was  received  and  transacted: 

1.  The  Executive  Committee  received  an  update  on 
the  Patient  Protection  Act  lawsuit.  The  attorneys 
have  until  March  25  to  complete  discovery.  The 
trial  date  is  set  for  May  20  in  Judge  Moody's  court. 
Mike  Mitchell  expects  a decision  sometime  in  June. 

2.  The  Executive  Committee  received  an  update  from 
David  Wroten  on  the  Workers'  Compensation  Com- 
mission requirements  for  continuing  medical  edu- 
cation. He  also  discussed  concerns  by  insurance 
companies  regarding  the  mandatory  managed  care 
organization  requirements.  David  reported  that 
no  where  in  the  law  does  it  mention  this  being 
mandatory. 

3.  The  Executive  Committee  discussed  the  AMA 
Leadership  Conference  to  be  held  in  March.  The 
Executive  Committee  gave  its  approval  for  three 
members  and  one  staff  person  to  attend  the  con- 
ference and  for  the  Society  to  pay  Dr.  William  Jones' 
registration  fee  with  the  remainder  to  come  from 
his  campaign  funds. 

4.  The  Executive  Committee  reviewed  a request  for 
membership  in  the  Arkansas  Tort  Reform  Asso- 
ciation (ATRA).  The  Society  paid  $5,000.00  last 
year  to  join  ATRA  when  legislation  on  tort  reform 
was  expected  to  be  introduced  in  the  legislature. 
The  Executive  Committee  asked  Ken  LaMastus  to 
review  this  matter  and  consider  a lower  contribution. 

5.  The  Executive  Committee  discussed  endorsing 
Autoflex  Leasing  Company.  This  would  be  a five- 
year  commitment  and  would  be  managed  through 
AMS  Benefits,  The  agreement  includes  advertis- 
ing in  the  journal  and  membership  directory,  sup- 
port at  the  annual  convention,  and  $100.00  per 
automobile  leased  or  purchased  by  Arkansas  phy- 
sicians. The  Texas,  Oklahoma,  and  the  Pennsyl- 
vania Medical  Associations  also  endorse  Autoflex 
Leasing.  Currently  some  AMS  members  purchase 
their  vehicles  through  Autoflex  and  are  satisfied 
with  their  services.  The  AMS  recently  purchased 
a company  automobile  through  Autoflex  and  the 
savings  were  approximately  $800.00  over  other 
companies.  The  Executive  Committee  gave  its 


approval  for  endorsement  of  Autoflex  Leasing 
Company. 

6.  The  Executive  Committee  discussed  preparing  a 
legal  guide  containing  all  the  medically  related  laws 
in  Arkansas.  Mr.  Mitchell  indicated  he  has  a law 
clerk  who  could  spend  the  summer  working  on 
this  project  instead  of  one  of  the  law  partners  which 
would  be  a considerable  savings  for  the  Society. 
The  Executive  Committee  recommended  this  be 
referred  to  the  Council  at  its  next  meeting  with 
estimates  on  the  cost  of  preparing  the  guide  and 
estimated  sale  price. 

7.  The  Executive  Committee  reviewed  information 
concerning  leasing  a portion  of  the  AMS  Manage- 
ment Company  suite.  This  cost  of  preparing  part 
of  the  suite  to  be  leased  could  be  as  high  as  $10,000 
to  $11,000.  There  are  potential  tenants  who  have 
expressed  interest  in  the  space.  The  Executive 
Committee  recommended  that  we  proceed  with 
leasing  the  unused  portion  of  the  AMS  Manage- 
ment Company  suite. 

8.  The  Executive  Committee  approved  a list  of  phy- 
sicians requesting  direct  membership  into  the  Ar- 
kansas Medical  Society. 

9.  Dr.  John  Crenshaw  recommended  that  we  con- 
tact Dr.  James  Adamson  at  Arkansas  Blue  Cross 
Blue  Shield  and  ask  him  to  provide  a list  of  MSRC 
and  Medicare  Advisory  Committee  members  who 
have  missed  two  consecutive  meetings  or  one-half 
of  the  meetings  per  calendar  year.  This  would  help 
us  and  the  specialty  groups  in  appointing  physi- 
cians to  serve  on  these  two  committees. 

Report  of  the  Executive  Vice  President 
Ken  LaMastus,  CAE 

By  far  the  predominant  health  care  issues  in  Ar- 
kansas during  the  past  year  have  been  those  involv- 
ing managed  care.  We  have  seen  the  growth  and  de- 
velopment of  an  alphabet  soup  of  organizations  such 
as  IPA's  , PHO's,  PPO's,  MSO's,  and  HMO's.  We  are 
hearing  more  about  such  terms  as  economic 
credentialing,  closed  panels,  capitation,  and  withholds. 
We  are  seeing  hospitals  and  physician  groups  being 
sold  and  alliances  between  hospitals  and  physician 
groups  to  the  point  where  it  is  almost  impossible  to 
keep  up  with  the  various  organizations.  All  of  these 
changes  are  because  of  pressure  for  hospitals  and  phy- 
sicians to  contain  cost  while  these  providers  are  con- 
cerned about  having  an  adequate  number  of  patients 
to  utilize  their  services.  These  changes  are  occurring 
across  the  nation.  We  are  in  a revolution  in  the  way 
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health  care  is  organized,  delivered,  and  paid  for.  This 
revolution  is  occurring  rapidly  and  has  had  an  impact 
on  all  those  involved  in  the  delivery  of  health  and 
medical  care  services. 

There  is  a great  deal  of  concern  being  expressed 
by  both  physicians  and  patients  about  the  physician's 
ability  to  continue  to  be  an  advocate  for  their  patients. 
Physicians  in  Arkansas  are  not  accustomed  to  capita- 
tion systems  that  pay  them  for  not  seeing  patients  and 
reward  them  for  how  little  they  do  for  patients.  There 
are  concerns  about  the  delivery  of  services  by  man- 
aged care  organizations.  This  has  been  an  issue  on 
television  programs  and  all  major  publications  around 
the  country.  Concerns  have  been  expressed  in  the 
media  about  managed  care  organizations  giving  sala- 
ries and  benefits  totaling  as  much  as  $7  million  a year 
to  managers. 

In  discussions  about  managed  care  it  is  apparent 
that  the  physician  has  a legal  and  moral  responsibility 
to  be  the  advocate  for  the  patient.  This  has  been  the 
traditional  role  of  medicine  and  the  ethical  position 
that  physicians  should  take.  This  will  continue  to  have 
an  impact  on  the  physicians  of  Arkansas  and  the  Ar- 
kansas Medical  Society. 

During  the  last  legislative  session  the  Arkansas 
Medical  Society,  through  the  efforts  of  Lynn  Zeno, 
lead  a coalition  that  was  able  to  pass  the  Patient  Pro- 
tection Act.  The  Arkansas  Medical  Society,  the  Ar- 
kansas Attorney  General's  Office,  and  other  groups 
are  currently  involved  in  a major  lawsuit  defending 
this  law.  There  have  been  several  federal  district  courts 
that  have  ruled  various  ways  on  this  type  of  legisla- 
tion. We  are  certain  that  one  of  these  cases  will  end 
up  before  the  U.S.  Supreme  Court.  The  Arkansas 
Medical  Society  has  defended  the  idea  that  individu- 
als should  have  the  right  to  choose  the  professionals 
who  provide  their  medical  care  services.  This  was 
strongly  supported  by  the  people  of  Arkansas  and 
overwhelmingly  passed  by  the  legislature. 

During  the  last  few  months  the  Society  has  been 
deeply  involved  with  issues  pertaining  to  the  work- 
ers' compensation  mandatory  managed  care  organiza- 
tion plan.  Even  though  legislation  did  not  require  it, 
the  Arkansas  Workers'  Compensation  Commission 
mandated  that  all  employers,  both  self  insured  and 
insured,  must  be  signed  up  with  a managed  care  or- 
ganization certified  through  the  Workers'  Compensa- 
tion Commission.  They  also  mandated  that  physi- 
cians must  obtain  a certain  amount  of  continuing  medi- 
cal education  to  participate  in  the  workers'  compensa- 
tion program.  After  intense  pressure  from  the  Arkan- 
sas Medical  Society,  the  commission  finally  ruled  that 
continuing  medical  education  was  not  mandatory  and 
because  of  public  pressure  they  may  not  require  em- 
ployers to  sign  up  with  a managed  care  organization. 
This  issue  is  still  undecided.  David  Wroten  has  been 
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the  lead  staff  person  on  this  issue. 

The  Society  along  with  the  AMA  is  keeping  a close 
watch  on  what  will  happen  with  the  federal  budget 
and  what  type  of  reductions  will  occur  in  Medicare 
and  Medicaid.  Most  of  the  members  of  Congress  are 
of  the  belief  that  some  type  of  block  grant  program 
will  be  handed  down  to  the  states  for  the  Medicaid 
program.  This  will  leave  the  state  of  Arkansas  in  more 
control  of  the  Medicaid  program  and  free  of  some  of 
the  federal  bureaucratic  problems  that  have  occurred 
in  the  past.  This  will  also  put  tremendous  pressure 
on  the  state  to  change  parts  of  the  Medicaid  program. 
The  Society  along  with  other  health  care  associations 
is  watching  at  the  federal  and  state  levels  to  see  what 
type  of  block  grant  legislation  will  be  passed. 

The  Arkansas  Medical  Society  is  looking  at  vari- 
ous methods  of  obtaining  a web  site  or  address  on  the 
Internet.  Other  state  medical  associations  are  using 
the  Internet  as  a means  of  communicating  with  their 
members  through  computer  modems.  The  concern  is 
to  develop  a system  that  physicians  in  Arkansas  can 
link  into  at  a reasonable  cost.  Such  a system  would 
allow  for  the  posting  information  such  as  copies  of 
legislative  bills,  key  correspondence,  and  other  items 
that  might  be  desired  by  the  membership. 

Membership  in  the  Arkansas  Medical  Society  was 
at  an  all  time  high  last  year  with  a total  membership  of 
3,851.  This  figure  includes  all  classifications  such  as 
active  members,  residents,  medical  students,  and  re- 
tired physicians. 

There  is  concern  among  the  leadership  as  well  as 
the  staff  about  the  impact  of  managed  care  on  the 
membership  and  the  role  the  Society  should  be  pro- 
viding to  assist  physicians.  The  principle  role  of  the 
Arkansas  Medical  Society  is,  and  will  always  be,  to 
serve  as  an  advocate  for  physicians  in  the  same  man- 
ner as  the  physician's  role  is  to  be  an  advocate  for 
their  patients. 

On  a personal  level,  I wish  to  thank  all  those  who 
have  taken  part  in  the  leadership  of  this  association  as 
well  as  those  who  have  given  their  time  working  on 
issues  important  to  medicine.  Many  times  our  knowl- 
edge about  an  issue  comes  from  those  who  communi- 
cate with  the  leadership  and  staff.  Also,  my  thanks  to 
our  staff  for  their  efforts  in  your  behalf. 

Physicians'  Health  Committee 
Joe  Martindale,  M.D.,  Chairman 

The  Physicians'  Health  Committee  averaged  see- 
ing one  new  physician  per  month  during  the  past  year. 
We  reviewed  the  credentials  and  recovery  of  twelve 
physicians  coming  to  Arkansas  from  other  states.  Four 
physicians  relapsed  during  1995,  they  are  all  back  in 
treatment.  We  have  had  approximately  200  physicians 
in  the  program.  The  Physicians'  Health  Committee 
has  been  very  active  in  dealing  with  hospitals  and 
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managed  care  companies  since  they  have  made  us  a 
part  of  their  credentialing  process.  This  was  mostly  a 
unilateral  agreement  from  their  standpoint  but  we  went 
ahead  and  spent  our  time  and  money  to  do  this  since 
our  physicians  are  involved. 

Approximately  50%  to  60%  of  the  physicians  we 
encounter  are  members  of  the  Arkansas  Medical  Soci- 
ety. I am  proposing  an  administrative  fee  of  $300.00 
per  year  for  members  of  the  Arkansas  Medical  Society 
and  $600.00  per  year  for  nonmembers.  A $20.00  in- 
crease in  the  medical  licensure  fees  will  provide  most 
of  the  funds  for  the  foundation.  I feel  that  hospitals 
and  managed  care  companies  should  contribute.  This 
is  beginning  to  occur  in  other  programs  across  the 
country. 

The  Arkansas  Medical  Society  is  in  the  process  of 
forming  a foundation  so  contributions  to  our  program 
will  be  tax  deductible.  As  soon  as  the  funds  are  avail- 
able I plan  to  become  the  full-time  director  and  hire  a 
full-time  secretary  which  will  give  me  more  time  to 
give  educational  programs  across  the  state  and  be  in 
closer  contact  with  our  recovering  doctors.  We  will  be 
renting  office  space  in  a medical  office  building  in  Bryant. 

I am  excited  about  having  a program  that  is  on  a 
par  with  other  states.  From  all  of  us  who  have  been 
involved  with  the  Physicians'  Health  Committee,  we 
say  thank  you  to  the  Arkansas  Medical  Society  for 
helping  to  make  it  all  possible. 

AMS  Management  Company 
Arkansas  Managed  Care  Organization 
Janell  L.  Mason,  COO 

As  we  pass  our  second  anniversary,  we  at  AMSMC/ 
AMCO  celebrate  the  success  we  have  experienced. 
With  the  2nd  largest  statewide  network  of  physicians 


and  hospitals,  we  strive  to  return  the  reigns  of  man- 
aged care  to  those  most  equipped  to  manage  care  - 
physicians. 

AMCO  is  the  only  statewide  physician-sponsored 
alternative  to  insurer-sponsored  managed  care.  Our 
goal  - to  provide  managed  care  which  is  competitive 
in  pricing  and  superior  in  quality  and  access  to  care. 

In  1995,  much  of  our  time  was  spent  marketing 
our  network  to  national  payors,  third  party  adminis- 
trators and  brokers.  With  an  outstanding  January  1996 
enrollment,  it  is  evident  that  AMCO  has  been  well 
received  in  the  market  place. 

The  unique  structure  of  AMCOs  local  community 
networks  moves  us  in  the  right  direction  for  the  fu- 
ture - community-based  integrated  delivery  systems 
with  the  ability  to  tie  in  to  regional  and  statewide  net- 
works. We  have  been  invited  to  present  this  concept 
to  other  physician  groups,  employers  and  carriers  alike. 

Some  areas  of  the  state  have  experienced  an  accel- 
erated level  of  activity  through  their  local  AMCO.  In 
surveying  their  particular  situations,  we  find  three 
common  factors  for  success:  a high  level  of  physician 
participation,  a low  level  of  managed  care  penetration 
within  the  area,  and  most  important,  active  involve- 
ment by  local  AMCO  physician  members. 

In  addition,  AMSMC  has  continued  to  provide 
AMCO  physician  members  with  managed  care  con- 
tract summaries  and  we  have  also  provided  negotiat- 
ing services  for  physicians  who  wish  to  access  other 
managed  care  contracts. 

In  light  of  the  ever-changing  horizon  of  managed 
care,  the  structure  of  your  organization  has  allowed 
us  to  address  the  needs  of  payors  in  a very  unique 
manner.  We  look  forward  to  taking  the  next  step  into 
managed  care  in  1996  and  appreciate  your  continued 
support  of  AMCO. 


Reports  for  Reference  Committee  # 2 


Ad  hoc  Committee  on  Managed  Care 
Glen  Baker,  M.D.,  Chairman 

The  Ad  hoc  Committee  on  Managed  Care  has  met 
on  one  occasion  to  discuss  the  needs  of  physicians 
considering  the  managed  care  environment.  The  two 
greatest  needs  that  were  pointed  out  by  the  commit- 
tee were  those  of  information  and  education. 

The  Committee  discussed  surveying  physicians 
concerning  managed  care.  However,  there  was  a sur- 
vey recently  done  by  one  of  the  Little  Rock  area  news- 
papers pertaining  to  managed  care.  That  information 
is  widely  known.  Over  1,000  physicians  were  polled 
inside  the  Little  Rock  area  and  across  the  state.  It  was 
a rather  extensive  survey  in  terms  of  the  number  of 
physicians. 

I have  personally  considered  a focus  group  of 


physicians  representing  various  specialties  in  various 
areas  of  the  state  to  determine  the  range  of  services 
the  Society  could  provide  to  its  members. 

Medical  Education 
Foundation  for  Arkansas 
Martin  Eisele,  M.D.,  President 

The  Medical  Education  Foundation  for  Arkansas 
was  organized  by  the  Arkansas  Medical  Society  in  1959. 
It  is  governed  by  a board  of  directors  appointed  by  the 
Council  of  the  Arkansas  Medical  Society.  I am  privi- 
leged to  serve  as  president.  Other  members  of  the 
board  are  Drs.  Gerald  Stolz,  William  Bishop,  and  James 
Kyser  Serving  as  ex-officio  with  voting  power  are  the 
Arkansas  Medical  Society  president,  president-elect. 
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immediate  past  president,  and  the  Dean  of  the  Uni- 
versity of  Arkansas  College  of  Medicine. 

The  Foundation  receives  funds  contributed  by  the 
Arkansas  Medical  Society  which  amounts  to  $5.00  for 
each  full  dues  paying  member  per  year.  By  conserva- 
tive investment  and  expenditures,  the  Foundation  has 
grown  to  a net  worth  in  excess  of  $400,000.  The  Foun- 
dation has  an  independent  audit  each  year  and  a copy 
of  the  audit  is  provided  to  the  Council.  Funds  are 
used  each  year  to  promote  the  art  and  science  of  medi- 
cine and  the  betterment  of  the  health  of  the  public  by 
providing  financial  support  to  recognize  schools  or 
institutions  who  provide  primary  and  advanced  medi- 
cal education.  The  board  has  established  a policy  of 
accumulating  funds  over  a period  of  time  so  in  the 
future  the  foundation  will  have  adequate  funds  to 
undertake  major  projects. 

Funds  have  been  provided  in  the  past  to  the  Uni- 
versity of  Arkansas  College  of  Medicine  which  uses 
funding  to  pay  for  speakers  who  would  not  otherwise 
have  been  available  to  lecture  medical  students  and 
physicians  in  training.  One  example  of  this  is  Dr. 
James  R.  West,  Professor  and  Chair  of  Anatomy,  Texas 
A&M  University  College  of  Medicine,  who  spoke  to 
the  freshmen  medical  class.  The  purpose  of  this  lec- 
ture was  to  introduce  clinical  concepts  of  fetal  alcohol 
syndrome  research. 

The  Arkansas  Medical  Society  received  a letter  from 
Shirley  Ann  Gilmore,  Ph.D.,  Chairman  of  the  Depart- 
ment of  Anatomy,  and  Patrick  W.  Tank,  Ph.D.,  Course 
Director,  Gross  Anatomy,  thanking  the  Society  for 
providing  support  for  such  lectures.  They  stated,  "ac- 
tivities such  as  this  provide  an  important  enrichment 
experience  for  medical  students."  The  Foundation  also 
provides  occasional  grants  to  other  medical  related 
programs. 

Medical  Services  Review  Committee 
Joe  Stallings,  M.D.,  Chairman 

The  Medical  Services  Review  Committee  met  on 
January  25,  1995,  July  26,  1995,  and  October  25,  1995. 
The  next  meeting  of  the  Medical  Services  Review  Com- 
mittee will  be  held  on  April  24,  1996.  The  Medicare's 
development  of  a clinical  advisory  committee  has  re- 
duced the  case  load  of  the  Medical  Services  Review 
Committee.  The  meetings  have  been  less  frequent, 
usually  quarterly. 

The  efforts  exerted  by  the  members  of  the  Medical 
Services  Review  Committee  are  appreciated  by  the 
Arkansas  Medical  Society  Council  and  Arkansas  Blue 
Cross  Blue  Shield. 

AMS  Medical  Student  Section 
Brian  Meyer,  Immediate  Past  President 

The  Medical  Student  section  had  a busy  and 
successful  1995.  In  addition  to  our  local  chapter  activities, 
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members  attended  both  the  annual  and  interim  AMA- 
MSS  meetings  in  Chicago  and  Washington,  D.C.,  as 
well  as  the  annual  AMS  meeting  in  Plot  Springs. 

Increased  membership  communication  was  an 
important  agenda  item  this  year.  We  have  started 
using  E-mail  for  regular  electronic  newsletters.  This 
has  been  well  received  and  eliminates  printing  and 
mailing  costs. 

Several  students  began  volunteering  at  the  West 
Side  Free  Medical  Clinic  after  Karen  DiPippa  spoke  at 
our  March  and  September  meetings.  First  and  second 
year  students  are  given  the  opportunity  to  practice 
taking  vital  signs  and  basic  histories  while  upper 
classmen  have  the  opportunity  for  more  independent 
work  including  detailed  histories  and  physicals. 

Last  year  was  a big  rebuilding  year  for  member- 
ship. Our  membership  recruiter  signed  up  just  over 
one-half  of  the  freshmen  class  in  September  and  earned 
the  section  a $1,300.00  recruiting  bonus  from  the  AMA. 
These  funds  will  be  used  to  support  various  chapter 
activities. 

At  our  October  meeting,  students  developed  bet- 
ter business  sense  and  money  management  during  a 
question/answer  panel  sponsored  by  Boatmen's  Bank. 
Students  had  the  opportunity  to  talk  to  representa- 
tives from  several  departments  about  mortgages,  stu- 
dent loans,  credit,  investments,  and  startup  capital  for 
a practice. 

Several  members  recently  attended  the  1995  AMA- 
MSS  interim  meeting  in  Washington,  D.C.  A total  of 
twenty  items  of  business  including  eleven  resolutions 
were  considered.  The  major  issue  discussed  at  this 
meeting  concerned  fairness  in  the  National  Residency 
Matching  Program  (NRMP)  and  a resolution  address- 
ing bias  in  the  match  was  transmitted  immediately  to 
the  AMA  House  of  Delegates. 

Significant  concerns  were  raised  over  the  current 
realization  that  the  NRMP  operates  according  to  a "hos- 
pital optimal"  rather  than  a student  optimal  algorithm. 
The  traditional  explanation  offered  to  students  enter- 
ing the  match  has  not  clearly  represented  the  true  na- 
ture of  the  match  and  has  been  misinterpreted  by 
medical  students  and  many  in  the  medical  commu- 
nity. 

The  MSS  adopted  a comprehensive  policy  asking 
the  AMA  to  take  immediate  action  to  provide  dear 
and  correct  information  concerning  the  inherent  bias 
in  the  hospital  optimal  algorithm  used  by  the  NRMP. 
Recognizing  that  the  NRMP  has  hired  an  independent 
consultant  to  evaluate  the  situation  the  MSS  asked  the 
AMA  to  support  this  study  and  report  back  with  an 
evaluation  of  the  results.  Finally,  the  policy  states  that 
the  AMA  should  remain  committed  to  ensuring  a fair 
residency  selection  process  that  works  to  accommo- 
date the  students  best  interest. 

Due  to  its  extreme  relevance  to  medical  students, 
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this  resolution  was  immediately  forwarded  to  the  AMA 
House  of  Delegates.  Resolution  #332,  "Fairness  in  the 
National  Residency  Matching  Program"  was  adopted 
by  the  AMA  House  of  Delegates  and  amended  by  an 
additional  resolve  clause  which  further  directed  the 
AMA  to  include  a clear  description  of  the  match  algo- 
rithm and  advisory  to  students  in  its  Graduate  Medi- 
cal Education  Directory. 

In  closing,  I would  like  to  extend  a sincere  thank 
you  to  Laura  Harrison,  the  Arkansas  Medical  Society, 
and  the  members  of  the  medical  student  section  for 
your  continued  guidance  and  support  of  the  AMS 
Medical  Student  Section. 

Ouachita  County  Medical  Society 
Robert  H.  Nunnally,  M.D.,  Secretary/Treasurer 

The  Ouachita  County  Medical  Society  blazed  a new 
trail  in  1995  by  creating  a mechanism  to  provide  schol- 
arships for  health  care  students  from  Ouachita  County. 
Two  community  clinics  admit  patients  to  the  Ouachita 
County  Medical  Center.  The  physicians  from  these 
clinics  do  not  manage  inpatients  because  of  the  dis- 
tance. In  each  instance  the  clinic  provides  a retainer 
fee  for  the  physicians  who  take  care  of  the  clinic's  in- 
patients. These  physicians  donate  the  proceeds  of  the 
retainer  fees  to  the  Ouachita  County  Medical  Society 
to  fund  scholarships  for  students  in  the  health  sci- 
ences from  this  county.  For  1996,  three  $1,000.00  schol- 
arships will  be  offered. 

Drs.  James  Guthrie  and  Robert  Nunnally  retired 
from  the  Ouachita  Valley  Family  Clinic  in  1995. 

Ouachita  County  Medical  Society  meetings  were 
well  attended  in  1995.  Members  were  very  concerned 
about  the  rapid  changing  evolution  in  the  medical  care 
industry. 

Pulaski  County  Medical  Society 
(Eighth  Councilor  District) 

Fred  Reddoch,  Executive  Director 

1995  was  a good  year  for  the  Pulaski  County  Medi- 
cal Society.  Under  the  excellent  leadership  of  Presi- 
dent John  L.  Wilson,  the  Society  engaged  in  a number 
of  productive  endeavors.  Highlights  of  the  year  in- 
cluded the  following: 

1.  presentation  of  a $5,400  scholarship  to  a UAMS 
medical  student. 

2.  administrative  support  of  the  Senior  Physicians 
of  Arkansas. 

3.  addition  of  64  new  members. 

4.  management  of  the  Pulaski  County  Medical  Ex- 
change which  handled  over  500,000  calls  for  the 
Pulaski  County  Medical  Society  members  and  their 
patients. 

5 meeting  with  Lt.  Governor  Mike  Huckabee. 

6.  joint  meeting  with  Pulaski  County  Bar  Association 


which  drew  over  220  persons. 

The  Society  looks  forward  to  another  successful 
year  with  Dr.  Bruce  Schratz  at  the  helm! 

Arkansas  Department  of  Health 
Sandra  B.  Nichols,  M.D.,  Director 

It  is  my  privilege  to  present  to  the  Arkansas  Medi- 
cal Society  a summary  of  the  major  accomplishments 
and  activities  of  the  Arkansas  Department  of  Health 
in  1995.  This  has  been  an  exciting  year  at  the  Depart- 
ment, but  also  one  of  anticipation.  We  have  seen  the 
mood  of  the  country  move  increasingly  toward  goals 
of  reducing  both  the  cost  of  government  and  the  cost 
of  health  care.  We  support  these  goals  and  are  striv- 
ing to  accomplish  them  through  the  preventive  and 
protective  health  services  we  offer.  We  have  enjoyed 
a long  history  of  a strong  working  relationship  with 
the  Arkansas  Medical  Society  and  its  members  and 
believe  that  this  partnership  is  even  more  critical  now 
to  assure  that  the  full  range  of  appropriate  health  ser- 
vices is  available  to  all  our  citizens. 

Personal  Health  Services 

* Developed  a simplified  meal  planning  tool  for 
pregnant  women  with  gestational  diabetes.  The 
one  page  guide  includes  basic  information  on  dia- 
betic diet  principles,  the  Food  Guide  Pyramid,  and 
a sample  day's  menus. 

* Added  single  ingredient  Ephedrine  products  to 
the  list  of  controlled  substances.  All  products  con- 
taining Ephedra,  Ephedrine,  its  salts,  its  optical  iso- 
mers or  salts  of  optical  isomers  as  the  sole  active 
medicinal  ingredient,  or  in  combination  with  thera- 
peutically insignificant  quantities  of  another  active, 
medicinal  ingredient  or  ingredients,  are  now  Sched- 
ule V Controlled  Substances. 

* Implemented  the  Breast  and  Cervical  Cancer 
Screening  Program.  Local  health  units,  commu- 
nity health  centers,  and  Area  Health  Education 
Centers  began  enrolling  patients,  targeting  asymp- 
tomatic women  who  are  over  50  years  old  with  in- 
comes below  200%  of  poverty. 

* Conducted  special  clinics  and  provided  outbreak 
control  measures  in  response  to  Hepatitis  A.  Like 
other  states  in  the  region,  Arkansas  has  experienced 
a cyclic  increase  in  Hepatitis  A and  set  a new  record 
in  the  number  of  cases.  Six-hundred-  thirty  cases 
were  identified  in  1995,  compared  to  254  in  1994. 

* Developed  rules  and  regulations  adding  testing 
for  Galactosemia  to  the  newborn  genetic  screening 
requirements  in  response  to  legislation  passed  in 
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the  1995  General  Assembly. 

* Increased  the  percentage  of  two-year-old  children 
age-appropriately  immunized  from  63%  to  71%. 

* Provided  HIV  testing  and  counseling  to  over 
76,000  patients,  an  increase  of  11%  over  1994  services. 

Environmental  Health  Services 

* Developed  a public  education  campaign  for 
cryptosporidiosis.  The  educational  effort  targets 
immunosuppressed  individuals  for  whom 
cryptosporidiosis  can  result  in  severe  illness  and 
possible  death.  Educational  meetings  and  materi- 
als were  provided  to  client  advocacy  groups  and 
medical  staff  who  work  with  at-risk  groups.  In 
addition,  the  program  has  aimed  educational  ef- 
forts at  the  water  treatment  plant  operators  and 
managers,  and  presentations  have  been  made  at 
local,  state  and  national  meetings. 

* Implemented  the  Mammography  Quality  Stan- 
dards Act  of  1995.  The  Act  authorized  the  Depart- 
ment to  be  an  FDA  approved  accreditation  and  cer- 
tification body  for  medical  facilities  engaged  in  mam- 
mography. A health  physicist  has  completed  train- 
ing and  been  certified  as  an  inspector.  There  are 
currently  45  state  accredited  mammography  facili- 
ties in  the  state. 

* Implemented  a new  fee  schedule  for  radiation 
protection  services,  replacing  the  one  implemented 
eight  years  ago.  The  additional  revenues  gener- 
ated by  the  fee  will  provide  resources  to  reduce 
licensing  backlogs  and  delays  and  to  provide  addi- 
tional services. 

* Conducted  a medical  needs  assessment  at  the 
request  of  the  Army  and  the  Federal  Emergency 
Management  Agency  to  determine  the  hospital/ 
medical  emergency  response  capabilities  in  the 
counties  subject  to  impact  in  the  event  of  a chemi- 
cal release.  The  Pine  Bluff  Arsenal  stores  12%  of 
the  nation's  stockpile  of  chemical  munitions  and 
plans  to  incinerate  them  in  the  next  few  years. 

* Approved  the  environmental  remediation 
workplan  for  Naturally  Occurring  Radioactive  Ma- 
terial (NORM)  Contamination  at  the  NPI  site  in 
Helena,  Arkansas.  NORM  is  a byproduct  result- 
ing from  NPI's  phosphate  fertilizer  production.  NPI 
began  a multi-million  dollar  clean-up  operation  in 
July  1995. 

Technical  and  Support  Services 

* Hosted  an  interactive  satellite  course.  Epidemiol- 


ogy and  Prevention  of  Vaccine-Preventable  Dis- 
eases, through  the  Centers  for  Disease  Control  and 
Prevention  (CDC).  Forty  people  from  hospitals  and 
community  health  centers  across  the  state  attended. 

* Served  as  host  facility  for  the  first  White  House 
Conference  on  AIDS  through  the  Department's  new 
satellite  downlink  equipment.  Community  lead- 
ers of  AIDS  prevention  and  treatment  groups  were 
thus  able  to  participate  in  the  nationwide  event. 

* Entered  into  a cooperative  agreement  with  the 
Agency  for  Toxic  Substances  and  Disease  Registry 
to  work  with  local  industries  in  El  Dorado  to  pro- 
vide education  on  environmental  issues  to  physi- 
cians and  other  health  professionals. 

* Produced  a video  on  the  "Use  and  Care  of  the 
Microscope"  to  be  used  to  train  staff  in  local  health 
units  who  perform  laboratory  tests.  The  Centers 
for  Disease  Control's  National  Laboratory  Training 
Network  recommended  that  copies  be  made  avail- 
able nationwide. 

* Conducted  a certified  public  swimming  pool 
operator's  course  for  Department  sanitarians  and 
pool  operators. 

* Assisted  businesses  in  providing  educational  and 
promotional  materials  to  guide  in  the  development 
of  drug-free  workplace  programs  through  the 
"Drugs  Don't  Work"  campaign. 

* Created,  with  the  University  of  Arkansas  at  Pine 
Bluff,  the  Delta  Assessment  Center  for  Drug  and 
Alcohol  Prevention.  The  Center  will  provide  tech- 
nical assistance  and  program  monitoring  to  com- 
munity-based alcohol,  tobacco  and  other  drug  pre- 
vention programs. 

* Coordinated  the  "Treatment  Works!"  campaign 
to  promote  alcohol  and  drug  abuse  treatment. 

* Created  a statewide  electronic  bulletin  board  called 
"ADAP  On-Line."  This  interactive  communication 
system  was  accessed  more  than  21,000  times  by 
over  800  users  in  its  first  year  of  operation.  More 
than  2,000  files  on  a variety  of  health  related  issues 
related  to  alcohol,  tobacco  and  other  drugs  are  avail- 
able free  for  users. 

* Received  an  award  at  the  National  Oral  Health 
Conference  for  efforts  to  promote  fluoridation  of 
drinking  water.  Arkansas  has  the  largest  number 
of  community  public  water  systems  which  continu- 
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ously  fluoridate  at  optimal  levels.  Since  1979  the 
Department  has  assisted  46  communities  to  fluori- 
date their  water  supplies. 

* Constructed  a 20,000  square  foot  warehouse  for 
Central  Supply  on  the  State  Health  Building 
grounds.  The  warehouse  stocks  all  office  and  medi- 
cal supplies  used  by  the  central  offices  and  in  over 
100  local  offices  across  the  state.  Replacing  6,000 
square  feet  of  space  located  in  several  different  parts 
of  the  building,  the  new  facility  will  allow  improve- 
ments in  inventorying,  rotating  stock,  and  packing 
and  shipping. 

* Received  three  prestigious  “Arkansas  Quality 
Awards"  in  recognition  of  efforts  to  encourage  con- 
tinuous improvement  in  the  workplace.  Area  VI 
received  a Quality  Interest  Award;  Area  IX  earned 
a Quality  Commitment  Award;  and  the  Section  of 
In-Home  Services  received  the  Quality  Achievement 
Award,  the  highest  honor  presented. 

Collaboration/Partnerships 

* Established  a regulatory  science  internship  pro- 
gram with  the  University  of  Arkansas  at  Pine  Bluff. 
The  purpose  of  the  program  is  to  enhance  students' 
education  through  apprentice-type  training  in  en- 
vironmental health.  Students  will  be  exposed  to 
the  full  range  of  environmental  health  protection 
services  and  clients  who  are  affected  by  these  services. 

* Worked  with  the  Department  of  Human  Services 
and  Arkansas  Children's  Hospital  to  revise  the 
Home  Health  list  of  medically  necessary  nutritional 
formulae  covered  by  the  Arkansas  Medicaid  Pro- 
gram. The  effort  deleted  discontinued  products, 
added  new  and  cost-effective  products,  updated 
formulae  product  names  for  ease  in  filling  doctors' 
prescriptions,  and  re-categorized  formulae  into  their 
appropriate  descriptive  headings. 

* Placed  a Certified  Substance  Abuse  Counselor  at 
the  Pulaski  County  Probate  Court.  The  counselor 
will  assist  in  the  placement  of  individuals  who  have 
committed  a crime  and  been  adjudicated  insane  and 
are  being  committed  to  the  Arkansas  State  Hospital. 

* Entered  into  an  agreement  with  the  Department 
of  Community  Punishment  (DCP)  to  provide  alco- 
hol and  other  drug  abuse  treatment  services  spe- 
cifically for  probationers  and  parolees. 

* Developed  an  agreement  with  the  city  of  Little 
Rock  for  additional  alcohol  and  drug  treatment  ser- 
vices for  the  adult  residents  of  Little  Rock. 


* Contracted  with  the  Agency  for  Toxic  Substances 
and  Disease  Registry  to  conduct  focus  groups  in 
six  locations  in  Southern  Arkansas  for  the  purpose 
of  developing  effective  educational  interventions 
addressing  eating  fish  which  contains  mercury. 

* Lead  in  the  formation  of  the  Drew  Central  Vio- 
lence Prevention  Coalition  to  address  violence  and 
gang-related  activities.  The  Coalition  received  an 
$18,000  grant  to  train  facilitators,  provide  parenting 
classes  and  materials,  and  furnish  child  care  for 
program  participants.  The  program  is  to  include 
follow-up  to  encourage  each  participant  to  form  a 
parent  organization  with  the  school  and  participat- 
ing agencies  when  they  return  to  their  neighbor- 
hoods and  communities. 

* Promoted  5-A-Day  Week,  a campaign  to  increase 
awareness  of  the  need  to  eat  five  servings  of  fruits 
and  vegetables  each  day  for  better  health.  Agen- 
cies participating  in  the  activities  included  Baptist 
Hospital,  AARP,  Susan  G.  Komen  Foundation, 
Department  of  Education,  Healthworks  of  White 
County  Memorial  Hospital,  and  Eli  Lilly  Corporation. 

* Cooperated  with  the  Department  of  Education's 
Comprehensive  School  Health  Program  in  the  de- 
velopment of  a mini  grant  program  focused  on  pre- 
venting the  spread  of  HIV/AIDS  among  Arkansas 
adolescents.  $5,000  mini  grants  were  awarded  to 
four  Arkansas  communities. 

* Launched  Operation  KidCare,  an  outreach  cam- 
paign designed  to  increase  age  appropriate  immu- 
nization levels  and  promote  well  child  checkups. 
Operation  KidCare  is  a joint  initiative  of  the  De- 
partment of  Health,  Department  of  Human  Ser- 
vices and  Arkansas  Children's  Hospital. 

* Initiated  the  Common  Ground  Program  for  Ar- 
kansas Communities  as  passed  in  the  1995  Regular 
Session  of  the  Arkansas  General  Assembly.  The 
program  is  to  "act  as  a bridge  connecting  and  as- 
sisting government,  communities  and  citizens  to 
build  a more  responsive  human,  educational,  and 
economic  system  where  children  and  families  can 
thrive." 

* Received,  in  conjunction  with  the  Campaign  for 
Healthier  Babies,  a $48,000  grant  from  a private 
foundation  in  Northwest  Arkansas  to  provide  the 
Happy  Birthday  Baby  Book,  promotional  and  in- 
formation literature,  television  and  radio  advertis- 
ing and  public  health  staff  training  in  Spanish. 
Materials  for  Operation  KidCare  will  also  be  trans- 
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lated  into  Spanish  as  part  of  the  project. 

* Participated  with  more  than  1,000  volunteers  in 
providing  services  for  the  homeless  and  medically 
underserved  in  central  Arkansas  through  Opera- 
tion Care.  Department  staff  provided  immuniza- 
tions to  both  children  and  adults,  performed  certi- 
fications for  the  WIC  Program,  provided  nutritional 
counseling,  and  furnished  HIV  infection  counsel- 
ing and  testing. 

* Assisted  in  launching  the  KICK  (Keep  Illegal  Ciga- 
rettes from  Kids)  Campaign  with  the  Tobacco-Free 
Coalition  of  Arkansas. 

Grants  and  Funding 

* Approved  a Local  Health  Unit  Construction  grant 
of  $600,000  from  the  Department's  Health  Building 
and  Local  Grant  Trust  Fund  for  Washington  County. 

* Submitted  requests  through  the  Arkansas  Eco- 
nomic Development  Program  of  the  Arkansas  In- 
dustrial Development  Commission's  Community 
Assistance  Division  for  construction  of  new  local 
health  units  in  Ashley  County  (Hamburg),  Perry 
County,  Poinsett  County  (Harrisburg),  and  Yell 
County  (Danville). 

* Received  $150,000  from  the  U.S.  Department  of 
Health  and  Human  Services'  Healthy  Schools, 
Healthy  Communities  initiative  to  enhance  the  abil- 
ity of  school  staff  in  Arkansas  to  more  effectively 
plan  and  provide  services  to  children  through  the 
schools. 

* Received  $46,000  in  supplemental  funding  from 
the  Centers  for  Disease  Control  and  Prevention  to 
implement  a sexually  transmitted  disease-caused 
infertility  prevention  pilot  program.  Selected  coun- 
ties provide  chlamydia  testing  and  treatment  for 
women  in  STD  and  Family  Planning  clinics. 

* Received  supplemental  funding  of  $12,000  as  part 
of  a new  initiative  that  provides  limited  assistance 
to  newly-diagnosed  TB  patients  who  must  remain 
at  home  until  they  are  non-infectious. 

* Received  $100,000  from  CDC  for  the  UAMS  Ar- 
kansas Cancer  Research  Center  Witness  Project. 
The  project  is  a culturally-sensitive,  community- 
based  breast  and  cervical  cancer  education  program 
targeted  to  rural,  underserved  African  American 
women. 


* Awarded  Prevention  Service  Program  grants  to 
33  community-based  non-profit  organizations  to 
implement  alcohol,  tobacco  and  other  drug  abuse 
prevention  activities  that  target  high-risk  youth. 
Twenty-two  $10,000  grants  and  eleven  $20,000 
grants  were  funded. 

* Awarded  16  Community  Coalition  grants  to  local 
community  groups  for  planning  and  implement- 
ing alcohol,  tobacco,  and  other  drug  abuse  pro- 
grams. 

* Awarded  funding  to  four  local  education  agen- 
cies to  provide  classroom  instruction  by  a uniformed 
law  enforcement  officer  on  alcohol,  tobacco  and 
other  drug  education. 

* Awarded  funding  to  three  local  education  agen- 
cies for  the  replication  of  successful  drug-educa- 
tion programming  to  a new  student  population. 

* Awarded  four  youth  conference  grants  to  com- 
munity-based non-profit  organizations  to  host  al- 
cohol, drug  and  other  drug  education  and  preven- 
tion workshops  targeting  junior  high  and  senior 
high  school  students. 

* Awarded  a grant  to  UALR  to  develop  and  imple- 
ment the  Mid-South  Center  for  Addictions  Train- 
ing Network.  The  Center  will  provide  year-round 
training,  including  "distance  learning,"  state-of-the- 
art  technology,  for  beginning  and  advanced  coun- 
seling, as  well  as  a management  track  for  adminis- 
trators of  treatment  programs.  This  network  will 
be  marketed  to  other  helping  professions,  e.g.  so- 
cial workers,  medical  professionals,  etc.,  who  have 
an  interest  in  the  field  of  substance  abuse. 

* Awarded  a grant  to  UALR  to  provide  adminis- 
trative services  for  the  Arkansas  Substance  Abuse 
Certification  Board.  This  grant  provides  for  a full- 
time administrator  to  handle  the  daily  operations 
of  the  board,  including  establishing  a database  of 
all  current  and  potential  certified  counselors.  This 
effort,  along  with  the  Mid-South  Center  for  Addic- 
tions Training  Network,  is  designed  to  alleviate  the 
shortage  of  well-trained,  certified  substance  abuse 
counselors. 

* Received  a grant  from  the  Environmental  Protec- 
tion Agency  to  conduct  more  intensive  lead  paint 
testing  in  homes  where  children  have  been  found 
to  have  high  blood  lead  levels.  Homeowners  are 
advised  on  proper  abatement  of  the  lead  source. 
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* Received  an  Environmental  Education  Grant  from 
the  Environmental  Protection  Agency  to  tram  vol- 
unteers to  conduct  educational  presentations  . The 
volunteers  will  provide  programs  similar  to  those 
used  by  the  "Water  Wizard"  to  educate  people, 
particularly  children,  on  the  principles  in  produc- 
ing water  safe  for  public  consumption.  The  goal  is 
to  have  at  least  one  trained  volunteer  in  each  county. 

* Received  a $1.4  million  grant  to  provide  breast 
and  cervical  cancer  screenings  for  low  income 
women  over  the  age  of  50.  Services  include  Pap 
smears,  mammograms,  diagnostic  services,  and 
follow-up. 

* Received  $75,000  through  a contract  with  the  Uni- 
versity of  Kentucky  for  outreach  services  to  increase 
screening,  treatment  and  follow-up  of  breast  and 
cervical  cancer  in  underserved  women  age  50  and 
older.  This  Breast  and  Cervical  Cancer  Outreach 
demonstration  project  is  being  piloted  in  several 
counties  in  Northwest  Arkansas. 

As  we  look  forward  to  1996,  we  expect  the  changes 
in  the  health  care  environment  to  continue.  We  rec- 
ognize that  our  role  in  this  new  environment  is  evolv- 
ing. As  we  develop  our  strategic  plan  to  meet  the 
public  health  needs  of  Arkansas,  we  look  forward  to 
working  with  you  to  protect  and  improve  the  health 
of  the  citizens  of  Arkansas. 


Table  1 

Personal  Health  Services  - Selected  Statistics 


Services 

FY95 

Maternal  and  Child  Health 

Child  Health  Patients 

39,760 

EPSDT  Screenings 

57,284 

Family  Planning  Patients 

72,040 

Maternity  Patients 

16,926 

WIC  Clients  Served 

152,032 

Communicable  Disease  Control 

AIDS  Testing  and  Counseling 

76,234 

TB  Skin  Tests 

78,707 

Immunizations 

HIB 

97,493 

Polio 

123,362 

DPT 

132,636 

MMR 

76,393 

In  Home  Services 

Patient  Admissions 

22,294 

Recovering  Patient  Visits 

574,335 
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Chronic  Patient  Visits  62,224 

Frail  Patient  Visits  961,757 

Hospice  Patient  Days  35,399 

Substance  Abuse  Treatment 

Adults  Served  12,639 

Adolescents  Served  1,069 


Table  2 

Services  to  Protect  the  Environment  and  Health 
of  the  General  Public  - Selected  Statistics 


Services  FY95 

Food  Service  Establishment 

Inspections  19,720 

Septic  Tank 

Permits  9,063 

Radiological  Equipment 

Inspections  275 

Laboratory  Samples 

Analyses  505,423 

Environmental  Complaints 

Investigations  7,350 

Water  and  Wastewater  Plans 

Reviews  3,447 


Arkansas  Health  Care  Access  Foundation,  Inc. 
Joe  Colclasure,  M.D.,  President 

When  the  Arkansas  Health  Care  Access  Founda- 
tion, Inc.  (AHCAF)  was  started  in  1989,  few  expected 
it  to  grow  and  prosper  as  it  has.  Originally  designed 
to  provide  low  income  medically  uninsured  Arkan- 
sans with  access  to  physician  office  visits,  it  has  ex- 
panded to  provide  services  through  additional  medi- 
cal professionals  and  programs.  For  the  past  seven 
years,  AHCAF  has  been  dedicated  to  helping  medi- 
cally indigent  Arkansans  improve  their  quality  of  life 
through  more  accessible  health  care.  You  and  your 
colleagues  have  played  an  integral  role  in  our  pursuit 
of  this  goal. 

This  past  year  brought  several  interesting  changes 
within  the  program.  The  Foundation  has  been  work- 
ing with  the  Arkansas  Department  of  Health's  Breast 
and  Cervical  Cancer  Control  Program  (BCCCP)  by 
assisting  poor,  uninsured  Arkansas  women  in  obtain- 
ing further  diagnosis  and  treatment  as  needed  Since 
November,  more  than  60  women  who  were  screened 
through  the  BCCCP  program  have  received  donated 
office  visits,  evaluation,  radiology,  pathology,  anes- 
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thesiology,  oncology,  surgery  and  hospitalization  from 
AHCAF  volunteer  professionals.  We  are  thankful  for 
you  and  your  caring  staff  who  have  allowed  these 
women  access  to  lifesaving  care  that  they  otherwise 
might  not  have  received. 

The  Community  Health  Centers  of  Arkansas, 
which  serve  the  general  population  in  eastern  and 
southern  areas  of  our  state,  have  recently  joined  the 
Foundation  to  provide  primary  care  to  our  needy  cli- 
ents. The  Foundation  is  also  exploring  the  possibility 
of  assisting  a national  dental  referral  program  in  es- 
tablishing a comprehensive  dental  care  program  for 
needy,  low-income  Arkansans.  Recently,  Arkansas 
Podiatrists  have  agreed  to  join  our  other  medical  vol- 
unteers in  donating  their  services.  We  anticipate  these 
professionals  will  help  provide  foot  care  to  the  6%  of 
our  clients  who  are  diabetic. 

This  month,  we  are  most  pleased  to  announce  that 
Eli  Lilly  and  Company  has  agreed  to  provide  insulin 
through  their  "Lilly  Cares"  voucher  program.  Plans 
are  to  make  the  insulin  readily  available  for  qualified 
AHCAP  applicants  by  administering  the  voucher  re- 
ferrals from  the  AHCAP  office. 

Arkansas  hospitals  have  been  most  supportive  and 
cooperative  as  they  have  been  called  upon  more  fre- 
quently by  the  Poundation  to  provide  a wide  variety 
of  in-patient  and  out-patient  services.  Their  willing- 
ness to  work  with  AHCAP  lends  great  support  to  the 
physicians  treating  our  referred  patients. 

In  a continuing  effort  to  expand  the  types  of  ser- 
vices to  the  medically  indigent  in  Arkansas,  the  Foun- 
dation is  reaching  across  health  care  boundaries  by 
working  in  a cooperative  effort  with  other  health  orga- 
nizations in  the  state.  Since  last  February,  we  have 
made  over  450  other  referrals  for  services  outside  our 
program.  The  Arkansas  Health  Care  Access  Founda- 
tion boasts  over  1,000  physician  volunteers,  which  is 
up  from  860  in  1989.  This  entire  AHCAF  network  of 
over  1,700  health  professionals,  consisting  of  physi- 
cians, dentists,  pharmacists,  hospitals,  home  health 
agencies,  the  Arkansas  Department  of  Health  and  the 
Arkansas  Department  of  Human  Services,  has  "in- 
sured" over  40,000  needy  Arkansans  at  an  annual  cost 
of  approximately  $15.00  per  year,  per  patient. 

Special  acknowledgment  is  owed  to  Pfizer, 
Johnson  & Johnson  and  SmithKline  Beecham  phar- 
maceutical manufacturers  for  their  continued  support 
of  our  program.  By  making  their  full  line  of  products 
available  at  no  charge  to  the  patient,  they  have  helped 
ensure  continuity  of  care.  Rarely,  have  so  many  dif- 
ferent types  of  health  care  professionals  been  united 
in  this  type  of  statewide  endeavor! 

Arkansas  Health.  Care  Access  Foundation,  Inc. 
continues  in  its  aim  to  provide  health  care  to  the  state's 
medically  indigent  by  looking  at  additional  ways  of 
helping  them  to  access  medical  care.  Improvement  has 
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been  made  in  the  application  process  by  allowing  the 
county  health  units  of  the  Arkansas  Department  of 
Health  to  act  as  added  points  of  entry  into  the  referral 
system.  Now,  needy  Arkansans  may  access  the  pro- 
gram from  anywhere  in  the  state,  through  the  local 
Department  of  Human  Services  office  or  local  Public 
Health  unit. 

KATV-Channel  7 continues  a long  range  commit- 
ment with  AHCAF  and  has  produced  three  Public 
Service  Announcements  over  the  past  two  years. 
Narrated  by  news  anchor,  Karen  Fuller,  the  PSA's 
generate  record  numbers  of  inquiries  when  aired.  The 
donated  air  time  is  currently  in  excess  of  $75,000.00! 
The  Foundation  has  processed  over  11,000  telephone 
calls  since  February  1995! 

Recruitment  of  volunteers  remains  a high  priority 
for  the  Foundation  and  this  past  year  we  have  suc- 
cessfully recruited  volunteers  from  the  private  sector 
as  well  as  all  AHEC  clinics  and  the  Community  Health 
Centers  of  Arkansas.  Volunteer  professionals  such  as 
dentists  and  pharmacists  are  recruited  on  a regular 
basis  and  continue  to  generously  and  compassionately 
provide  much  needed  care.  Our  staff  remains  active 
in  participating  in  workshops,  inservices  and  talk 
shows  to  help  promote  the  Foundation's  work.  Staff 
and  board  members  are  always  available  for  inservice 
to  county  medical  society  meetings  and  local  dub 
meetings  and  would  welcome  the  opportunity  to  share 
information  about  this  remarkable  program. 

Support  from  all  sectors  of  the  health  care  com- 
munity is  one  of  the  keys  to  maintaining  a successful 
program.  Our  family  of  health  care  professionals  con- 
tinues its  commitment  to  serve  those  Arkansans  who 
are  poor  and  medically  uninsured.  Thank  you  for 
making  AHCAF  the  type  of  program  that  has  made  a 
difference  in  many  lives. 

If  you  are  interested  in  knowing  more  about  this 
method  of  providing  care  to  Arkansas'  indigent,  please 
contact  one  of  the  physician  board  members  listed 
below  or  call  1-800-950-8233. 


Harold  Hedges,  M.D. 

Little  Rock 

664-4810 

John  Burge,  M.D. 

Lake  Village 

265-5343 

Simmie  Armstrong,  M.D. 

Pine  Bluff 

535-6461 

Gilbert  Buchanan,  M.D. 

Little  Rock 

664-4117 

John  Hestir,  M.D. 

DeWitt 

946-3637 

Joe  Colclasure,  M.D. 

Little  Rock 

227-5050 

Charles  Chalfant,  M.D. 

Fort  Smith 

484-7100 

Joe  Stallings,  M.D. 

Jonesboro 

933-9245 

Arkansas  State  Medical  Board 
Peggy  Pryor  Cryer,  Executive  Secretary 

The  members  and  officers  of  the  Arkansas  State 
Medical  Board  during  1995  were  W.  Ray  Jouett,  M.D., 
Chairman;  Warren  M Douglas,  M.D.,  Vice  Chairman; 
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Alonzo  D.  Williams,  M.D.,  Secretary;  Mr.  John  Currie, 
Sr.,  Treasurer;  John  E.  Bell,  M.D.,  Owen  H.  Clopton, 
M.D.,  Steven  F.  Collier,  M.D.,  Mr.  Ted  J.  Feimster, 
David  C.  Jacks,  M.D.,  Finda  A.  McGhee,  M.D.,  C.  E. 
Tommey,  M.D.,  Rhys  A.  Williams,  M.D.,  and  James 
Zini,  D.O. 

The  Board  met  quarterly  and  addressed  com- 
plaints, hearings,  and  other  pertinent  business  affect- 
ing health  care  in  the  state  of  Arkansas.  Issues  ad- 
dressed by  the  board  were  centralized  credentials  veri- 
fication services,  committee  report  on  treatment  of 
benign  pain,  change  of  license  renewal  dates  (imple- 
mentation in  1997),  and  proposed  implementation  of 
continuing  medical  education  licensure  requirements. 

Ficensing  statistics:  medical  doctors  and  doctors 
of  osteopathy  - 7,514;  medical  doctors  and  doctors  of 
osteopathy  who  practice  in  the  state  - 4,541;  total  medi- 
cal doctors  and  doctors  of  osteopathy  licensed  in  1995 
- 413;  occupational  therapists  licensed  in  1995  - 119; 
total  number  of  occupational  therapists  licensed  - 541; 
occupational  therapist  assistants  licensed  in  1995  - 32; 
total  occupational  therapists  licensed  - 85;  total  num- 
ber of  physician  trained  assistants  licensed  - 33;  respi- 
ratory care  therapists  licensed  in  1995  - 575;  total  num- 
ber of  respiratory  care  therapists  licensed  - 945. 

Summary  of  the  Board's  proceedings  for  1995: 
individual  complaints  and  discussions  - 167;  show 
cause  orders  issued  - 21;  suspended  license  - 9;  license 
placed  on  probation  - 11;  monitory  fined  - 5;  physi- 
cians requested  to  appear  for  further  discussion  -14; 
physicians  required  to  notify  board  before  practicing 
in  the  state  - 6. 

Nature  of  the  complaints:  quality  of  care  issues  - 
52;  communication  or  doctor/patient  conflicts  - 42; 
emergency  room  treatment  - 7;  alcohol/drugs  - 12;  bill- 
ing discrepancies  - 10;  lack  of  physician  response  to 


patient  - 7;  failure  to  release  medical  records  - 6;  over- 
charging - 6;  sexual  harassment  - 9;  front  office  per- 
sonnel - 1;  advertising  - 2;  actions  taken  by  other  state 
boards  - 5;  adverse  actions  taken  by  other  institutions 
- 1;  overtesting  - 2;  record  keeping  - 1;  over  prescribing  - 3. 

Public  hearings  were  held  on  Regulations  #8  and 
#10.  Regulation  #8  was  repealed.  Regulation  #10 
changes  the  fee  and  licensing  requirements  for  Respi- 
ratory Care  Therapists. 

Financial  Report  - June  30,  1995 
Current  assets 

Cash 

Certificates  of  deposit 
Accrued  interest  receivable 
Prepared  Physicians'  Health 
Committee  Education 
Total  current  assets 

Fixed  assets  - at  cost 
Furniture,  fixtures,  and  equipment 
Fess  accumulated  depreciation 

Net  fixed  assets 
Total  assets 


Liabilities  and  Net  Assets 
Current  liabilities 

Accounts  payable  — 

Deferred  income  $61,485 

Accrued  payroll  taxes  — 

Accrued  wages  — 

Accrued  unused  vacation  pay  7,866 

Total  current  liabilities  $69,351 

Net  assets  unrestricted  $1,728,576 

Total  liabilities  and  net  assets  $1,797,927 


$530,902 

1,213,788 

15,071 

10,000 

$1,769,761 


$81,886 

(53,720) 

$28,166 

$1,797,927 
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Other  than  this... 


There  are  only  two  better  vehicles  for  reaching 
Arkansas’  physicians  and  health  care  providers. 


The  Journal  of  the  Arkansas  Medical  Society 

and 

The  Arkansas  Medical  Society  Membership  Directory 


Call  the  Arkansas  Medical  Society  today  at 

501-224-8967 

to  inquire  about  rates  and  other  advertising  information. 
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St.  Vincent  is  proud  to  provide  Arkansas’  first 

Smd  only  Positron  Emission 

omography  (PET)  scanner  to 
lenefit  you  and  your  patients. 

As  you  know,  PET  scanning  is 
not  an  anatomic  imaging  tech- 
nique such  as  MR1  and  CT,  but 
utilizes  18F  fluorodeoxyglocose 
(FDG)  to  evaluate  cellular 
metabolic  activity.  This  state-of- 
the-art  technology  evaluates  the  biochemical 
activity  of  various  body  organ  systems  allowing 
for  earlier  detection  of  even  the  smallest  tumors 
and  evaluation  of  neurological  disorders  and 
myocardial  viability. 

Utilization  of  18F  FDG  and  PET  not  only  helps 
detect  malignancies,  blockages  and  other  signs  of 


disease,  it  provides  a valuable  and  effective  tool 
for  diagnosis  and  for  evaluation  of  the  effective- 
ness and  efficacy  of  particular  treatments.  PET 
scanning  has  been  shown  to  be  an  excellent 
method  for  the  evaluation  of  cerebral  vascular  dis- 
ease and  various  types  of  dementia  (such  as 
Alzheimer’s  disease)  and  for  differentiation 
between  recurrent  brain  tumor 
and  necrosis. 

For  further  information  con- 
cerning PET  scanning,  please 
contact  Dr.  Jerry  L.  Prather,  Dr. 

Turner  Harris,  Dr.  David  Weiss 
or  Rick  Bearden,  CNMT,  in  the 
Nuclear  Medicine  Department 
at  St.  Vincent  Infirmary  Medical 
Center  at  50f-660-2190. 


ST.  VINCENT 

INFIRMARY  MEDICAL  CENTER 

Where  Caring  Is  A Way  Of  Life. 


Two  St.  Vincent  Circle  • Little  Rock,  AR  72205-5499  • An  Affiliate  of  the  Sisters  of  Charity  of  Nazareth  Health  System. 


1996  MED-PAC  Contributors 

(As  of  February  29,  1996) 


Arkansas  County 

Noble  Daniel 
Hoy  Speer 
Marolyn  Speer 

Baxter  County 

Monty  Barker 
Thomas  Knox 
Paul  Neis 
David  Sward 

Benton  County 

Michael  Platt 
Ralph  Ritz 
Richard  Rodkin 

Boone  County 

Thomas  Bell 
Carlton  Chambers 
Sue  Chambers 
James  Crider 
Robert  Langston 
Mrs.  Robert  Langston 
Charles  Ledbetter 
Don  Vowell 

Carroll  County 

Oliver  Wallace 

Cleburne  County 

Jerry  Thomas 
Mrs.  Jerry  Thomas 

Columbia  County 

Franklin  Roberts 

Craighead/Poinsett  Counties 

Terence  Braden 

Crawford  County 

Holly  Heaver 
Charles  Jennings 
Wendell  Ross 

Crittenden  County 

G.  Edward  Bryant 
Scott  Ferguson 
Jacinto  Hernandez 
Bertram  Kaplan 
Julio  Ruiz 
Steve  Schoettle 
Mrs  Steve  Schoettle 


Desha  County 

Peter  Go 

Faulkner  County 

Gary  Wright 

Franklin  County 

David  Gibbons 

Garland  County 

Richard  Dunn 
Robert  Kleinhenz 
Gary  Slaton 
Tom  Wallace 


Greene/Clay  Counties 

Roger  Cagle 
Marion  Hazzard 
George  Hobby 
Clarence  Kemp 
Larry  Lawson 
Jimmy  Morrison 
John  Sellars 
C.  Mack  Shotts,  Jr. 

Vern  Ann  Shotts 
Dwight  Williams 

Hot  Spring  County 

L.  B.  Brashears 

Independence  County 

James  Allen 
John  Baker 
Lloyd  Bess 
Jay  Jeffrey 
Dennis  Luter 
Charles  McClain 
Lackey  Moody 
William  J.  Waldrip,  III 

Jackson  County 

Jabez  Jackson 

Jefferson  County 

Charles  Clark 
John  Crenshaw 
Robert  Gullett 
Shafqat  Hussain 
David  Jacks 
Ralph  Ligon 
David  Lupo 
John  Lytle 
Aubrey  Worrell 

Lee  County 

Leon  Waddy 

Little  River  County 

James  Armstrong 

Miller  County 

Rodney  Chandler 
Mitchell  Young 

Mississippi  County 

Eldon  Fairley 
John  Williams 

Ouachita  County 

Robert  Forward 
Robert  Parkman 

Phillips  County 

Francis  Patton 
Parthasarathy  Vasudevan 

Polk  County 

David  Brown 

Pope  County 

Kevin  Beavers 
Dennis  Berner 
William  Galloway 


Ted  Honghiran 
James  M.  Kolb,  Jr. 

Mrs.  James  M.  Kolb 
Douglas  H.  Lowrey 
Don  Riley 
Darrell  Speed 
Gerald  Stolz 

Pulaski  County 

Phillip  Alston 
Glen  Baker 
David  Barclay 

C.  Lowry  Barnes 
Barry  D.  Baskin 
Robert  Berry 
James  Billie 
Anthony  Bucolo 
Kelsy  Caplinger 
J.  Roger  Clark 

S.  Killeen  Deslauriers 

D.  Bud  Dickson 
Warren  Douglas 
Thomas  Eans 
Rex  Easter 
Debra  Fiser 
Martin  Fiser 
Jim  Gilbert 
William  Golden 
Karen  Grant 
Don  Greenway 
Gregory  Hall 

H.  Graves  Hearnsberger 
John  Hearnsberger 
William  Hefley 
Richard  Houk 
Randal  Hundley 
Dianne  Johnson 
M.  Bruce  Johnson 
William  N.  Jones 
F.  Richard  Jordan 
Reed  Kilgore 
David  Kolb 
Payton  Kolb 
Gregory  Krulin 
Mr.  Ken  LaMastus 
Jay  Lipke 
Charles  Logan 
Stephen  Marks 
Robert  McGrew 
Debra  Morrison 
James  Mulhollan 
Bruce  Murphy 
Jeanne  Murphy 
Mayne  Parker 
Robert  Porter 
Robert  Power 
Robert  Powers 
Carl  Raque 
John  Redman 
Charles  Rodgers 
Jan  Scruggs 
John  Slater 
Jack  Sternberg 
Doug  Stokes 
Jan  Sullivan 
David  Taylor 
Berry  Thompson 
Bill  Tranum 


Thomas  Ward 
James  Weber 
John  L.  Wilson 
Thomas  Wortham 
Paul  Wylie 
Terry  Yamauchi 
John  Yocum 

Saline  County 

Ralph  Cash 

J.  Shelby  Duncan 

Searcy  County 

Charles  Daniel 

Sebastian  County 

Mike  Berumen 
Steve  Nelson 
Paul  Raby 
John  Swicegood 

St.  Francis  County 

James  DeRossitt 

Tri-County 

Jim  Bozeman 
Andy  Davidson 
Michael  Moody 
Mrs.  Mike  Moody 

Union  County 

Gary  Bevill 
Walter  Giller 
Diana  Jucas 
Gurprem  Kang 
Robert  Tommey 
Srini  Vasan 
Larkin  Wilson 

Washington  County 

James  Arnold 
David  Brown 
David  Davis 
Ted  Fish 
Ben  Hall 
Walter  Harris 
Peter  Heinzelmann 

K.  Marty  Hurlbut 
C.  R.  Magness 

J.  E.  McDonald 
Mrs.  J.  E.  McDonald 
William  McGowan 
William  Mills 
James  Moore 
Mike  Morse 
Mrs.  Mike  Morse 
Sherry  Owens 
Cyril  Raben 
Earl  Riddick 
Norman  Snyder 
Wendell  Weed 

White  County 

John  Henderson 
J.  Garrett  Kinley 


1995  MED-PAC  Contributors 


Arkansas  County 

Craighead/Poinsett  Counties 

George  Hobby 

Lawrence  County 

John  Hestir 

Timothy  Dow 

Clarence  Kemp 

Joe  Hughes 

Hoy  Speer,  Jr. 

Clarence  Gossett 

Larry  Lawson 

Ted  Lancaster 

Marolyn  Speer 

Connie  Hiers 

William  Rollins 

Sebastian  Spades 

Dennis  Yelvington 

Michael  Isaacson 

John  Sellars 

Robert  Landry 

C.  Mack  Shotts,  Jr. 

Little  River  County 

Baxter  County 

Joe  Stallings 

Vern  Ann  Shotts 

James  Armstrong 

Robert  Baker 

Mrs.  Joe  Stallings 

Dwight  Williams 

Monty  Barker 

Don  Vollman,  Jr. 

Lonoke  County 

Daniel  Chock 

Joe  Wilson 

Hempstead  County 

Byron  Holmes 

James  Clark 
Stacey  Johnson 

Crawford  County 

Lloyd  Mercer 

Gerald  Schumann 

Thomas  Knox 

Charles  Jennings 

Hot  Spring  County 

Miller  County 

William  Landrum 

Douglas  Parker 

Larry  Brashears 

John  Dodge 

Paul  Neis 

Michael  Westbrook 

Howard  Morris 

David  Sward 

Howard  County 

Larry  Peebles 

Joe  Tullis 

Crittenden  County 

A.  Dale  Gullett 

Joseph  Robbins 

Marian  Barr 

John  Sayre 

Jack  Royal 

Benton  County 

G.  Edward  Bryant 

Jerry  Stringfellow 

James  Arkins 

Jacinto  Hernandez 

Independence  County 

Mitchell  Young 

John  Cuchia 

Bertram  Kaplan 

John  Baker 

Michael  Platt 

Samuel  Meredith 

Lloyd  Bess 

Mississippi  County 

Michael  Reese 

Steve  Schoettle 

Hunter  Brown 

Eldon  Fairley 

Richard  Rodkin 

Mrs.  Steve  Schoettle 

Dennis  Davidson 

Joe  Jones 

William  Summerlin 

Charles  McClain 

Jan  Turley 

Lackey  Moody 

Ouachita  County 

Cross  County 

William  J.  Waldrip,  III 

William  Dedman 

Boone  County 

Ronald  Ganelli 

Dan  Martin 

Carlton  Chambers 

Jackson  County 

Robert  Parkman 

Sue  Chambers 

Dallas  County 

Jabez  Jackson 

Bal  Shrestha 

James  Crider 

Don  Howard 

A.  Bruce  Junkin 

Mrs.  Robert  Langston 

Hon  Poon 

Phillips  County 

Robert  Langston 

Desha  County 

Prasad  Athota 

Charles  Ledbetter 

Peter  Go 

Jefferson  County 

Francis  Patton 

Calvin  Bracy 

P.  Vasudevan 

Carroll  County 

Drew  County 

James  Campbell 

Oliver  Wallace 

Paul  Wallick 

Charles  Clark 

Polk  County 

John  Crenshaw 

David  Fried 

Chicot  County 

Garland  County 

Robert  Gullett 

Humberto  Sosa 

John  Burge 

James  Braun 

David  Jacks 

Thomas  Tinnesz 

Richard  Dunn 

William  Joe  James 

Clark  County 

James  Griffin 

Mahmood  Khan 

Pope  County 

Michael  Ford 

Kevin  Hale 

Lloyd  Langston 

Kevin  Beavers 

Noland  Hagood 

Edwin  Harper 

David  Lupo 

Dennis  Berner 

Mark  Jansen 

Robert  McCrary 

John  Lytle 

Joe  Cloud 

Frank  Teed 

Brenda  Powell 

Mike  McFarland 

Joe  B.  Crumpler,  Jr. 

Mr.  Fess  Powell 

Shyam  Mehta 

William  Galloway 

Cleburne  County 

Bimlendra  Sharma 

J.  William  Nuckolls 

Ted  Honghiran 

Jerry  Thomas 

Gary  Slaton 

Reid  Pierce 

James  M.  Kolb,  Jr. 

Wayne  Smith 

Anna  Redman 

Mrs.  James  M.  Kolb 

Columbia  County 

Tom  Wallace 

Robert  Ross 

Douglas  Lowrey 

Matthew  Evans 

Erma  Washington 

Andrew  Monfee 

Franklin  Roberts 

Greene/Clay  Counties 

Aubrey  Worrell 

Don  Riley 

Roger  Cagle 

Darrell  Speed 

Conway  County 

Adalberto  Fonticiella 

Johnson  County 

Gerald  Stolz 

Keith  Lipsmeyer 

Marion  Hazzard 

Don  Pennington 

Stanley  Teeter 
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1995  MED-PAC  Contributors 


Pulaski  County 

Randy  Jordan 

Edward  Weber 

Christopher  Adams 

John  Joyce 

James  Weber 

Roger  Anderson 

Reed  Kilgore 

John  Wilson 

Glen  Baker 

W.  Payton  Kolb 

Thomas  Wortham 

John  Baker 

Mr.  Ken  LaMastus 

Paul  Wylie 

David  Barclay 

Timothy  Langford 

Stanley  Ziomek 

Barry  Baskin 

Frank  Leou 

Rex  Bell 

Jay  Lipke 

Saline  County 

David  Bevans 

Charles  Logan 

James  Eaton 

James  Billie 

Paula  Lynch 

Joe  Martindale 

William  Bishop 

Stephen  Magie 

Michael  Schmidt 

Mrs.  William  Bishop 

Jerry  Mann 

Anthony  Bucolo 

Stephen  Marks 

Sebastian  County 

Alonzo  Burba 

Kenneth  Martin 

Jimmie  Atkins 

Dennis  Burrow 

Robert  McGrew 

Zubin  Balsara 

James  Campbell 

Wandal  Money 

Roger  Bise 

Kelsy  Caplinger 

Debra  Morrison 

Richard  Brown 

J.  Roger  Clark 

James  Mulhollan 

James  Builteman 

Howard  Cockrill 

Randolph  Murphy 

Deland  Burks 

Joe  Colclasure 

Robert  Murphy 

Martin  Cain 

Mary  Corbitt 

Mrs.  Robert  Murphy 

David  Diment 

Mary  Curtis 

James  Nolen 

Joe  Dorzab 

David  Davila 

Mayne  Parker 

Leo  Drolshagen 

D.  Bud  Dickson 

Ruston  Pierce 

Kenneth  Gardner 

Warren  Douglas 

Robert  Power 

Mrs.  Kenneth  Gardner 

Mr.  James  Dunlap 

Robert  Powers 

Bruce  Glover 

Thomas  Eans 

Carl  Raque 

William  Huskison 

Rex  Easter 

John  Redman 

Greg  Jones 

Jim  English 

Robert  Ritchie 

J.  F.  Kelsey 

Thomas  Frazier 

Paul  Robinson 

Albert  S.  Koenig,  Jr. 

Jim  Gilbert 

Charles  Rodgers 

Jack  Magness 

William  Golden 

Mrs.  Charles  Rodgers 

Taylor  Prewitt 

Don  Greenway 

Edward  Saer 

Mrs.  Taylor  Prewitt 

David  Hall 

Scott  Schlesinger 

John  Swicegood 

Stuart  Harris 

Jan  Scruggs 

Paul  Wills 

Vale  Harrison 

John  Shock 

Richard  Hayes 

Douglas  Smart 

St.  Francis  County 

H.  Graves  Hearnsberger 

David  Smith 

Frank  Schwartz 

John  E.  Hearnsberger 

Jack  Sternberg 

William  Hefley 

Doug  Stokes 

Tri-County 

Marcia  Hixson 

Jan  Sullivan 

Jim  Bozeman 

Anthony  Johnson 

David  Taylor 

Michael  Moody 

Bruce  Johnson 

S.  Berry  Thompson,  Jr. 

William  Jones 

Bill  Tranum 

Union  County 

Richard  Jordan 

George  Warren 

Bert  Dougherty 

Kenneth  Duzan 
Wayne  Elliott 
Walter  Giller 
Bradley  Harbin 
Chester  Jenkins 
Diana  Jucas 
Gurprem  Kang 
Richard  Pillsbury 
Minna  Ulmer 

Washington  County 

James  Arnold 
Dabney  Brannon 
James  Cherry 
David  Davis 
Ted  Fish 
Walton  Grote 
Paul  Harris 
Walter  Harris 
Peter  Heinzelmann 
Oscar  Henderson 
Anthony  Hui 
Mrs.  Anthony  Hui 
C.  R.  Magness 
Sara  McBee 
Francis  McEvoy 
Linda  McGhee 
William  McGowan 
William  Mills 
Mike  Morse 
John  Park 
Danny  Proffitt 
Joseph  Ross 
Norman  Snyder 
Janet  Titus 

White  County 

Daniel  Davidson 
John  Henderson 
J.  Garrett  Kinley 
Ben  Lowery 
Robert  Lowery 
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ysicians  who  volunteer 

i the  Arkansas  Health  f 
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Access  Foundation,  ] 

Thank  You! 

As  you  can  see  from  a sampling  of 

, . . . 

letters  we  have  received,  your 

... 

| involvement  in  our  program  is  I 
appreciated  and  in  many  i|| 
cases  life-saving.  jAK/k 


THANK  YOU  FOR  MAKING  THE  DIFFERENCE ! 


Western  Wildlife 

As  Easterners  moved  West,  pioneers 
foiind,nmmuU  as  exotic  as  (lie  land^fljv: 
buffalo,  prairie  dogs,  bears,  beaverf/feighnrrr  'A 
sheep,  cougars.  wolve9  and  rattlesrfrlMs. 

The  eagle  became  a national  svmbol. 


,ssiblefor  j had  n0 

SST’T^ 


a * ne  eagle  became  a national  symbol.  t 
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For  more 
information 
on  how 
you  can  help, 
call  AHCAF  at 
(501)  221-3033 
or  (800)  950-8233 

f Arkansas  Health  Care 


Access  Foundation,  Inc. 


Members  of  the  Arkansas  Medical  Society  and  Alliance  who  have  died  this  past 
year  will  be  remembered  during  the  opening  House  of  Delegates  beginning  at  5:00 
p.m.,  Thursday,  May  2,  1996,  at  the  Excelsior  Hotel  in  Little  Rock.  Members  to 
be  honored  are: 


\ 


Society  Members: 

E.  Clinton  Texter,  Little  Rock 
Walter  P.  Harris,  Danville 
Henry  N.  Rogers,  Mena 
Lelon  J.  Bull,  Yucaipa,  California 
R.  Frank  Rhodes,  Osceola 
Douglas  W.  Parker,  Van  Buren 
Vida  H.  Gordon,  Little  Rock 
Francis  E.  Shearer,  Alma 
Joseph  F.  Gartman,  Carlisle 
Caswell  M.  Kirkman,  Helena 
Charles  A.  Archer,  Conway 
Lucille  K.  Champion,  North  Little  Rock 
J.  Arnold  Henry,  Russellville 
William  K.  Jordan,  Pine  Bluff 
John  C.  Winters,  Desha 
Debra  L.  Owings,  Little  Rock 
H.  Thurston  Black,  Little  Rock 
William  G.  Lockhart,  Fort  Smith 
William  A.  Runyan,  Little  Rock 
Glen  P.  Schoettle,  West  Memphis 
Norman  Hill,  Lake  Village 
C.  Lynn  Harris,  Hope 
Hayden  Nicholson,  Santa  Clara,  California 
Robert  W.  Ross,  Conway 


Alliance  Members  and  Spouses: 

Mrs.  Neil  E.  Crow,  Sr.,  (Mary  K.)  Fort  Smith 
Mrs.  Waldo  Regnier  (Mary  E.),  Crossett 
Mrs.  George  W.  Jackson  (Mary  G.),  Hot  Springs 
Mrs.  Martin  E.  Blanton  (Sallie  Mae),  Jonesboro 
Mrs.  Russell  Cobb  (Mary),  Malvern 
Mrs.  E.  J.  Ritchie  (Leona),  North  Little  Rock 
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TURN  TO  THE  SPECIALISTS  FOR  A 
DISABILITY  INCOME  DIAGNOSIS. 


ENDORSED  BY 

THE  ARKANSAS  MEDICAL  SOCIETY 

Endorsed  by  more  than 

• Fixed  rates 

1 ,000  hospitals  and  medical 

• Policies  that  can’t  be 

associations,  Paul  Revere’s 

canceled 

prescription  for  physicians’ 

• You  take  your  coverage  with 

disability  income  insurance 

you  should  you  relocate. 

includes: 

How  does  your  coverage 

• A 15%  discount  off  each 

compare?  For  a no-obligation 

year’s  premium 

examination  of  your  current 

•A  full  line  of  policies  to  pro- 

disability  insurance  plan, 

tect  you  and  your  practice 

call  us  today. 

Alanna  S.  Scheffer 

Arkansas  Medical  Society 

P.O.  Box  5776 
Little  Rock,  AR  72215-5776 
Tel:  (501)224-8967 
(800)  542-1 058 
Fax:  (501)  224-6489 


Agent:  Beth  A.  Perry 


m Paul  Revere  Life  j$3] 
Insurance  Company  cm 


Cardiology  Commentary  and  Update 

J.  David  Talley,  M.D.* 


THIRD  GENERATION  PLASMINOGEN  ACTIVATORS  IN  THE 
TREATMENT  OF  ACUTE  MYOCARDIAL  INFARCTION 


Streptokinase,  urokinase,  and  APSAC 
non-selectively  bind  fibrin  and  induce  a systemic  fi- 
brinolytic state.  rt-PA  (alteplase)  is  manufactured  by 
recombinant  technology  and  semi-selectively  binds 
fibrin;  however,  the  short  half-life  requires  continu- 
ous intravenous  administration.  Two  third  generation 
plasminogen  activators  are  currently  undergoing  clini- 
cal study  in  patients  with  acute  myocardial  infarction 
(MI).  These  new  drugs  have  increased  fibrin  specific- 
ity, induce  less  systemic  fibrinolysis,  and  have  a longer 
half-life  that  allows  bolus  dosing. 

TNK-tpa 

TNK-tpa  (Genentech,  South  San  Francisco,  CA, 
USA  and  Boehringer  Ingelheim,  Ingelheim/Rhein,  Ger- 
many) is  a recombinant  molecule  in  which  a carbohy- 
drate side  chain  and  four  amino  acids  have  been  re- 
moved from  the  parent  rt-PA  compound.  This  mo- 
lecular modification  provides  decreased  renal  clear- 
ance and  increased  fibrin  specificity  that  allows  for 
intravenous  bolus  dosing  (given  over  5 to  10  seconds).1 

This  molecule  was  evaluated  in  the  Thrombolysis 
and  Thrombin  Inhibition  in  Myocardial  Infarction 
(TIMI)-IOA  phase  I clinical  study  as  treatment  of  acute 
MI.  In  this  dose  escalating  trial  (5  ->  50  mg.),  all  113 
patients  received  aspirin  and  intravenous  heparin  and 
underwent  a cardiac  catheterization  to  determine  the 
patency  of  the  infarct  related  artery  at  90  minutes  af- 
ter the  patient  was  administered  the  study  drug.  In 
this  study  the  following  characteristics  were  noted: 
mean  age  54+10  years;  84%  were  male;  36%  had  ante- 
rior MI,  and  the  mean  time  to  treatment  was  three  hours. 

The  primary  endpoint  of  TIMI-10A  was  the  phar- 
macokinetic action  of  TNK-tpa  molecule.  Secondary 

* Dr.  Talley  is  Professor  of  Internal  Medicine  & Associate  Director, 

Division  of  Cardiology,  UAMS. 


endpoints  included  coagulation  parameters.  Throm- 
bolysis in  Myocardial  Infarction  (TIMI)-3  flow  at  90 
minutes  after  giving  the  bolus  infusion,  TIMI  frame 
count2,  major  hemorrhagic  events,  and  allergic  events. 
With  the  30  and  50  mg  dose  of  TNK-tpa,  the 
pharmokinetics  curve  dose  was  similar  to  100-mg  of 
rt-PA  given  over  90  minutes.  TNK-tpa  did  not  de- 
crease the  levels  of  plasminogen  and  fibrinogen  thus 
showing  that  the  drug  did  not  induce  a generalized 
fibrinolytic  state.  In  this  small  study,  death  occurred 
in  4 patients  (3.5%)  and  recurrent  MI  in  4 (5.7%).  There 
were  no  strokes  and  serious  bleeding  was  noted  in  6 
(5.3%).  There  were  no  anaphylactic  reactions  and  an- 
tibodies to  the  TNK-tpa  molecule  were  not  detected. 
There  was  65%  TIMI-3  flow  and  86%  TIMI-2+3  flow 
with  the  50-mg  dose. 

Two  phase  II  trials  are  in  progress  to  further  evalu- 
ate the  efficacy  of  TNK-tpa.  TIMI-10B  is  an 
angiographic  patency  trial  in  which  450  patients  will 
be  enrolled  using  the  two  "best"  doses  of  TNK-tpa 
(30  and  50  mg.)  compared  to  front-loaded, 
weight-adjusted  rt-PA  (100-mg. /90  minutes).  The  pri- 
mary endpoint  of  this  trial  is  TIMI-3  flow  at  90  min- 
utes. Secondary  endpoints  include:  TIMI  frame  count, 
safety,  and  clinical  events  during  the  index  hospital- 
ization. A second  phase  II  trial  (ASSENT  I)  is  a safety 
trial  of  the  30  and  50-mg  doses  and  will  enroll  3000 
patients. 

Reteplase 

Reteplase  (r-PA,  Boehringer  Mannheim  Pharma- 
ceuticals, Gaithersburg,  MD,  USA)  also  resembles 
rt-PA.  It  is  produced  in  Escherichia  coli  cells  and  lacks 
three  domains  and  the  carbohydrate  side  chain  r-PA 
is  cleared  by  the  liver  and  kidney  and  antibodies  spe- 
cific to  the  molecule  have  been  detected.  The  long 
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TIMI-2+3  Patency  Rates  in  RAPID-2 


lTIMI-2 

lTIMI-3 


Figure  1:  Thrombolysis  in  Myocardial  Infarction  (TIMI)  2 + 3 
angiographic  patency  rates  in  The  Reteplase  vs.  Alteplase  Pa- 
tency Investigation  During  myocardial  infarction  (RAPID)-2  trial. 
This  study  compared  r-PA  (10  + 10  MU  given  30  minutes  apart) 
to  rt-PA  (100  mg.  given  over  90  minutes).  The  patency  rates 
r-PA  = 83.4%,  rt-PA  = 73.3%  were  statistically  different,  p < 0.05. 

Abbreviations:  RAPID  = Reteplase  vs.  Alteplase  Patency  Investigation 
During  myocardial  infarction,  r-PA  = Reteplase,  rt-PA  = Alteplase,  TIMI  = 
Thrombolysis  in  Myocardial  Infarction. 


received  streptokinase,  a difference  of 
0.51%  (90%  confidence  interval  -1.74- 
0.73).  The  in  hospital  stroke  rate  was 
0.13%  in  the  r-PA  group  and  0.2%  in  the 
streptokinase  patients.  This  trial  indicates 
that  r-PA  is  a convenient,  effective,  and  a 
safe  thrombolytic  agent  compared  to  strep- 
tokinase. 

A phase  III,  30-day  mortality  trial, 
comparing  r-PA  and  accelerated,  weight 
adjusted  rt-PA,  Global  Use  of  Strategies 
To  Open  occluded  coronary  arteries 
(GUSTO)-III,  will  begin  this  summer. 
GUSTO-III  will  be  conducted  in  approxi- 
mately 500  centers  in  the  United  States 
and  Europe  in  15,000  patients  experienc- 
ing acute  MI  with  ST  segment  elevation, 
who  present  within  six  hours  from  the 
onset  on  chest  discomfort. 

Conclusion 

Third  generation  plasminogen  activa- 
tors used  in  the  treatment  of  acute  Ml  of- 
fer the  promise  of  improved  ease  of  use, 
faster  time  to  treatment,  and  superior 
angiographic  patency  rates.  The  safety 
profile  and  potential  for  survival  benefit 
remain  to  be  determined. 


half  life  of  r-PA  allows  for  administration  with  two 
bolus  doses,  given  30  minutes  apart.  Each  bolus  is 
given  in  less  than  two  minutes.3 

There  have  been  three  well-controlled  clinical  tri- 
als of  r-PA  in  patients  with  acute  MI.  The  Reteplase 
vs.  Alteplase  Patency  Investigation  During  myocar- 
dial infarction  (RAPID)-l  trial  showed  that  two  10  MU 
boluses  separated  by  30  minutes  achieved  a TIMI  2+3 
patency  rate  of  85%  at  90  minutes.4 

r-PA  (10  + 10  MU  given  30  minutes  apart)  bolus 
was  compared  to  rt-PA  (100  mg.  of  rt-PA  given  over 
90  minutes)  in  RAPID-2.  The  primary  endpoint  was 
angiographic  patency  of  the  infarct  related  artery  de- 
termined at  90  minutes  after  drug  infusion.  This  trial 
showed  that  r-PA  had  a greater  patency  rate  than  rt-PA 
given  in  an  accelerated  dosing  format  (Figure  l).5 

r-PA  was  compared  to  streptokinase  in  the  Inter- 
national Joint  Efficacy  Comparison  of  Thrombolytics 
(INJECT)  trial.6  This  trial  evaluated  the  efficacy  and 
safety  of  r-PA  (10  + 10  MU  r-PA  separated  by  30  min) 
compared  to  that  of  streptokinase  (1.5  MU  over  30 
minutes)  in  patients  presenting  with  ST  segment  el- 
evation acute  MI  within  12  hours  after  the  onset  of 
chest  discomfort.  The  trial  was  conducted  in  6,000 
patients  treated  in  208  coronary  care  units  in  nine  Eu- 
ropean countries.  At  35  days,  there  was  a 9%  mortal- 
ity rate  (the  primary  endpoint)  in  patients  who  re- 
ceived r-PA,  compared  to  9.5%  in  those  patients  who 
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Legionellosis  and  Serological  Interpretations 


Legionella  bacteria  are  widespread  in  environmen- 
tal, industrial  and  domestic  water  sources.  Infection 
is  acquired  through  inhalation  of  aerosolized  water 
contaminated  with  Legionella ; there  is  no  evidence  of 
person-to-person  transmission.  Cultures  of  water 
sources  may  be  positive,  but  are  rarely  linked  to  hu- 
man disease.  Therefore,  environmental  cultures  are 
not  recommended  unless  an  isolate  from  a human  case 
can  be  compared,  by  typing,  to  an  environmental  isolate. 

Reported  cases  in  the  U.S.  have  increased  gradu- 
ally from  the  first  recognized  outbreaks.  From  1985- 
1994,  the  U.S.  rate  has  been  approximately  5 cases  per 
million  persons,  ranging  from  830  to  1,615  cases  per 
year.  The  increase  probably  reflects  the  development 
and  use  of  improved  diagnostic  procedures.  For  the 
same  period,  79  cases  were  reported  in  Arkansas,  rang- 
ing from  one  (1)  in  1992  to  16  in  1994,  for  an  average 
rate  of  3.4  per  million. 

At  least  18  species  of  Legionella  cause  human  dis- 
ease, but  Legionella  pneumophila  is  responsible  for  the 
majority  of  cases.  Legionella  causes  a spectrum  of  ill- 
ness from  asymptomatic  infection  to  the  most  severe 
form.  Legionnaires  disease,  a potentially  fatal  pneu- 
monia. A self-limited  flu-like  illness  (Pontiac  fever) 
may  occur,  which  is  probably  a response  to  inhaled 
antigen,  rather  than  bacterial  invasion.  The  majority 
of  cases  are  sporadic  but  epidemics  and  nosocomial 
infections  are  well  described.  Outbreaks  have  been 
attributed  to  air-conditioning  systems,  cooling  towers, 
shower  heads,  hot  tubs  and  grocery  store  mist  sys- 
tems. Sporadic  cases  may  be  of  public  health  impor- 
tance, as  they  may  represent  unrecognized  clusters. 
Reports  of  more  than  one  case  from  the  same  geo- 
graphic area  in  the  same  time  period  warrant  a pre- 
liminary investigation  to  rule  out  a common  source  of 
infection.1 

There  is  often  confusion  regarding  the  interpreta- 
tions of  the  results  of  serological  tests  for  Legionella 
antibodies,  especially  when  only  a single  serum  speci- 
men is  tested.  Correct  interpretation  of  single  serum 
testing  can  be  done  only  within  the  context  of  the 
patient's  clinical  presentation.  The  serological  test  fur- 
nishes data  retrospectively,  weeks  past  the  acute  stage 
of  illness.  It  detects  and  measures  the  antibody  response 
by  the  body's  immune  system  to  the  bacterium  that 
causes  Legionnaires  disease.  It  does  not  determine 


the  current  presence  or  absence  of  the  bacterium  in 
the  body.  Serological  tests  results  indicating  a high 
titer  may  indicate  a continued  immune  response  from 
an  exposure  or  infection  which  occurred  months  or 
years  in  the  past. 

The  following  information  may  be  helpful  in  inter- 
preting serological  test  results: 

*Sera  not  reacting  at  <1 :64  are  considered  negative. 

*A  test  result  of  >1:64  on  a single  serum,  in  the 
absence  of  clinical  illness,  generally  indicates  that  the 
person  had  exposure  to  Legionella  pneumophila  some- 
time in  the  past.  It  does  not  mean  that  the  person  is  a 
carrier  of  Legionnaires  disease.  In  fact,  the  person 
with  a test  result  of  >1:64  may  have  some  level  of  im- 
munity to  the  disease.  A single  serum  specimen  drawn 
and  tested  during  the  acute  phase  of  the  illness  is  not 
a reliable  diagnostic  measure. 

*A  single  test  obtained  during  a person's  illness 
must  be  carefully  interpreted  as  to  whether  it  repre- 
sents the  beginning  (acute)  low  level  of  antibody  or 
ending  (convalescent)  high  level. 

"■From  the  date  of  disease  onset,  it  generally  takes 
three  to  six  weeks  for  antibody  levels  to  peak.  During 
that  time,  antibody  levels  will  normally  change  from 
negative  (no  antibody  detected)  to  positive  with  high 
titers  of  antibody  to  Legionella  pneumophila. 

In  a large  study  of  healthy  volunteers  in  Dubuque, 
IA,  nine  (9)  percent  of  the  people  had  a single  titer  of 
1:128,  four  (4)  percent  had  a single  titer  of  1:256  and 
one-half  (0.5)  percent  had  a single  titer  of  >1:512. 2 
Therefore,  a single  high  titer  is  not  an  uncommon  find- 
ing, even  in  healthy  persons  with  no  known  exposure 
to  Legionella.  Additionally,  as  with  all  serological  tests, 
false  positive  results  may  occur. 

^Ideally,  paired  specimens  should  be  submitted 
for  testing  at  the  same  time.  One  (acute)  should  be 
drawn  within  one  week  of  the  date  of  disease  onset 
and  a second  (convalescent)  specimen  drawn  three  to 
six  weeks  after  disease  onset.  The  first  specimen 
should  be  stored  frozen  until  the  second  specimen  is 
drawn.  In  order  to  ensure  an  accurate  comparison  of 
titers  between  the  acute  and  convalescent  specimens, 
the  laboratory  should  test  both  specimens  in  the  same 
test  run.  Demonstration  of  a fourfold  or  greater  rise  in 
the  immunofluescent  antibody  (IFA)  level  to  >1:128 
against  Legionella  pneumophila  serogroup  1 is  presump- 
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tive  evidence  of  acute  infection.  It  should  be  noted 
that  the  sensitivity  of  serological  diagnosis  is  approxi- 
mately 80  percent,  due  to  false  negative  tests  results. 
Seroconversion  occurs  in  most  patients  within  three 
weeks  after  disease  onset,  but  it  may  take  as  long  as 
six  weeks  and  some  patients  with  this  disease  never 
seroconvert. 

*A  positive  Legionella  antibody  test  result  >1:256 
from  a single  convalescent  serum  specimen  supports 
the  diagnosis  in  a patient  with  a compatible  history  of 
illness. 

Other  accepted  diagnostic  measures  include: 

"■Demonstration  of  L.  pneumophila  serogroup  1 an- 
tigen in  urine  by  radioimmunoassay.  This  is  the  test 
of  choice  for  a diagnosis  early  in  the  patient's  illness. 
There  is  a short  turnaround  time  for  test  results  and 
the  test  is  very  specific  and  sensitive  for  serogroup  1. 
However,  this  test  may  remain  positive  months  after 
the  infection  is  over. 


"Isolation  of  Legionella  from  lung  tissue,  respira- 
tory secretions,  pleural  fluid,  blood  or  other  normally 
sterile  sites  (results  on  cultures  usually  take  three  to 
six  days),  but  few  clinical  laboratories  isolate  Legionella. 

"Demonstration  of  L.  pneumophila  serogroup  1 in 
lung  tissue,  respiratory  secretions  or  pleural  fluid  by 
direct  fluorescence  antibody  testing.  However,  the 
sensitivity  of  the  DFA  stain  is  low  (30  to  50  percent), 
as  are  DNA  probes. 
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Influenza  Update 


Arkansas  - As  of  early  March,  influenza  activity 
has  greatly  decreased  in  Arkansas.  For  the  1995-96 
influenza  season,  the  Arkansas  Department  of  Health 
has  obtained  twenty-six  positive  influenza  cultures. 
Twenty-five  are  type  A (subtype  unknown)  and  one  is 
type  B. 

United  States  - Influenza  activity  has  continued 


to  decline  since  the  peak  activity  period  of  mid-De- 
cember to  early  January  1996.  For  the  week  ending 
February  24,  1996,  influenza  activity  has  been  reported 
as  "widespread"  in  two  states  (Nevada  and  North 
Carolina)  and  "regional"  in  six  states.  Thirty-four  states 
have  reported  "sporadic  activity."  Seven  states  (in- 
cluding Arkansas)  reported  no  activity. 
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Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  January  1996 

The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due  to  the  effects 
of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  dare,  if  known,  rather  than  the  date  the  disease  was 
reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases 
Jan.  1996 

Total 
Reported 
Cases 
YTD  1996 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 

Reported 

Cases 

1995 

Total 

Reported 

Cases 

1994 

Campylobacteriosis 

12 

12 

9 

6 

152 

187 

Giardiasis 

10 

10 

13 

13 

131 

126 

Shigellosis 

7 

7 

9 

22 

175 

193 

Salmonellosis 

18 

18 

13 

20 

332 

534 

Hepatitis  A 

60 

60 

18 

12 

663 

253 

Hepatitis  B 

5 

5 

7 

6 

92 

60 

HIB 

0 

0 

2 

1 

6 

5 

Meningococcal  Infections 

6 

6 

5 

9 

39 

55 

Viral  Meningitis 

3 

3 

0 

4 

31 

62 

Lyme  Disease 

0 

0 

2 

2 

9 

15 

Rocky  Mountain  Spotted  Fever 

0 

0 

0 

0 

30 

18 

Tularemia 

0 

0 

0 

1 

22 

23 

Measles 

0 

0 

2 

0 

2 

5 

Mumps 

0 

0 

1 

1 

5 

7 

Rubella 

0 

0 

0 

0 

0 

0 

Gonorrhea 

446 

446 

222 

589 

5437 

7078 

Syphilis 

65 

65 

91 

91 

1017 

1096 

Legionellosis 

0 

0 

1 

4 

5 

16 

Pertussis 

1 

1 

4 

5 

60 

33 

Tuberculosis 

3 

3 

0 

0 

271 

264 
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Arkansas  HIV/AIDS  Report 

1983-1996 


HIV  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 
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County  of  residence  at  the  lime  of  test  for  the  3,460  Arkansans  reported  to  be  HIV+.  (2/12/96)1 
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Arkansas  HIV/AIDS  Report 
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| Of  the  3,460  Arkansans  reported  to  be  HIV+,  1,941  have  been  diagnosed  with  AIDS.  (2/1 2/96)1 


AIDS  In 
Arkansas 


Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 
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New  Members 


HARRISON 

Baumwell,  Sterling  Howard,  Obstetrics  and  Gy- 
necology. Medical  Education,  Washington  University 
Medical  School,  St.  Louis,  MO,  1976.  Residency,  State 
University  of  New  York,  Buffalo,  NY,  1980.  Board  certified. 

JONESBORO 

Garner,  Barry  Matthew,  Gastroenterology.  Medi- 
cal Education,  UAMS,  1989.  Internship/Residency, 
University  of  Tennessee,  1990/1992.  Board  certified. 

LITTLE  ROCK 

Mawulawde,  Kwabena,  Cardiothoracic  Surgery. 
Medical  Education,  State  University  of  New  York, 
Buffalo,  NY,  1985.  Internship,  SUNY,  Stony  Brook, 
NY,  1986.  Residency,  SUNY,  Stony  Brook,  NY,  1991, 


and  Case  Western  Reserve  University,  Cleveland,  Ohio, 
1993.  Fellowship,  Loyola  University  Medical  Center, 
Maywood,  IL,  1994.  Board  certified. 

Nance,  Melvin  E.,  Family  Practice.  Medical  Edu- 
cation, UAMS,  1991.  Internship,  University  of  Okla- 
homa, 1992.  Residency,  University  of  South  Alabama, 
1995.  Board  eligible. 

Snow,  Sandra  L.,  Pediatrics.  Medical  Education, 
University  of  Tennessee,  Memphis,  TN,  1971.  Intern- 
ship, University  of  South  Alabama,  Mobile,  AL,  1972. 
Residency,  Baylor  College  of  Medicine  and  UAMS, 
1975.  Board  certified. 

West,  loseph  Robert,  Pediatrics.  Medical  Educa- 
tion, University  of  South  Alabama  College  of  Medi- 
cine, Mobile,  AL,  1983.  Internship  and  Residency, 
UAMS/Arkansas  Children's  Hospital,  1984,  1986.  Board 
certified. 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 

fy.  Call  USAF  HEALTH  professions 

TOLL  FREE  1-800-423-USAF 
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Radiological  Case 
of  the  Month 


Steven  R.  Nokes,  M.D. 
Robert  D.  Dickins,  M.D. 
W.  Bradley  Pierce,  M.D 


History: 

A 30-year-old  female  presented  with  new  onset  postural  headaches.  She  was  afebrile.  A CT  scan  revealed  no 
evidence  of  subarachnoid  hemorrhage.  A lumbar  puncture  was  performed  with  an  opening  pressure  of  50  mm  H20. 
The  CSF  was  clear,  with  five  lymphocytes  and  five  RBCs/cc.  Protein  was  78  mg/dl.  An  MR  scan  of  the  brain  was 
performed. 


Figures: 

Sagittal  T1  (a),  axial  T2(b),  axial  T1  post-contrast  (c),  and  coronal  T1  post  contrast  (d)  MR  images  of  the  brain. 
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Spontaneous  Intracranial  Hypotension 


Diagnosis: 

Spontaneous  Intracranial  Hypotension. 

Radiographic  Findings: 

The  sagittal  image  reveals  mild  cerebellar  tonsillar  herniation  and  depression  of  the  optic  chiasm  and  pons.  The 
T2-weighted  image  is  normal.  The  post-contrast  images  demonstrate  diffuse  abnormal  meningeal  enhancement. 

Discussion: 

Spontaneous  intracranial  hypotension  (SIH)  was  first  described  in  1938  by  Schaltenbraud.  SIH  results  from 
decreased  CSF  pressure  which  fails  to  support  the  brain  and  probably  occurs  from  coughing  or  occult  trauma  that 
produces  an  occult  CSF  leak.  A secondary  form  is  more  common  and  is  seen  following  trauma  or  lumbar  puncture 
and  in  dehydration. 

The  clinical  hallmark  is  a striking  orthostatic  headache  that  subsides  when  the  patient  is  recumbent.  Traction  on 
aural  pain  receptors  due  to  a diminished  CSF  cushion  result  in  the  headache.  Nausea,  vomiting,  nuchal  rigidity  and 
visual  disturbances  are  common.  A decreased  intralabyrinthine  pressure  may  result  in  vertigo,  tinnitus  and  hearing 
loss. 

The  CSF  opening  pressure  is  less  than  60  mm  H20.  The  protein  is  mildly  elevated  (>45mg/dl)  with  mild  pleocyto- 
sis (>5/cc)  probably  secondary  to  meningeai  hyperemia. 

The  MR  findings  are  characteristic  in  the  correct  clinical  situation.  Tonsillar  herniation  can  also  be  seen  with 
Chiari  I malformations.  Depression  of  the  optic  chiasm  and  pons  can  occur  secondary  to  mass  lesions,  although 
none  is  present  in  this  syndrome.  The  aural  enhancement  is  a result  of  venous  engorgement  accompanying  a re- 
duced CSF  volume  (the  Monro-Kellie  rule).  Dural  enhancement  also  occurs  with  inflammatory  conditions,  leptom- 
eningeal  carcinomatosis  and  following  craniotomy  or  subarachnoid  hemorrhage. 

SIH  is  self-limited,  with  resolution  of  symptoms  in  2-16  weeks.  Conservative  therapy  requires  strict  bed  rest  and 
analgesics.  An  epidural  blood  patch  or  saline  infusion  usually  results  in  immediate  relief.  Occasionally,  surgical  repair 
of  a large  meningeal  defect  is  required. 

References: 

1.  Fishman  RA,  Dillon  WP.  Dural  enhancement  and  cerebral  displacement  secondary  to  intracranial  hypotension. 
Neurology  1995,43:609-611. 

2.  Pannullo  SC,  Reich  JB,  Krol  G,  Deck  MDF,  Posner  JB.  MRI  changes  in  intracranial  hypotension.  Neurology  1993, 
43:919-926. 

3.  Sell  JJ,  Rupp  FW,  Orrison  WW.  latrogenically  induced  intracranial  hypotension  syndrome.  AJR  1995;  165:1513-1515. 


Editor:  Steven  R.  Nokes,  M.D.  is  associated  with  Radiology  Consultants  in  Little  Rock. 
Contributor:  Robert  D.  Dickins,  M.D.  is  with  Neurological  Surgery  Associates  in  Little  Rock. 
Contributor:  W.  Bradley  Pierce,  M.D.  is  associated  with  Radiology  Consultants  in  Little  Rock. 
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Help  is  just  a phone  call  away. 


Statewide 

1-800-467-1333 


CareNetwork 

EXCELLENCE  IN  HOME  CARE  & STAFFING 

JCAHO  Accredited  with  Commendation 


Every  day,  we  stake  our  reputation 
on  providing  the  best  possible  care 
to  every  CareNetwork  client  across 
the  state.  That’s  why  so  many 
people  rely  on  us  for  their  home 
health  care  and  supplemental 
staffing  needs.  Working  with  the 
CareNetwork  team  means  you’ll  get 
the  training,  skills  and  experience 
you  need,  when  you  need  them.  So 
whether  it’s  on  a long-  or  short- 
term basis,  in  the  home,  hospital  or 
other  facility,  CareNetwork  can 
provide  you  with  a full  spectrum  of 
health  care  professionals  and 
services.  And 
we’re  always  just 
a phone  call 
away.  Let  us 
know  how  we 
can  help. 


Little  Rock 

9712  W.  Markham 
Little  Rock,  AR  72205 
223-3333 

Hot  Springs 

2212  Malvern,  Suite  3 
Hot  Springs,  AR  71901 
623-5656 

Fort  Smith 

4300  Rogers,  Suite  29 
Fort  Smith,  AR  72903 
494-7273 

Rogers 

1227  W.  Walnut 
Rogers,  AR  72756 
636-1700 


In  Memoriam 


James  Claude  Barnett,  M.D. 

Dr.  James  Claude  Barnett,  of  Heber  Springs,  died 
Friday,  February  16,  1996.  He  was  80.  Survivors  in- 
clude his  wife,  Audrey  (Davis)  Barnett;  son,  Jim  Barnett; 
daughter,  Carol  Ann  Barnett;  brothers  Elgin  Barnett 
and  Horace  Barnett;  sister.  Addle  Mae  Smith;  two 
grandchildren;  and  one  great  grandchild. 


Things  To  Come 


April  26 

Management  of  Chronic  Pain.  Washington  Uni- 
versity School  of  Medicine,  St.  Louis,  Missouri.  Spon- 
sored by  the  Division  of  Rheumatology  and  the  Office 
of  Continuing  Medical  Education,  Washington  Uni- 
versity School  of  Medicine.  For  more  information,  call 
1-800-325-9862  or  (314)  362-6891. 

April  26  - May  3 

Fifty-fifth  Annual  American  Occupational  Health 
Conference.  San  Antonio  Convention  Center,  San 
Antonio,  Texas.  Sponsored  by  the  American  College 
of  Occupational  and  Environmental  Medicine.  For  more 
information,  call  (708)  228-6850. 

ARKANSAS  LOCATION 
May  2-4 

Arkansas  Medical  Society  1996  Annual  Conven- 
tion. Excelsior  Hotel  and  Statehouse  Convention  Cen- 
ter, Little  Rock,  Arkansas.  For  more  information,  call 
(501)  224-8967  or  1-800-542-1058. 

May  5-6 

Fourth  Annual  American  Medical  Association 
Conference  on  Physician  Payment.  La  Mansion  del 
Rio,  San  Antonio,  Texas.  For  more  information,  call 
800-621-8335. 

May  13  - 24 

7th  Annual  Tropical  Health  Update.  Tulane  Uni- 
versity School  of  Public  Health  & Tropical  Medicine, 
New  Orleans,  Lousiana.  Sponsored  by  the  Office  of 
Continuing  Education  and  Tulane  University  Medical 
Center.  For  more  information,  call  (504)  588-5466  or  1- 
800-588-5300. 


May  15  - 17 

Beyond  the  Hospital:  Patient-Driven  Strategies 
to  Integrate  Care.  Hyatt  Regency  at  Union  Station,  St. 
Louis,  Missouri.  Sponsored  by  The  Picker  Institute. 
For  more  information,  call  (617)  667-2388. 

June  6-9 

Symposium  on  Computer  Assisted  Radiology  S / 
CAR  '96.  Denver  Marriott  Hotel  City  Center,  Denver, 
Colorado.  Sponsored  by  the  Society  for  Computer 
Applications  in  Radiology.  Co-sponsored  by  the  Uni- 
versity of  Colorado  Health  Sciences  Center.  For  more 
information,  call  (703)  716-7548. 

July  25  - 27 

Clinical  Allergy  for  the  Practicing  Physician. 

Washington  University  Medical  Center,  St.  Louis,  Mis- 
souri. Sponsored  by  the  Office  of  Continuing  Medical 
Education,  Washington  University  School  of  Medicine. 
For  more  information,  call  1-800-325-9862. 

October  9-13 

Infectious  Disease  '96  Board  Review  Course  - A 
Comprehensive  Review  for  Board  Preparation.  The 

Hyatt  Regency  Hotel,  Washington,  D.C.  Sponsored 
by  the  Center  for  Bio-Medical  Communication.  For 
more  information,  call  (201)  385-8080. 

November  20  - 24 

90th  Annual  Scientific  Assembly  - Yesterday's 
Caring  with  Today's  Technology.  Baltimore  Conven- 
tion Center,  Baltimore,  Maryland.  Sponsored  by  the 
Southern  Medical  Association.  For  more  information, 
call  (800)  423-4992  or  (205)  945-1840 
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Keeping  Up 


April  26 

Acute  Stroke  Intervention.  Sponsored  by  National 
Park  Medical  Center.  Location:  National  Park  Medical 
Center,  Ozark  - Quapaw  Rooms.  No  fee.  For  more 
information,  call:  501-620-1420. 

April  27  - 28 

13th  Annual  W.W.  Stead  Chest  Symposium.  Spon- 
sored by  UAMS  College  of  Medicine.  Location:  Red 
Apple  Inn  at  Eden  Isle,  Heber  Springs.  Category  I 
credit  hours  offered  and  fee:  TBA. 

May  9 - 10  & November  16  - 19 
Surgical  Treatment  of  Erectile  Dysfunction  with 
Penile  Prosthetic  Implantation.  Sponsored  by  UAMS 
AHEC  - Fort  Smith.  Location:  Crawford  County  Me- 
morial Hospital,  Van  Buren.  Fee:  $350.  Category  I 
credit  hours  offered:  TBA.  For  more  information, 
call:  501-785-2431. 

May  10 

Update  on  "Any  Willing  Provider."  Sponsored  by 
National  Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 

May  24 

The  Future  of  Medical  Education.  Sponsored  by  Na- 
tional Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 


May  31  - June  2 

18th  Annual  Family  Practice  Intensive  Review 
Course.  Sponsored  by  UAMS  College  of  Medicine , De- 
partment of  Family  and  Community  Medicine.  Location: 
UAMS,  Education  II  Building,  Little  Rock.  Category 
I credit  hours  offered  and  fee:  TBA. 

June  14 

Vitamins  in  Alternative  Medicine.  Sponsored  by  Na- 
tional Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 

June  23  - 28 

Intensive  Workshop  in  Health  Care  Ethics.  Spon- 
sored by  UAMS  Division  of  Medical  Humanities.  Loca- 
tion: Freeway  Medical  Center,  Suite  500,  Little  Rock. 
Fee:  $375  - includes  all  course  materials,  breakfast, 
receptions  and  two  dinners.  Category  I credit  hours 
offered:  TBA.  For  more  information,  call:  501-661-7970. 

June  28 

Annual  AHEC  Fort  Smith  CME  Seminar.  Sponsored 
by  UAMS  AHEC  - Fort  Smith.  Location:  Holiday  Inn, 
Fort  Smith.  Category  I credit  hours  offered:  TBA. 
For  more  information,  call:  501-785-2431. 

June  28 

Hemodialysis  Access  Problems.  Sponsored  by  Na- 
tional Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAVETTEVILLE-VA  MEDICAL  CENTER 

General  Internal  Medicine  Review,  Wednesdays,  12:00  noon.  Room  238  Bldg.  1 

Medical  Grand  Rounds/General  Medical  Topics,  Thursdays,  12:00  noon,  Auditorium,  Bldg.  3 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon,  Conference  Room 
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LITTLE  RQCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Tuesdays,  1:00  p.m..  Conference  Room,  Springer  Building 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Cancer  Conferences,  Wednesday,  July  3,  12:00  noon.  Southwestern  Bell/Arkla  room. 

Chest  Conference,  4th  Wednesday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/ARKLA  Room.  Light  breakfast  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Spine  Center  Conference,  1st  Wednesday,  7:00  a.m.,  Southwestern  Bell/Arkla  Room.  Light  Breakfast  provided. 

Urology  Grand  Rounds,  1st  Tuesday  in  March,  May  and  July 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m..  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon.  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 

MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m..  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon.  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon.  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category  I 
of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m.  Terrace  Restaurant,  Little  Rock 
Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 
CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 
Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5014 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m.,  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m..  Gastroenterology  conference  room,  3D29 
GI/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
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Hematology/Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Interhospital  Urology  Grand  Rounds,  1st  Tuesday,  5:30  p.m.,  St.  Vincent  Arkla/Bell  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  three  times  a month,  CARTI  Auditorium 
once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 
Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 
Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 
Medicine  journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 
Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 
Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m..  Room  2E-142  at  VAMC 
Neurology-Neuradiology  Conference,  Wednesday's,  5:00  p.m.,  Room  2E-142  at  VAMC 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards,  2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg. 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 

Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACFI  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  V A Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

V A Chest  Conference  (combined  Surgical/Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

VA  Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

V A GREECI Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

VA  Hematology/Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

VA  Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

VA  Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

VA  Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  &t  Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary,  White  County  Memorial  Hospital,  Searcy 

EL  DORADO-AHEC 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a m.,  Warner  Brown  Campus,  6th  floor  Conf.  Rm. 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 

Chest  Conference,  3rd  Wednesday,  12:15  p.m.,  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
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GYN  Conference,  2nd  Friday,  12:15  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:15  p.m.,  AHEC-South  Arkansas 

Noon  Lecture  Senes,  2nd  & 4th  Thursday,  12:00  noon.  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5.  Lunch  provided. 

Pediatric  Conference,  3rd  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:15  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:15  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5,  Lunch  provided. 

FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  AHEC  Classroom 

Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SM1TH-AHEC 

AHEC  Residency  Program  Noon  Conferences,  12:30  p.m.,  Tuesday-Friday,  AHEC  Building 
Grand  Rounds,  12:00  noon,  first  Wednesday  of  each  month,  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Tumor  Conference,  Wednesdays,  12:00  noon.  Sparks  Regional  Medical  Center 

JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m.,  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Citywide  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon.  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m.,  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conferences,  every  other  month  beginning  in  January,  7:30  a.m.,  Northeast  Arkansas  Rehabilitation  Hospital 
Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon,  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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Health  insurance  claim  filing  and 
insurance  reimbursement  are  two  of  the 
most  important  aspects  of  your  business. 
Arkansas  Blue  Cross  and  Blue  Shield's 
experienced  Electronic  Services  staff  can 
help  you  file  Medicare  A,  Medicare  B, 
Medicare  Secondary  Payor  (MSP),  Blue 
Cross  and  Blue  Shield,  USAble 
Administrators,  Health  Advantage, 

HMO  Arkansas  and  selected  Arkansas' 
FirstSource  claims  quickly  and  accurately. 

New  opportunities  now  exist  for  related 
uses  of  electronic  data  interchange  (EDI) 
which  will  provide  additional  benefits 
such  as  electronic  remittance  advice, 
electronic  funds  transfer  and  remote 
inquiry/ entry/update. 

To  find  out  how  electronic  billing  and 
EDI  can  work  for  you,  contact  our 
experienced  staff  of  professionals  at 
(501)  378-2419. 
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SERVICES 
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Editorial 


Good  Times  Are  Coming 

Samuel  E.  Landrum,  M.D.,  F.A.C.S.* 


"These  are  the  best  of  times,"  says  the  optimist. 
"I'm  afraid  you  are  right,"  replies  the  pessimist. 
Gratitude  for  the  many  medical  improvements 
during  my  career  leads  me  to  consider  the  future  in 
more  optimistic  terms  than  current  reports,  opinions, 
and  predictions  suggest.  When  interning,  I read  an 
article  predicting  what  surgical  practice  ten  years  later 
would  be.  The  writer  very  forcefully,  and  incorrectly, 
predicted  that  there  would  be  no  operations  for  cancer 
because  vaccines  would  be  developed  that  would  pre- 
vent malignancies.  The  American  diet  would  change 
so  that  there  would  be  no  need  for  gallstone  surgery. 
Also,  it  was  to  be  expected  that  antibiotics  would  con- 
trol infections  so  there  would  be  no  need  for  appen- 
dectomies, resections  for  diverticulitis,  or  other  infec- 
tious processes  of  a surgical  nature.  I was  lead  to  be- 
lieve that  surgical  care  ten  years  later  would  be  only 
for  congenital  deformities,  trauma,  and  transplantation. 

Reading  that  article  forty  years  ago  impressed  on 
me  that  perhaps  I was  seeking  a residency  in  a field 
that  would  be  mostly  obsolete  in  only  ten  years.  1 don't 
think  the  author  knew  how  inventive  surgeons  are  in 
developing  new  procedures.  It  is  true  that  corrections 
of  anomalies,  traumatic  disruptions,  and  the  transplant 
operations  have  become  bona  fide  accepted  procedures. 
However,  community  surgeons  still  perform  just  about 
all  the  operations  that  made  up  the  majority  of  the 
schedule  when  I was  a resident.  The  antacid  medi- 
cines recently  used  have  greatly  reduced  the  frequency 
of  gastric  operations  that  were  routine  forty  years  ago, 
but  this  is  more  than  counterbalanced  with  the  devel- 
opment of  vascular  surgery  and  a myriad  of  proce- 
dures by  surgical  specialists  that  were  not  in  anyone's 
dreams  then. 

The  polio  vaccine  was  announced  when  we  stu- 
dents were  in  class,  and  it  brought  our  hearts  a swell- 
ing of  joy  similar  to  the  great  feelings  experienced  when 

* Dr  Landrum  is  affiliated  with  Holt-Krock  Clinic  in  Fort  Smith 
and  is  a member  of  the  editorial  board  for  The  Journal  of  the 
Arkansas  Medical  Society. 


the  Hogs  won  the  NCAA  Championship.  Similarly, 
we  were  exhilarated  when  a professor  told  our  class 
that  it  had  just  been  found  that  corticosteroid  therapy 
was  allowing  children  with  leukemia  to  live  six  months 
instead  of  dying  in  a very  few  weeks. 

With  this  lengthy  prelude,  consider  some  of  the 
good  things  that  I believe  will  come  along  soon  to  the 
benefit  of  patients  and  surprisingly  to  the  pleasure  of 
practicing  physicians. 

Diagnostic  methods  in  laboratory  and  imaging 
modalities  will  continue  to  improve  to  detect  serious 
diseases  earlier.  For  some  malignancies,  gene  identifi- 
cation or  tumor  markers  will  permit  treating  patients 
who  have  no  overt  disease  by  current  diagnostic  meth- 
ods. Consider  how  good  mammography  has  impacted 
the  health  of  women.  Other  tumor  systems  will  be 
amenable  to  earlier  expression  that  we  now  know.  The 
mortality  rate  from  breast  cancer  is  being  reduced  by 
these  newer  approaches  and  newer  therapies  applied 
in  the  proper  sequence.  We  surely  need  a similar  break- 
through for  pancreatic  and  lung  cancers,  and  promis- 
ing results  are  recently  being  reported  by  some  cen- 
ters regarding  pancreatic  tumors. 

The  currently  perceived  horror  of  managed  care 
will  be  found  to  be  a beneficial  change  because  it  can 
challenge  us  intellectually  to  be  the  best  that  we  can  in 
reaching  a diagnosis  without  getting  reams  of  labora- 
tory studies  and  repetitious  imaging.  How  long  will  it 
be  before  there  is  no  safe  place  to  dispose  of  all  those 
diagnostic  isotopes  that  we  infuse  into  our  patients? 
A common  problem  is  the  patient  with  obstructive 
jaundice  who  usually  has  ultrasound,  CT  scan, 
hepatobiliary  scan,  ERCP,  and  percutaneous 
transhepatic  cholangiogram,  in  addition  to  a few  days 
of  repeated  blood  studies  before  the  value  of  consult- 
ing a surgeon  is  considered.  For  most  of  these  pa- 
tients, ultrasound  study,  lab  work,  and  an  operation 
yield  the  most  effective  results.  A less  common  prob- 
lem is  a thyroid  nodule.  Nearly  all  of  these  patients 
have  TSH,  a full  panel  of  thyroid  blood  studies,  a 
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radioisotope  scan  of  the  thyroid,  and  an  ultra-sound 
examination  of  the  thyroid  before  referral  for  surgical 
opinion.  In  essence,  all  they  need  in  addition  to  history 
and  physical  examination  are  TSH,  T3,  and  perhaps 
fine  needle  aspiration  with  cytological  study  of  the 
nodule.  These  much  less  expensive  tests  will  nearly 
always  guide  one  to  a correct  treatment. 

Improvement  in  transportation  will  continue  to 
enhance  the  referral  of  patients  with  difficult  prob- 
lems to  centers  with  experience  who  have  demon- 
strated better  results.  Operable  pancreatic  cancers  or 
patients  in  need  of  hepatic  transplantation  are  two 
challenges  that  come  to  mind.  We  must  accept,  in- 
deed applaud,  the  centers  that  have  achieved  good 
outcomes  with  major  burns,  catastrophic  children's 
lesions  and  similar  cases  that  exceed  the  capability  of 
most  community  hospitals.  Referral  of  such  patients 
from  our  local  practices  should  not  be  thought  to  lessen 
one's  stature  professionally;  it  should  be  gratifying  to 
see  these  patients  often  returning  very  much  restored. 

The  physical  impact  of  operations  will  continue  to 
be  diminished.  Small  incisions  for  minimally  invasive 
procedures  have  made  surgeons  and  patients  alike 
much  happier  with  this  steadily  enlarging  field  of  prac- 
tice. The  operations  may  take  a little  longer,  but  post-op 
rounds  are  certainly  fewer;  and  most  surgeons  prefer 
to  be  operating  more  than  rounding.  Another  example 
is  the  stereotactic  needle  core  biopsy  of  suspicious 
mammographic  shadows.  This  is  expanding  to  per- 
mit the  removal  of  small  lesions  completely  without 
the  use  of  the  traditional  incision.  Also  it  has  reduced 
the  cost  of  a diagnostic  biopsy  by  half,  and  ultra-sound 
guided  needle  core  breast  biopsies  are  even  less  costly. 

Gatekeepers  will  likely  disappear  when  it  becomes 
realized  by  payors  that  patients  can  select  needed  care 
by  specialists  about  as  accurately  as  can  doctors. 
Needed  care  will  not  be  delayed  by  a physician's  con- 
cern that  part  of  one's  income  will  be  reduced  if  the 
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patient  goes  directly  for  the  necessary  services  of  a 
specialist.  At  the  risk  of  sounding  like  an  elitist,  it  seems 
there  are  a wide  array  of  problems  that  are  treated 
better  by  a specialist  initially.  Also,  all  of  us  will  ap- 
plaud the  disappearance  of  all  those  referral  slips  that 
take  up  so  much  of  the  time  of  a primary  care  physician. 

The  diminishing  voice  of  national  and  probably 
state  medical  organizations  will  shrink  more.  It  is  a 
myth  nowadays  to  talk  of  medicine  being  a unified 
profession.  There  is  too  much  concern  about  what  piece 
of  the  economic  pie  each  segment  of  practicing  physi- 
cians may  seek  to  even  think  that  we  shall  be  able  to 
speak  as  one.  However,  as  the  compensation  for  the 
several  participants  is  slowly  evolved  for  the  individual 
member  of  a panel  or  group  of  doctors;  it  seems  likely 
there  will  be  restored  a collegiality  and  sense  of  unity 
within  that  group;  and  I suspect  these  groups  will  be 
much  larger  than  we  can  think  now. 

One  expectation  I have  is  that  the  care  of  children 
in  this  country  will  be  much  better  and  certainly  more 
available.  The  compensation  for  those  who  practice  in 
the  profession  dealing  with  children  will  be  much 
higher  proportionally  to  other  fees.  We  do  not  con- 
sider the  relative  benefit  to  society  overall  of  proper 
immunizations,  restorative  operations,  and  care  in 
health  and  sicknesses  of  children  with  many  years  of 
expected  survival  compared  to  the  frequent  expensive 
operations,  medicines,  and  long  term  care  given  to 
the  old  where  the  expected  survival  is  months  or  a 
few  years.  Will  we  wait  until  medical  care  is  truly  ra- 
tioned, or  will  we  need  to  wait  for  the  second  term  of 
Pres.  Hillary  Clinton  to  get  a better  deal  for  youngsters? 

Many  things  I think  may  happen  for  the  good  may 
not,  and  some  will  surely  not  be  as  much  for  the  good 
as  I think  they  will.  The  only  sure  thing  I can  predict 
medically  is  that  the  mortality  rate  will  remain  just  a 
little  over  100%  because  only  a few  of  us  will  get  a 
second  life  after  successful  CPR.  So  there  you  are. 
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Managed  Care: 

Global  or  Local? 


Arkansas  Managed  Care  Organization  Serves 
Local  Partnerships  Providing  Community  Care. 


The  world  of  managed  care  is  expanding,  often 
ignoring  the  benefits  of  local  partnerships  among 
employers,  employees,  doctors  and  hospitals. 
The  global  outlook  suggests  restricted  health  care 
delivered  only  by  those  providers  who  agree  to 
lower  rates  in  return  for  guaranteed  patients. 
Arkansas  Managed  Care  Organization  (AMCO) 
believes  there  is  a better  way  to  reduce  cost  and 
ensure  quality  care. 

Health  Care's  Better  Way 

Formed  as  a PPO  in  1994,  AMCO  has  assembled 
a strong  network  of  1,700  local  doctors  and  38 
local  hospitals  covering  75%  of  Arkansas.  Our 
philosophy  for  quality  care  relies  on  these  stable 
local  partnerships  - run  by  local  boards  made  up 
of  doctors,  hospitals  and  employers  --  to  ensure 
access  and  affordability.  And  AMCO  can  provide 
coverage  to  Arkansas’  multi-state  employers 
through  our  national  network. 


Physician's  Practice 
Where  Patients  Live 

AMCO’s  local  partnerships  mean  physicians  can 
still  practice  where  patients  live,  while 
experiencing  practice  growth  through  local 
employer  contracts.  The  link  between  managed 
care  and  community  care  combines  the  benefits 
of  a statewide  network  with  the  security  and 
convenience  of  hometown  medical  attention. 

For  information  on  local  partnerships  for 
community  care,  call  AMCO  at  1-800-278-8470. 
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Health  Care  Access  Foundation 

As  of  April  1,  1996,  the  Arkansas  Health  Care  Ac- 
cess Foundation  has  provided  free  medical  service  to 
10,810  medically  indigent  persons,  received  19,778  ap- 
plications and  enrolled  39,111  persons.  This  program 
has  1,722  volunteer  health  care  professionals  includ- 
ing medical  doctors,  dentists,  hospitals,  home  health 
agencies  and  pharmacists.  These  providers  have  ren- 
dered free  treatment  in  69  of  the  75  counties. 

AMA's  New  Executive  Vice  President 
People  and  Patients  --  his  " foremost  priority " 

If  the  position  of  Executive  Vice  President  of  the 
American  Medical  Association  continues  to  be  as  de- 
manding as  it  was  under  former  EVP  James  S.  Todd, 
M.D.,  then  P.  John  Seward,  M.D.,  should  do  well  in 
it,  or  so  say  many  who  have  known  and  worked  with 
him  and  who  call  themselves  "privileged"  to  be  his 
friend. 

The  job  of  EVP  is  "an  uncommon  one,"  according 
to  Dr.  Todd,  who  held  the  office  for  six  years.  "It's  an 
all-consuming  position  with  the  need  for  multiple  abili- 
ties to  deal  with  politics,  science,  education,  finances 
and  a constituency.  It's  not  placid.  You're  never  fully 
prepared  for  it." 

But  from  physician  to  police  detective  to  English 
teacher.  Dr.  Seward's  friends  describe  the  new  EVP  as 
a man  who  is  part  farm  boy  but  cloaked  in  layers  of 
scholarship,  professionalism,  and  political  savvy,  and 
who  is  always  the  dedicated  physician  that  he  planned 
to  be  since  the  first  grade  at  Francis  Willard  Elemen- 
tary School  in  Rock  Island,  Illinois. 

"It  was  probably  our  mother's  long,  chronic  ill- 
ness that  influenced  John  to  be  a doctor.  He  knew 
from  that  time  what  he  wanted  to  be,"  says  Dr. 
Seward's  sister  and  only  sibling,  Mrs.  Ann  Robinson, 
of  Macomb,  Illinois,  an  artist  and  retired  English 
teacher.  "We  always  hung  together.  Later,  when  our 
families  were  young,  though  we  were  living  100  miles 
apart,  if  a kid  was  sick  or  fell  out  of  a tree,  he  was 
always  there  with  sympathy  and  advice.  He's  always 
been  a good  listener." 

Others  echo  that  theme.  "He  is  perceptive;  he  has 
a brightness  and  a quickness  to  size  up  situations  and 
individuals,"  says  William  R.  Felts,  M.D.,  who  chaired 
the  AMA  Council  on  Legislation  during  Dr.  Seward's 
early  days  as  a Council  member,  and  who  credits  Dr. 
Seward  with  "an  almost  innate  ability  to  identify  pho- 
nies." Dr.  Felts,  now  Professor  Emeritus  at  George 
Washington  University  Medical  School,  also  extols  Dr. 
Seward's  dependability.  "Count  on  him  to  do  what  he 


says.  But  above  all  he  has  a very,  very  high  level  of 
integrity.  He's  a really  unique  individual!" 

"Doc  Seward's  a natural,  born  leader,"  says  former 
Chief  of  Detectives,  Gene  Coots,  of  Winnebago  County, 
Illinois,  "He's  always  bringing  people  together,  syn- 
ergistically.  He  just  knows  how  to  do  it  and  he's  the 
best  at  it  that  I ever  knew." 

Detective  Coots  knows  John  Seward  as  few  people 
do.  They  spent  long,  often  tedious,  sometimes  har- 
rowing, hours  together  as  Dr.  Seward  fulfilled  the  role 
of  Winnebago  County  Coroner.  During  the  miserable 
times,  it  was  Dr.  Seward's  companionship  and  sense 
of  humor  that  brought  the  law  officers  through  and 
"made  the  events  memorable"  for  Coots.  "Like  the 
evening  I was  at  a retirement  party  when  Doc  called 
me  away  because  a body  had  been  discovered  near 
the  cemetery.  It  was  miserable  weather  and  the  body 
was  found  along  the  river  bank.  John  realized  it  was 
an  American  Indian,  buried  150  years  ago.  We  spent 
half  the  night  digging  there,  and  sent  the  remains  to 
the  Smithsonian.  Doc  knew  I'd  missed  a steak  dinner. 
He  kept  promising  to  buy  me  a steak  for  breakfast  but 
the  best  he  could  do  after  midnight  was  a plate  of  ham 
and  eggs.  Or  the  Christmas  Day  we  left  our  families 
to  determine  why  x-rays  of  a murder  victim  showed  a 
number  of  pellets  we  hadn't  expected  to  find  there. 
Doc  was  so  methodical,  he  went  through  old  hospital 
records  half  the  night,  eating  Big  Macs  and  cold  fries 
while  our  families  had  a more  traditional  meal.  He 
finally  discovered  ...  [a  prior  wounding]  when  the  vic- 
tim wouldn't  let  them  take  the  pellets  out.  Doc  will 
work  'til  he  drops  and  he  knows  how  to  demand  things 
of  others  and  make  them  want  to  succeed.  And  the 
good  of  his  staff  is  always  on  his  mind." 

The  good-natured  give-and-take  of  the  Coroner's 
office  once  found  Dr.  Seward  remarkably  on  the  re- 
ceiving end.  On  his  50th  birthday,  wife  Dusty,  his  sis- 
ter Ann  and  friends  planned  a surprise  party  for  him 
that  has  to  stand  as  a bench  mark  for  surprise  events. 
"We  rented  a restaurant  hall  in  an  old  neighborhood 
of  Rockford,"  Ann  Robinson  recalls.  City  and  Sheriff's 
police  were  in  on  it.  "The  Deputy  Coroner  called  John 
and  said  there  had  been  a multiple  mob  slaying  there. 
All  the  guests  were  lying  on  the  ground,  their  out- 
lines chalked  on  the  floor,  when  the  Coroner  burst  in. 
He  was  shouting,  'Don't  anybody  touch  anything!' 
then  the  lights  came  up  and  the  "victims"  began  to 
move.  John  was  delighted  with  the  way  that  we  had 
set  him  up." 

Well,  naturally.  A love  of  dramatics  is  an  impor- 
tant side  of  R John  Seward.  Many  who  frequented 
Rock  Island's  Community  Theater  still  remember 
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Seward  as  Falstaff  in  Shakespeare's  "Henry  IV"  --  or 
as  Lenme,  in  Steinbeck's  "Of  Mice  and  Men."  Then 
there  was  the  two-hour  one  man  show  he  did  at  the 
Medical  School  theater  in  Rockford,  Illinois,  with  por- 
trayals of  the  great  speeches  of  the  English  language. 
"He  could  pitch  his  voice  to  the  high  tones  of  Abraham 
Lincoln,"  remembers  Gene  Coots,  "or  give  you  that 
Winston  Churchill  growl.  But  compliment  him  on  an 
amazing  performance  and  he  won't  go  for  any  ego 
trips.  He'll  just  say,  "Oh,  YOU  could  do  that,  just  as 
well!" 

The  many  parts  of  the  man  go  together  to  make 
"the  consummate  politician,"  says  retired  Family  Phy- 
sician Charles  Hair,  M.D.,  of  Santa  Paula,  California, 
once  Dr.  Seward's  Vice  Chair  on  the  Council  on  Legis- 
lation. "He's  a farm  boy  whose  expressed  naivete  is 
belied  by  his  common  sense,  political  savvy  and  silver 
tongue,"  says  Dr.  Hair.  "Out  of  this  farm  boy  come 
soliloquies  that  are  beautiful  to  hear,  but  always  he's 
the  dedicated  family  practitioner.  Patients  always  were 
- and  always  will  be  — his  foremost  priority." 

Dr.  Seward's  friends  agree  that  his  unique  combi- 
nation of  qualities  and  talents  will  continue  to  benefit 
the  AMA.  "He  listens,  he's  receptive,  keeps  others  in 
mind  and  can  persuade  without  becoming  confronta- 
tional," says  Ann  Robinson.  "He'll  continue  to  be  the 
patients'  advocate,  while  again  proving  himself  a very 
effective  manager,"  says  Dr.  Hair.  "Colin  Powell  re- 
minds me  of  Doc,"  Gene  Coots  believes.  "He's  con- 
cerned about  the  right  things,  about  morality.  He  rises 
to  leadership  almost  reluctantly  but  he's  the  epitome 
of  leadership  — nothing  soft.  He's  loyal  and  unpreten- 
tious, and  has  quite  an  effect  on  people."  "He's  very 
capable  and  deserving,  " says  Dr.  Felts.  "He'll  make  a 
great  EVP!" 

Former  EVP  Dr.  Jim  Todd  agrees.  "John's  strengths 
are  in  building  consensus.  He  understands  the  politi- 
cal process.  He  has  management  experience.  I don't 
think  he's  grasped  the  magnitude  of  what  he's  gotten 
himself  into  - but  he's  got  all  the  attributes  necessary!" 

Interview  with  P.  John  Seward,  M.D., 
Executive  Vice  President,  American 
Medical  Association 
Q.  What  is  your  vision  for  the  AMA? 

A.  To  continue  to  reinforce  our  role  as  the  primary 
national  advocate  for  patients  and  physicians.  In  the 
most  fundamental  way,  that  is  what  medicine  is  all 
about.  And  the  AMA  can  act  on  behalf  of  millions  of 
patients.  We  continue  in  a good  position  to  do  this. 
We  are  financially  secure  and  programmatically  sound. 
We  are  strongly  positioned  as  medicine's  leader,  and  I 
see  us  continuing  in  that  role. 

Q.  How  has  your  background  prepared  you  for  your 
current  role  as  EVP? 
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A.  I was  a practicing  doctor,  with  all  the  joys,  prob- 
lems, hassles,  and  tears  that  practicing  medicine  brings. 
I've  also  been  the  manager  of  a number  of  successful 
business  enterprises  and  a longtime  public  official.  All 
of  this  and  my  service  as  member  and  chair  of  the 
AMA  has  given  me  enormous  experience  and  perspec- 
tive for  assuming  this  new  role. 

Q.  Some  physicians  are  reluctant  to  join  the  AMA 
because  they  don't  believe  it  represents  their  inter- 
ests. What  will  you  do  about  that? 

A.  The  AMA  currently  represents  physicians'  inter- 
ests. We  have  represented  physicians  in  Washington 
on  issues  of  health  system  reform,  Medicare  and  pro- 
fessional liability,  we  have  led  the  charge  in  public 
health  issues  such  as  domestic  violence  and  tobacco, 
and  we  are  currently  evaluating  the  Federation  and 
how  it  can  better  serve  the  needs  of  physicians  and 
their  patients.  If  physicians  don't  believe  we  are  rep- 
resenting their  interests,  then  we  have  to  look  at  how 
we  are  delivering  our  message.  We  need  to  articulate 
and  communicate  the  value  of  membership  in  a better  way. 
Q.  More  and  more  women  and  minorities  are  be- 
coming physicians.  What  is  their  incentive  to  join 
the  AMA? 

A.  These  are  physicians  whose  talents  and  dedica- 
tion will  make  health  care  better  for  all  of  us.  Their 
incentive  to  join  is  representation  and  a chance  to  be 
an  active  participant  in  the  changes  in  Medicine  as  we 
prepare  for  the  21st  century.  We  have  a woman  chair, 
Nancy  Dickey,  M.D.,  for  the  first  time  in  AMA  his- 
tory. We  have  Palma  Formica,  M.D.  and  Regina  Ben- 
jamin, M.D.,  on  the  Board.  We  are  seeing  an  increase 
in  membership  among  minorities  and  international 
medical  graduates  because  we  are  seen  as  a solution 
to  the  hassles  that  they  are  facing. 

Q.  The  Federation  study  suggests  changes  in  repre- 
sentation from  state,  county,  and  specialty  societies. 
Will  these  changes  significantly  affect  membership? 
A.  The  AMA  is  a dynamic  organization.  We  have  been 
changing  for  years.  The  Federation  study  is  just  part 
of  that  change.  The  purpose  of  the  Federation  study  is 
to  give  practicing  physicians  input  in  how  their  societ- 
ies make  policy  so  that  they  do  not  feel  shut  out.  I 
believe  that  membership  will  increase  as  a result  of 
the  study. 

Q.  How  will  the  AMA  help  doctors  educate  patients 
about  changes  in  Medicare  and  Medicaid? 

A.  We  will  work  with  the  media  — sending  our  Board 
members  to  editorial  boards  and  radio  and  TV  sta- 
tions across  the  country  to  broadcast  our  message.  We 
will  provide  members  with  updates  on  all  our  Medi- 
care activities  as  we  implement  them.  As  we  have  al- 
ways done,  we  will  listen  to  physician  input  about 
our  policies  and  work  with  America's  physicians  to 
bring  about  the  best  in  health  care  for  their  patients. 
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Q.  Will  the  AMA  continue  public  education  and 
awareness  programs  on  tobacco  and  domestic  vio- 
lence and  other  public  health  activities? 

A.  Definitely.  Public  education  and  public  health  have 
been  major  AMA  activities  since  our  founding  150  years 
ago.  As  a Florida  newspaper  editorial  said,,  maybe  we 
don't  really  need  a U.S.  Surgeon  General  as  long  as 
the  AMA  is  around.  The  AMA  is  a recognized  voice  in 
public  health  issues  and  we  take  that  responsibility 
very  seriously.  How  will  the  AMA  help  physicians 
gain  more  control  over  their  careers  and  the  care  of 
their  patients  during  this  time  of  change  in  physician's 
practice  environments?  By  continuing  to  inform  phy- 
sicians about  our  actions  in  Washington,  about  the 
environment  in  which  they  practice  and  about  the  best 
ways  in  which  they  can  take  control  of  their  medical 
practice. 

Q.  What  are  AMA's  1996  legislative  and  political  goals? 

A.  We  will  still  be  concerned  with  the  issues  we  pur- 
sued in  1995.  Last  year  was  very  busy,  legislatively. 
We  staked  out  our  territory  and  stuck  to  it:  Medicare, 
liability  reform,  doing  away  with  hassles  like  Stark  I 
and  Stark  II,  CLIA  and  patient  protections.  We  made 
tremendous  headway.  That  agenda  is  still  as  cogent 
for  1996  as  it  was  for  1995.  If  anything,  the  need  to 
accomplish  it  is  even  higher.  Just  getting  close  doesn't 
excite  me  much.  Now  we  have  to  say-"we  can  do  it!" 
Q.  You  were  the  elected  county  coroner  for  23  years. 
How  did  that  prepare  you  for  AMA  leadership? 

A.  An  old  friend  of  mine  taught  me  that  good  poli- 
tics is  good  service,  and  good  service  is  good  politics. 
You  had  to  earn  their  trust  every  day.  It  humbled  me. 
It  taught  me  to  keep  an  open  mind.  Any  time  I jumped 
to  conclusions,  I was  absolutely  wrong.  Team  work  is 
also  very  important;  you  can't  do  it  alone.  I look  at 
this  job  the  same  way.  An  EVP  isn't  supposed  to  be  a 
hero.  If  anything,  I would  classify  myself  as  a "de- 
signer" of  bringing  people  together,  helping  inspire 
our  team  to  do  a better  job. 

Q.  How  do  you  see  the  practice  of  medicine  changing? 

A.  Medicine  in  some  ways  hasn't  changed  at  all.  It's 
still  about  providing  the  best  care  to  individual  pa- 
tients. In  other  ways,  it's  changing  hugely  in  what  we 
can  do  for  those  patients.  The  cost  of  health  care  will 
continue  to  be  a major  issue.  Anytime  you  upgrade, 
you  create  new  concerns,  specifically  ethical  ones.  Will 
our  ethics  be  able  to  keep  up  with  how  we  apply  tech- 
nology to  our  practices?  As  professionals,  we  have  to 
be  leaders  in  this  because  it's  our  duty.  The  AMA  has 
to  help  our  physicians  say,  yes,  we  are  still  on  course, 
but  we  are  also  advancing. 

Q,  How  will  the  AMA  work  to  overcome  the  loss  of 
collegiality  and  unite  physicians  in  the  future? 

A.  I'm  an  eternal  optimist.  Is  collegiality  irretrievably 
lost?  I don't  think  so.  As  physicians,  we  all  have  so 


much  in  common  -our  devotion  to  medicine  and  to 
our  patients,  and  the  problems  that  affect  us  all  in  the 
practice  of  medicine.  I'm  confident  that  we  have  the 
motivation  and  the  desire  to  work  together.  When  you 
talk  to  physicians  who  are  saddened,  anxious  and  de- 
pressed, it  doesn't  matter  what  type  of  health  care 
delivery  system  they're  practicing  in,  they  are  still 
physicians.  This  is  where  the  AMA  can  be  the  catalyst 
to  re-define  who  and  what  we  are.  To  show  we  all 
need  to  work  together.  This  is  a legacy  issue.  I want  to 
make  sure  we  leave  the  profession  better  off  than  what 
we  found  it.  This  is  how  I want  to  be  measured. 

Q.  How  will  your  role  differ  from  your  predecessors? 
A.  I'm  different  and  the  times  are  different.  The  in- 
formation age  has  brought  everybody  closer.  When 
somebody  sneezes  in  Seoul,  Korea,  it  affects  me  in 
Rockford,  Illinois.  It's  the  same  medicine.  The  AMA 
must  continue  to  be  better  focused,  more  receptive, 
more  efficient.  We  do  not  have  the  luxury  of  contem- 
plation and  inaction.  We  have  to  be  faster  on  our  feet. 
Q.  What  about  Medicare  reform? 

A.  The  AMA  is  committed  to  transforming  Medicare. 
We'll  stay  the  course.  All  those  proposals  we  gave  to 
Congress  are  still  on  the  agenda.  Patient  choice.  Qual- 
ity of  care.  Physician-sponsored  networks.  Patient  pro- 
tection, medical  liability,  reform,  relief  from  Stark  I 
and  Stark  II,  CLIA. 

Q.  What  about  Medicaid  Reform? 

A.  We  want  to  make  sure  this  vulnerable  group  re- 
ceives adequate  and  appropriate  care.  They're  patients. 
They're  also  family,  neighbors,  and  friends.  Standards 
have  to  be  maintained  to  make  sure  that  they  DO  ob- 
tain care,  whether  it's  by  "block  grants"  or  some  other 
mechanism.  We  also  have  to  consider  long  term  care. 
On  this  and  so  many  other  critical  issues,  the  AMA 
has  to  be  a watchdog.  We  have  to  help  define  the  road 
the  country  needs  to  take  if  all  our  patients  are  to  get 
the  care  they  need.  - Article  and  interview  provided  by 
the  AMA  FED-NET,  April  8,  1996. 

Biomedical  Information  Easily  Accessable 
through  National  Network 

The  National  Network  of  Libraries  of  Medicine 
(NN/LM),  formerly  the  Regional  Medical  Library  Pro- 
gram, serves  all  health  professionals  - physicians  in  all 
specialties,  clinicians,  allied  health  professionals,  re- 
searchers, administrators,  students,  hospital  CEO's, 
dentists,  nurses,  pharmacists  - who  need  access  to 
biomedical  information.  Established  in  the  Medical 
Library  Assistance  Act  of  1965,  this  Network  of  libraries 
has  matured  into  a thriving  organization  consisting  of 
3,600  primary  access  libraries.  146  resource  libraries,  8 
regional  libraries  and  The  National  Library  of  Medi- 
cine. For  information  on  NN/LM  programs  and  ser- 
vices in  your  region,  call:  1-800-338-7657. 
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Disciplinary  Action  Bulletin  - Arkansas  State 
Board  of  Nursing 

The  nurses  listed  in  this  bulletin  have  had  disci- 
plinary action  taken  against  their  licenses.  When  a 
nurse's  license  to  practice  nursing  is  revoked  or  sus- 
pended, return  of  the  license  to  the  Board  Office  is 
requested;  however,  licenses  may  not  be  returned. 
Also,  individuals  placed  on  probation  must  continue 
to  meet  conditions  for  the  retention,  or  future  rein- 
statement, of  their  licenses.  When  hiring  such  an  in- 
dividual the  Board  office  should  be  contacted.  There- 
fore, we  routinely  suggest  this  list  be  shared  with  the 
appropriate  supervisory  personnel  and  recruiters  in 
your  agency. 

At  the  completion  of  the  disciplinary  period,  the 
nurse  applies  for  reinstatement,  which  is  contingent 
upon  meeting  the  conditions  set  forth  by  the  Board. 

In  accordance  with  the  Arkansas  Nurse  Practice 
Act  and  the  Arkansas  Administrative  Procedure  Act, 
the  Arkansas  State  Board  of  Nursing  took  the  follow- 
ing action  after  individual  hearings; 

DISCIPLINARY; 

February  7,  1996 

* Larry  Dudley  Avery,  LPN  25878  (Nashville)  Consent 
Agreement  Probation  - 3 years 

* Martha  Ann  Sorrells  Allen,  LPTN  1425  (Little  Rock) 
Suspension  - 5 years 

* Sunderland  Marie  Weiland  Lippert,  RN  12541  (Land 
O'  Lakes,  FL)  Suspension  - 3 years 

March  5,  1996 

* Gary  Don  Kelly,  RN  37171  (Ft.  Smith)  REVOKED 
(Broke  Probation) 

* Michael  Alexander  Stokes,  LPN  19293  (Little  Rock) 
REVOKED 

* Carol  Shawn  Crowley  Jones,  RN  24553  (Van  Buren) 
Probation  - 2 years 

* Hope  Raenell  Stafford  Russell,  LPN  15467  (Ashdown) 
Suspension  - 2 years  (Broke  Probation) 

*Juana  Grissom  Wallace,  LPN  23985  (St.  Louis,  MO) 
Suspension  - 2 years  (Broke  Probation) 

March  6,  1996 

* Michael  Day  Aylett,  RN  37777/LPN  20942  (Nashville) 
Suspension  - 6 months  (Broke  Probation) 

* Florance  Mae  Winston  Parish,  LPN  16692  (Pine  Bluff) 
Probation  - 2 years 

* Sharon  Lynn  Vickers,  RNP  668/RN  18107  (Jonesboro) 
Suspension  - 3 years  (Broke  Probation) 

April  3,  1996 

*Nanci  Carol  Tilley  Snow,  LPN  21499  (Searcy)  Proba- 
tion - 18  months 

* Linda  Faye  Kesterson  Smith,  LPN  15816  (Nashville) 
Suspension  - 1 year 

* Barry  Russell  West,  Jr.,  RN  39866  (Fayetteville)  Sus- 
pension - 2 years 

* Theresa  Ann  Lewis  Bradley,  LPN  27779  (Hot  Springs) 
Suspension  - 2 years 
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April  4,  1996 

* Tracy  Lynn  Perry,  IMPOSTER  - Does  not  possess 
LPN  license  (Hot  Springs)  Fined  $1,000 

* Raymond  Gene  Grieves,  LPN  30499  (Fayetteville)  Sus- 
pension - 2 years 

* Grace  Loraine  Dodd  Anderson  Stephens,  RN  40262 
(Fayetteville)  Suspension  - 1 year 

* Rhonda  Lynn  Sumter,  LPN  30971  (Fayetteville)  Sus- 
pension - 2 years 

* Jodie  Karen  Eyerman  Al-Jafari  Lamora,  RN  32615  (Ft. 
Smith)  Probation  - 2 years  and  fined  $500 

OFF  PROBATION; 

* Sandra  Glenn,  RN  40042  (Ft.  Smith)  Feb.  22,  1996 

* Paul  Dodd,  LPN  29984  (Harrison)  March  19,  1996 

* Dibbie  Kay  Hamblen  Shelton,  RNP  1212/RN  36313 
(Marked  Tree)  March  19,  1996 

ENDORSEMENT  DENIED: 

* Ruby  Davis  Eastep  (Romance) 

LETTER  OF  REPRIMAND: 

* Leah  Kathryn  Tedder  Stone,  RN  43505  (Springdale) 
March  19,  1996 

* Melody  Teresa  Morrison  Tedford,  RNP  729/RN  30631 
(Little  Rock)  March  26,  1996 

CONSENT  AGREEMENT; 

* Deborah  Lea  (Debra  Lee)  Powell,  RN  44419  (Little 
Rock)  2 years  probation 

* Melissa  Ann  Wall,  RN  22583  (Benton)  18  mths  probation 

* Joann  Adams  Richard,  RN  36286  (Ft.  Smith)  18 
months  probation 

* Suzanne  Franks,  RN  33164  (Texarkana,  TX)  2 years 
probation 

* Katherine  Lee  Wagner  Yother  Nirenberg,  LPN  21572 
(Jacksonville)  1 year  probation 

VOLUNTARY  SURRENDER: 

* John  Owen  Jackson,  RN  18232,  CRNA  391  (West 
Memphis)  January  16,  1996 

* Harold  Leonard  Wamhoff,  RN  30921,  CRNA  520  (Hot 
Springs)  January  25,  1996 

* Benna  Renia  Young  Christian,  LPN  19370  (Rison)  Jan. 
24,  1996 

* Janet  Lynette  Simon,  LPN  19305  (Omaha,  NE)  Jan. 
29,  1996 

* Carol  Jean  Ivanhoe,  LPN  9634  (Rogers)  Feb.  26,  1996 

ALERT: 

If  you  have  employed  the  following  nurse  or  have 
any  knowledge  of  their  whereabouts,  please  notify  the 
Board  of  Nursing. 

* Denise  Rochelle  Segal  Grafelman,  Temp.  Permit  457- 
39-2336 

* Kryste  Meschell  Creech  Powell,  LPN  29853  (expires  9/96) 

* Laune  Angela  Henry  Smith,  LPN  29135  (expires  11/96) 

* Judy  Frances  Beaver  Smith,  LPN  14377  (expires  8/96) 
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AMS  Newsmakers 


Dr.  Michael  ].  Cross,  of 
Fayetteville,  was  recently  se- 
lected into  active  membership 
in  the  Society  of  Surgical  On- 
cology at  the  49th  Cancer  Sym- 
posium in  Atlanta,  Georgia.  He 
is  one  of  five  active  members 
from  the  state  of  Arkansas  to 
be  involved  in  the  society. 
Membership  is  based  on  publi- 
cations, surgical  oncology  prac- 
tice and  extended  academic 
training. 

Dr.  Dennis  O.  Davidson,  a family  practitioner  in 
Batesville,  has  been  recognized  for  quality  laboratory 
services  by  meeting  all  criteria  for  accreditation  by  the 
Commission  on  Office  Laboratory  Accreditation.  Ac- 
creditation is  given  only  to  laboratories  that  apply  rigid 
standards  of  quality  in  day-to-day  operations,  demon- 
strate continued  accuracy  in  the  performance  of  profi- 
ciency testing  and  pass  a rigorous  on-site  lab  survey. 

Dr.  Jerry  Mann  and  Dr.  Michael  Miller,  both  of 
Little  Rock,  recently  participated  in  a "Free  to  Ask, 
Free  to  Learn"  lecture  via  an  interactive  telecommuni- 
cations system  linking  UAMS  with  the  town  of 
McGehee.  The  two-way  audio  and  video  communica- 
tion allowed  the  participants  and  healthcare  special- 
ists to  see  each  other  and  ask  questions  and  receive 
answers.  Dr.  Mann  spoke  about  hepatitis  and  Dr,  Miller 
talked  about  osteoporosis.  Each  physician's  30-minute 
lecture  was  followed  by  an  hour  of  questions  and  answers. 

Dr.  Stephen  Shorts,  an  otorhionlaryngologist  in 
Pine  Bluff,  recently  spoke  on  the  function  and  care  of 
the  auditory  system  during  a special  series  titled,  "The 
Doctor  Is  In,"  at  the  Arts  and  Science  Center  for  South- 
east Arkansas. 

The  following  physicians 
were  recently  elected  as  medi- 
cal staff  officers  at  St.  Joseph's 
Regional  Health  Center  in  Hot 
Springs.  Dr.  Kumar  Maruther, 
an  internal  medicine  specialist 
was  elected  chief  of  staff;  Dr. 
Robert  J.  Olive,  an  orthopedic 
surgeon,  was  selected  as  chief- 
elect;  Dr.  James  M.  Arthur,  a 
neurological  surgeon,  will  serve 
James  M.  Arthur,  M.D.  as  immediate  past  chief;  and 


Michael  J.  Cross,  M.  D. 


Dr.  Mark  B.  Robbins,  a radiologist,  was  elected  sec- 
retary of  the  medical  staff.  Elected  by  the  medical  staff, 
officers  serve  as  members  of  the  1996  Executive  Com- 
mittee along  with  department  chairmen. 

In  addition,  St.  Joseph's  Regional  Health  Center's 
medical  staff  departments  recently  selected  1996  chair- 
men. Dr.  Charles  C.  Wright,  a specialist  in  urological 
surgery,  was  elected  chairman  of  the  department  of 
surgery,  and  Dr.  John  W.  Sorrels,  an  internal  medi- 
cine specialist,  was  elected  chief  of  medicine. 


The  Physician's  Recognition  Award  is  awarded 
each  month  to  physicians  who  have  completed  accept- 
able programs  of  continuing  education.  Recipients  for 
the  month  of  March  1996  are;  James  D.  Armstrong, 
Ashdown;  Clarence  Ervin  Ballard,  Little  Rock;  Steven 
F.  Collier,  Augusta;  Robert  D.  Foster,  Mountain  Home; 
F.  Perry  Franz,  Fort  Smith;  George  A.  Hobby, 
Paragould;  James  P.  Jackson,  Little  Rock;  Kenneth  B. 
Jones,  Jonesboro;  William  N.  Jones,  Little  Rock;  John 
A.  Mallory,  Little  Rock;  Joseph  A.  Norton,  Little  Rock; 
Kevin  L.  Pope,  Fayetteville;  Carl  J.  Raque,  Little  Rock; 
Philip  B.  Tippin,  Danville;  C.  Eugene  Watermann,  Hot 
Springs  National  Park;  and  Harold  F.  Wilson, 
Monticello. 
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Special  Report 


The  Cooperative  Cardiovascular  Project 
An  AFMC  Special  Report 

William  E.  Golden,  M.D.* 

Nena  Sanchez,  M.S.** 


Under  the  Health  Care  Quality  Improvement  Pro- 
gram, the  Arkansas  Foundation  for  Medical  Care  has 
developed  local  projects  to  assist  hospitals  statewide 
in  assessing  and  designing  efforts  to  better  the  health 
care  of  Arkansas  patients.  Similarly,  the  Health  Care 
Financing  Administration  (HCFA)  has  developed  a 
methodology  to  implement  national  quality  improve- 
ment projects  on  selected  topics.  This  article  commu- 
nicates data  associated  with  HCFA's  first  national 
project  - the  Cooperative  Cardiovascular  Project  (CCP) 
— which  deals  with  the  care  of  patients  who  suffer  an 
acute  myocardial  infarction. 

Numerous  clinical  trials  have  brought  about 
progress  in  the  diagnosis  and  treatment  of  myocardial 
infarction.  With  the  assistance  of  many  national  spe- 
cialty societies,  HCFA  reviewed  guidelines  from  the 
American  Heart  Association  and  assessed  research 
findings  to  create  review  criteria  for  the  care  of  acute 
infarction.  Algorithms  to  assess  the  processes  of  care 
for  heart  attack  patients  have  identified  ideal  cases  for 
which  certain  care  modalities  should  be  delivered.  After 
pilot  testing  in  four  states  (Alabama,  Iowa,  Connecti- 
cut, and  Wisconsin)  this  project  is  now  in  national 
operation.  Data  on  100%  of  acute  Mis  occurring  in 
Medicare  patients  hospitalized  during  an  eight  month 
period  have  been  abstracted  by  one  of  two  National 
Clinical  Data  Abstraction  Centers  (CDACs). 

The  following  material  highlights  the  critical  ele- 
ments of  this  nationwide  practice  assessment. 

1.  Reperfusion  - Not  all  patients  are  ideal  candi- 
dates for  acute  thrombolysis  or  angioplasty.  Never- 
theless, each  institution  should  have  in  place  plans  or 
protocols  to  rapidly  assess  patients  who  have  chest 
pain  or  the  diagnostic  possibility  of  an  acute  myocar- 
dial infarction  so  established  interventional  therapy  can 
be  delivered  on  a timely  basis. 

Clearly,  the  sooner  a patient  receives  thromboly- 
sis or  angioplasty  in  the  face  of  an  acute  MI,  the  greater 


* William  E.  Golden,  M.D.,  is  Principal  Clinical  Coordinator  of 
the  Arkansas  Foundation  for  Medical  Care,  Inc.,  Associate  Pro- 
fessor of  Medicine  at  UAMS  and  President  of  the  American 
Society  of  Internal  Medicine. 

**  Nena  Sanchez,  M.S.,  is  Senior  Statistician  at  the  Arkansas  Foun- 
dation for  Medical  Care,  Inc. 


the  likelihood  of  preserving  myocardial  tissue.  While 
this  intervention  should  occur  within  six  hours  under 
ideal  circumstances,  benefits  accrue  even  as  late  as  12 
hours  after  the  start  of  the  heart  attack. 

Hospitals  that  routinely  assess  patients  with  MI 
and  transfer  them  for  additional  care  should  establish 
emergency  department  protocols  that  allow  for  rapid 
diagnosis  of  chest  pain  and  the  administration  of 
thrombolytic  drugs  when  appropriate.  "Door  to  drug" 
time  should  be  as  short  as  possible.  The  national 
average  is  72  minutes,  with  the  National  Heart  Attack 
Alert  Program  suggesting  a 30-minute  goal.  Subsequent 
rapid  transfer  to  a cardiac  care  facility  should  also  be 
included  in  the  overall  planning.  The  rapid  provision 
of  thrombolytic  drugs  should  be  facilitated  by  stan- 
dard institutional  procedures  rather  than  a special  "criti- 
cal" response. 

Data  from  the  available  Arkansas  sample  (91%  com- 
plete) demonstrated  that  65%  of  ideal  patients  in  our 
state  received  reperfusion  therapy,  as  opposed  to  58% 
in  the  nationwide  sample  (Table  1).  Differences  were 
minimal  between  the  state  and  the  nation  in  terms  of 
potentially  eligible  patients  receiving  reperfusion 
therapy  (approximately  20%).  Arkansas  patients  re- 
ceived thrombolysis  at  similar  time  intervals  in  com- 
parison to  the  national  sample.  Over  20%  of  patients 
received  thrombolytics  more  than  120  minutes  after 
arrival  to  the  hospital  (Table  1).  On  the  other  hand, 
Arkansas  patients  who  received  PTCA  did  so  faster 
than  patients  in  the  national  sample.  While  this  data 
is  encouraging,  improvements  in  reperfusion  delivery 
could  occur  with  additional  focused  attention. 

2.  Aspirin  - One  of  the  more  gratifying  findings  of 
the  past  15  years  is  the  effectiveness  of  a common  and 
inexpensive  medication  to  reduce  cardiac  mortality. 
Aspirin  in  the  dose  of  only  325  mg  a day  (and  possibly 
less)  can  dramatically  reduce  subsequent  myocardial 
infarction  in  patients  who  have  suffered  an  ischemic 
event.  It  should  be  given  in  doses  of  160  mg  to  pa- 
tients as  early  as  possible  after  the  diagnosis  of  the 
infarction.  Data  have  shown  that  the  effects  of  throm- 
bolysis and  aspirin  are  additive;  while  either  alone  re- 
duces mortality  25%,  the  two  medications  in  combination 
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Table  1:  CCP  Indicators  in  Ideal  Candidates 


100 


80 


60 


40 


20 


REPERFUSION  ASPIRIN  SMOKING  ASPIRIN  BETA  BLOCKERS 

DURING  STAY  DURING  STAY  CESSATION  AT  DC  AT  DC 

DURING  STAY 
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reduce  mortality  by  nearly  35%.  This  significant  im- 
provement strongly  supports  the  administration  of  an 
aspirin  to  a patient  in  an  emergency  room  at  the  earli- 
est period  after  diagnosis  of  an  acute  MI. 

All  patients  who  have  suffered  a myocardial  inf- 
arction who  can  tolerate  an  aspirin  a day  should  be  on 
this  medication  at  discharge.  Data  support  that  one 
aspirin  a day  should  have  minimal  impact  on  the  gas- 
trointestinal tract. 

Arkansas  patients  received  aspirin  upon  discharge 
at  rates  similar  to  the  national  sample.  Use  of  aspirin 
upon  admission,  however,  was  statistically  significantly 
lower  than  the  national  sample,  particularly  in  smaller, 
rural  hospitals. 

This  use  of  aspirin  in  the  first  few  hours  of  MI 
therapy  could  be  improved  by  attention  to  drug  deliv- 
ery and  protocols  in  emergency  room  settings.  In  ad- 
dition, over  20%  of  ideal  patients  and  over  30%  of  eli- 
gible patients  did  not  receive  aspirin  at  discharge  from 
the  hospital  (Table  1).  Some  of  this  problem  might  re- 
flect documentation,  but  on  the  other  hand  this  inex- 
pensive and  valuable  intervention  could  be  offered  to 
more  patients. 

3.  Beta  Blockade  - There  is  strong  evidence  that 
non-ISA  beta  blockers  improve  long  term  survival  of 
MI  victims  and  therefore  should  be  the  drug  of  first 
choice  as  a keystone  in  their  long-term  management. 
Contrary  to  popular  belief  there  is  no  strong  evidence 
that  beta  blockade  promotes  depression  or  worsens 
well-being  in  elderly  patients.  However,  patients  with 
diminished  pulmonary  reserve  or  severely  impaired 
ventricular  function  are  not  ideal  candidates  for  beta 
blockers.  ISA  (Intrinsic  Sympathomimetic  Activity)  beta 
blockers,  which  possess  both  stimulant  and  antagonistic 
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properties,  are  not  recommended 
as  first  line  drugs  for  MI  patients. 
Examples  of  ISA-beta  blockers  are: 
Acebutolol  (Sectrol),  Carteolol 
(Cartrol),  Penbutolol  (Levatol),  and 
Pindolol  (Visken). 

Arkansas  care  for  myocardial 
infarction  patients  did  not  compare 
very  well  to  the  national  sample  in 
the  use  of  beta  blockers  at  dis- 
charge. Only  one-third  of  Arkan- 
sas' ideal  patients,  as  opposed  to 
57%  of  ideal  patients  in  the  national 
sample,  received  beta  blockade  at 
the  time  of  discharge  (Table  1). 
"Good"  and  "eligible"  patients  were 
similarly  low  (under  30%)  in  Arkan- 
sas. This  is  clearly  one  area  in  the 
Cardiovascular  Cooperative  Project 
in  which  trends  in  Arkansas  fall 
behind  national  use. 

4.  Smoking  Cessation  - There 
is  little  argument  among  health  care  workers  that  ciga- 
rette smoking  is  a major  risk  factor  for  cardiac  and 
pulmonary  disease.  Documentation  of  counseling  pa- 
tients to  quit  smoking  is  a useful  indicator  to  demon- 
strate a commitment  to  the  promotion  of  this  inter- 
vention that  assists  patients  in  their  long-term  health. 
Documentation  of  smoking  cessation  in  ideal  patients 
only  occurred  in  38%  of  patients  as  opposed  to  39%  in 
the  national  sample  (Table  1). 

5.  CHF  Data  - The  Cooperative  Cardiovascular 
Project  also  focuses  on  interventions  at  discharge  for 
patients  with  low  ejection  fraction.  These  parameters 
include  the  avoidance  of  calcium  channel  blockers, 
which  can  worsen  myocardial  performance,  and  the 
early  use  of  angiotensin  converting  enzyme  (ACE)  in- 
hibitors in  patients  whose  ejection  fractions  are  under 
40%.  A recent  AHCPR  guideline  on  congestive  heart 
failure  underscores  the  importance  of  early  use  of  this 
intervention.  AFMC  plans  to  develop  a separate  HCQIP 
letter  on  the  treatment  of  patients  with  congestive  heart 
failure  as  a follow  up  of  this  initial  CCP  report.  This 
follow  up  will  incorporate  data  from  the  CCP  project 
on  ACE  inhibitors  and  calcium  channel  blocker  thera- 
pies as  well  as  recommendations  from  the  AHCPR  and 
the  American  Heart  Association. 

Summary 

Patients  who  suffer  myocardial  infarction  can  have 
improved  outcomes  if  the  following  elements  are  part 
of  their  treatment  plans: 

1.  Rapid  diagnosis  of  the  condition. 

2.  Use  of  thrombolytics  or  angioplasty  early  in  the 

presentation,  if  appropriate. 

3.  Use  of  aspirin  early  in  the  course  of  care. 
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4.  Discharge  medications  of  aspirin  and  beta  block- 
ade, in  appropriately  selected  patients. 

5.  Documentation  of  efforts  to  counsel  the  patient  to 
quit  smoking. 

The  above  material  outlines  the  key  indicators  in 
the  national  project  to  improve  care  for  heart  attack 
victims.  Hospitals  should  assess  the  diagnosis,  imme- 
diate care,  and  long-term  management  of  patients  with 
this  condition.  Patients  have  a variety  of  comorbidities 
and  do  not  always  fit  into  a simplified  therapeutic 
scheme.  Nevertheless,  the  care  of  myocardial  infarc- 
tion victims  in  the  pilot  CCP  states  demonstrated  that 
a sizable  number  of  these  patients  could  benefit  from 
a more  focused  approach  to  the  above  therapeutic  in- 
terventions. 

Suggestions 

1.  Hospitals  should  design  protocols  or  care  plans 
to  expedite  the  care  for  patients  diagnosed  with  acute 
myocardial  infarction. 

2.  Hospitals  should  measure  the  door  to  provision 
time  for  the  delivery  of  reperfusion  therapy  (throm- 
bolytic or  angioplasty).  Hospitals  that  transfer  acute 
MI  patients  for  additional  care  should  be  able  to  begin 
thrombolytic  therapy  prior  to  transport. 

3.  Hospitals  should  monitor  the  rapid  provision 
of  aspirin  at  the  time  of  diagnosis  of  acute  MI,  as  well 
as  the  prescription  of  aspirin  at  the  time  of  discharge. 

4a.  Hospitals  should  monitor  the  documentation 
of  smoking  cessation  counseling  to  all  relevant  acute 
infarction  patients. 

4b.  Hospitals  should  evaluate  the  quality  of  smok- 
ing cessation  counseling  in  their  overall  cardiac  reha- 
bilitation program. 

5.  Hospitals  should  monitor  the  appropriate  pro- 
vision of  long-term  beta  blocker  therapy  to  acute  MI 
patients  upon  discharge. 

As  in  previous  projects,  AFMC  stands  ready  to 
assist  institutions  with  applying  these  practice  guide- 
lines in  their  local  settings.  We  hope  this  aids  your 
internal  benchmarking  efforts,  as  well  as  external  stan- 
dard setting,  to  help  local  decision  makers  make  ap- 
propriate therapeutic  changes. 

We  also  have  model  data  abstraction  tools  for  those 
facilities  interested  in  collecting  their  own  information 
for  ongoing  local  quality  improvement  projects.  Insti- 
tutions looking  for  templates  to  assist  them  in  making 
appropriate  structure  and  process  changes  to  improve 
care  might  benefit  from  discussing  how  other  facilities 
have  organized  their  treatment  plans  for  myocardial 
infarctions. 

AFMC  appreciates  the  attentiveness  and  commit- 
ment of  Arkansas  hospitals,  physicians,  and  healthcare 
workers  in  achieving  the  goals  of  the  Health  Care 


Quality  Improvement  Program.  Please  contact  our  of- 
fice for  additional  resources  or  for  the  handling  of  ques- 
tions as  they  arise. 
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The  Arkansas  Medical  Society... 


As  one  AMS  president's  year  comes  to  a close  and  another  AMS  president 
prepares  to  meet  new  challenges  and  reach  new  goals , the  journal  takes  time 
to  acknowledge  and  celebrate  the  successes  and  accomplishments  of  the  AMS 
over  the  last  several  months.  These  successes  and  accomplishments  have  had  a 
significant  impact  on  Arkansas  physicians  and  their  patients. 


■ Successfully  lowered  the  statute  of  limitations 
for  lawsuits  concerning  the  treatment  of  minors, 
thereby  reducing  medical  liability  exposure  by  50%. 

■ Defeated  a proposal  al  lowing  independent  prac- 
tice and  independent  prescribing  authority  by 
Advance  Practice  Nurses. 

■ Sent  a message  to  insurance  companies  through 
the  passage  of  the  “Any  Willing  Provider/Pa- 
tient Protection  Act”  which  conveyed  that  pa- 
tients and  their  doctors  should  be  in  control  of 
health  care. 

■ Worked  with  the  Arkansas  Congressional  Del- 
egation to  reinstate  separate  payments  for 
EKG’s  and  to  eliminate  reimbursement  reduc- 
tions for  new  physicians  under  Medicare. 

■ Defeated  plaintiff  attorney’s  efforts  to  increase 
medical  liability  exposure,  which  would  have 
resulted  in  increased  malpractice  insurance  pre- 
miums. 

■ Successfully  passed  or  maintained  public  health 
legislation  ranging  from  motorcycle  helmets 
and  tobacco  prohibition  to  drunk  driving  pen- 
alties and  AIDS  legislation. 

■ Successfully  challenged  and  overturned  a 12- 
hour  annual  CME  requirement  by  the  Arkansas 
Workers’  Compensation  Commission. 


■ Monitored  nearly  2,000  bills  submitted  during 
the  80th  Arkansas  General  Assembly. 

■ Maintained  the  highly  effective  “Doctor  of  the 
Day”  volunteer  program  during  the  regular  and 
special  sessions  of  the  Arkansas  General  Assem- 
bly, and  hosted  a legislative  reception  honoring 
members  and  spouses  of  the  legislature. 

■ Co-sponsored  the  2 1 st  Physician  Opportunity  Fair 
at  University  of  Arkansas  for  Medical  Sciences. 
The  fair  creates  dialogue  opportunities  between 
medical  residents  and  students  who  are  interested 
in  learning  about  practice  opportunities  in  Arkansas. 

■ Sponsored  trips  to  the  AMA  meetings  for  both 
medical  student  and  resident  section  delegates. 

■ Supported  two  resident  section  meetings  which 
focused  on  financial  management,  and  six  medi- 
cal student  luncheons  which  included  such  top- 
ics as  financial  management,  organ  donation, 
state  legislation  and  volunteerism. 

■ Sponsored  a grant  request  to  the  AMA  by  our 
resident  section  to  establish  a community 
wellness  program  and  implement  an  educational 
and  training  program  to  include  at-risk  student 
training  and  summer  school,  drug  abuse  aware- 
ness and  prevention,  adult  education  classes, 
HIV/AIDS  prevention,  etc.,  with  one  of  the  goals 
being  to  create  a community-based  human  re- 
source system. 


Maintained  contact  with  Arkansas  Congressional 
Delegation  in  Washington  D.C.  as  they  consid- 
ered health  care  reform,  tort  reform  and  count- 
less other  federal  rules  and  regulations. 

Represented  your  interests  at  a multitude  of  pub- 
lic hearings  on  a variety  of  medical  issues  in- 
cluding Workers’  Compensation,  Medicaid  Re- 
form and  many  other  legislative  issues. 

Coordinated  the  1 19th  Annual  Session  with  na- 
tionally-known guests  speaking  on  topics  such 
as  managed  care  and  domestic  violence. 

Monitored  and  approved  CME  accreditation  for 
institutions  in  the  state  of  Arkansas. 

Sponsored  practice  management  workshops  for 
physicians  and  office  staff  at  locations  around 
the  state. 

Helped  pass  a bill  establishing  a centralized 
credentialling  service  through  the  Arkansas  State 
Medical  Board. 

Coordinated  a legal  defense  fund  to  fight  insur- 
ance industry  attempts  to  challenge  the  Patient 
Protection  Act. 

Took  a major  role  in  a successful  effort  to  re- 
verse mandatory  Managed  Care  Organizations 
for  Workers’  Compensation. 

Worked  to  get  the  Arkansas  State  Medical  Board 
to  clarify  that  medical  assistants  could  legally  give 
injections. 

Established  Health  Watch,  a coalition  of  medi- 
cal provider  organizations  interested  in  devel- 
oping a proactive  response  to  Medicaid  block 
grants. 

Responded  to  over  2,000  calls  from  physicians 
and  patients  requesting  assistance  on  a variety 
of  issues  ranging  from  medical  records  to  merg- 
ers/acquisitions. 


Worked  with  the  Arkansas  Department  of 
Human  Services  to  develop  changes  in  the 
Medicaid  Primary  Care  Physician  program. 

Continued  to  operate  the  Medical  Education 
Foundation  for  Arkansas  (MEFFA),  a private 
foundation  providing  grants  for  speakers  and 
medical  items  needed  for  medical  education.  A 
portion  of  each  members’  dues  provides  fund- 
ing for  the  foundation. 

Assisted  over  70  impaired  physicians  through 
the  Arkansas  Physicians’  Health  Program.  Es- 
tablished the  Arkansas  Medical  Foundation  to 
provide  a full-time  office  and  medical  director 
for  the  AMS  Physicians’  Health  Program. 

Continued  to  operate  the  Arkansas  Access  to 
Health  Care  Foundation  that  has  through  phy- 
sician and  other  health  care  professional  volun- 
teers provided  medical  care  to  40,000  low  in- 
come Arkansans. 

Published  the  annual  membership  directory  and 
monthly  issues  of  The  Journal  of  the  Arkansas 
Medical  Society,  including  a special  October 
1995  issue  on  domestic  violence. 

Created  new  feature  sections  in  The  Journal. 
To  encourage  and  make  available  a forum  for 
our  members,  the  MAIL  section  was  added;  the 
New  Member  Profile,  one  of  our  most  popular 
additions,  was  devised  to  introduce  and  provide 
a bit  of  background  and  insight  into  new  mem- 
bers; and  to  expand  the  statewide  information 
available  to  our  members,  State  Health  Watch 
was  created. 

To  keep  you  and  your  colleagues  abreast  of  is- 
sues that  effect  your  profession  and  practice, 
the  AMS  mailed  newsletters  throughout  the  year 
and  special  legislative  reports  every  week  dur- 
ing the  1995  legislative  session. 

Was  the  voice  of  over  4,000  physicians  around 
the  state. 
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Scientific  Article 


Pertussis  In  Arkansas 

Eugene  Lu,  M.D.* 

Russell  S.  Kirby,  Ph.D.** 

Gordon  E.  Schutze,  M.D.*** 


Abstract 

Although  the  morbidity  and  mortality  due  to  per- 
tussis has  declined,  109  infants  and  children  were  di- 
agnosed and  reported  to  the  Arkansas  Department  of 
Health  with  pertussis  in  1990-1994.  Case  rates  in  Ar- 
kansas over  this  five  year  period  were  lower  than  na- 
tional case  rates  (0.9/100,000  vs.  1.77/100,000;  p < 
0.0001)  while  the  case  fatality  rates  were  similar.  Hos- 
pitalization, admissions  to  the  intensive  care,  and 
deaths  in  Arkansas  were  more  commonly  demon- 
strated in  children  < 1 year  of  age.  Although  recent 
data  concerning  the  safety  and  efficacy  of  the  acellu- 
lar vaccines  is  promising,  at  this  time  the  primary  se- 
ries should  still  be  given  with  the  whole-cell  vaccine 
until  more  data  becomes  available. 

Introduction 

Pertussis,  better  known  as  "whooping  cough,"  is 
caused  by  the  Gram-negative  rod  Bordetella  pertussis. 
Pertussis  can  occur  at  any  age,  but  is  most  often  seen 
in  young  children.  While  hospitalization  and  mortal- 
ity rates  are  highest  for  children  in  the  first  month  of 
life,  life-threatening  illness  can  occur  in  children  up  to 
five  years  of  age.  Pertussis-like  illnesses  may  be  due 
to  other  organisms  such  as  Bordetella  parapertussis, 
adenoviruses,  and  Chlamydia  trachomatis. 

Clinical  Characteristics 

Pertussis  can  be  subdivided  into  three  stages  of 
disease.  The  catarrhal  stage  appears  after  an  incuba- 
tion period  of  between  6-20  days  (mean:  7 days)  and 
is  usually  indistinguishable  from  a mild  upper  respi- 
ratory infection.  Fever  is  absent  or  minimal,  while  rhi- 
norrhea,  lacrimation,  cough,  and  conjunctival  injec- 
tion are  often  present.  The  symptoms  continue  for 
approximately  7 to  10  days.  Transmission  of  disease 


* Eugene  Lu,  M.D.,  is  a Pediatric  Resident  at  UAMS/Arkansas 
Children's  Hospital. 

**  Russell  S.  Kirby,  Ph  D.,  is  an  Assistant  Professor  of  Pediatrics 
at  UAMS/Arkansas  Childrens  Hospital. 

***  Gordon  E.  Schutze,  M.D.,  is  Assistant  Professor  of  Pediatrics 
and  Pathology  at  UAMS/Arkansas  Children's  Hospital. 


to  other  susceptible  individuals  may  occur  in  this  stage 
via  close  contact  with  respiratory  secretions. 

The  paroxysmal  stage  typifies  the  classic  symp- 
toms of  pertussis.  The  cough  increases  in  severity  and 
patients  often  have  multiple  episodes  of  short,  stac- 
cato coughs  terminating  in  a long  inspiratory  phase 
with  a characteristic  "whoop."  In  infants  and  young 
children  the  whoop  is  often  absent  and  apnea  may  be 
a more  prominent  complaint.  Vomiting  may  follow 
these  paroxysmal  attacks  and  patients  usually  appear 
exhausted  after  each  coughing  spell.  Cyanosis,  bulg- 
ing eyes,  distended  neck  veins  and  protrusion  of  the 
tongue  are  often  noted  on  physical  examination. 

In  the  convalescent  stage,  the  paroxysmal  cough- 
ing episodes  decrease  in  severity  and  frequency  over 
a period  of  weeks,  but  in  some  cases  coughing  may 
persist  for  months.  In  adults  and  older  children,  the 
only  clue  to  the  diagnosis  may  be  the  persistent  cough. 
Disease  transmission  is  minimal  during  this  stage  and 
the  total  duration  of  illness  is  usually  6-10  weeks. 

Diagnosis 

Patients  with  a chronic  cough,  post-tussive  eme- 
sis, cough  associated  cyanosis  or  apnea  should  alert 
the  clinician  to  the  possible  diagnosis  of  pertussis.  A 
peripheral  blood  examination  demonstrating  a severe 
leukocytosis  (20,000  - 50,000  cells/mm3)  with  an  abso- 
lute lymphocytosis  may  be  demonstrated  at  the  end 
of  the  catarrhal  and  during  the  paroxysmal  stage  of 
the  illness.  The  specific  diagnosis  requires  the  recov- 
ery or  detection  of  the  organism.  The  organism  is  most 
likely  to  be  recovered  in  the  catarrhal  or  early  paroxys- 
mal stage  of  the  illness.  The  direct  immunofluores- 
cent  assay  (DFA)  of  nasopharyngeal  secretions  may 
provide  a specific  diagnosis  rapidly,  but  requires  highly 
trained  personnel  in  order  to  accurately  assess  the  re- 
sults. A positive  result  is  diagnostic,  whereas  a nega- 
tive result  does  not  exclude  the  diagnosis.  Since 
false-positive  and  false-negative  results  occur  with  the 
DFA,  culture  confirmation  of  all  suspected  cases  should 
be  attempted.  The  culture  of  the  nasopharynx  using 
Dacron  or  calcium  alginate  swabs,  instead  of  the  use 
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TABLE  1:  Reported  pertussis  cases  in  Arkansas  by  county  1991-1994 

No.  cases 

Countv 

19 

Pulaski 

12 

Washington* 

5 

Benton 

4 

Faulkner,  Pope 

3 

Garland, Jefferson,  Lafayette,  Sebastian,  Stone 

2 

Chicot,  Crawford,  Lonoke,  Monroe,  Phillips* 

1 

Columbia,Conway,  Crittendon,  Dallas,  Fulton 
Grant,  Independence,  Jackson,  Logan, 
Mississippi,  Perry,  Pike,  Prairie,  Saline,  Union 

* Denotes  counties  where  deaths  occurred 

of  cough  plates,  is  currently  recom- 
mended. For  the  best  results,  these  se- 
cretions should  be  placed  on  a special- 
ized media  (e.g.,  Bordet-Gengou, 

Regan-Lowe)  at  the  bedside.  The  organ- 
ism is  slow  growing  and  may  not  be  re- 
covered in  patients  in  the  latter  stages  of 
disease.  Patients  who  have  been  admin- 
istered antimicrobials  agents  for  which  B. 
pertussis  is  susceptible  (e.g.,  erythromy- 
cin) prior  to  having  a culture  will  have  a 
decreased  rate  of  recovery  of  the  organism. 

Treatment 

It  is  important  for  the  clinician  to 
understand  that  only  treatment  in  catarrhal  stage  al- 
ters the  course  of  the  illness  and  that  treatment  of 
individuals  in  the  paroxysmal  stage  or  later  only  serves 
to  prevent  the  spread  of  disease  to  other  susceptible 
hosts.  Erythromycin  (40-50  mg/kg/day  divided  four 
times  daily  for  14  days)  is  the  drug  of  choice  for  the 
treatment  of  pertussis.  Some  experts  prefer  using  the 
estolate  preparation  because  of  better  respiratory  se- 
cretion penetration.  Once  a diagnosis  of  pertussis  is 
established  in  a family,  all  household  contacts  should 
receive  a similar  course  of  erythromycin  irrespective 
of  their  vaccination  status.  If  the  patients  cannot  take 
erythromycin,  trimethoprim-sulfamethoxazole  should 
be  used  as  an  alternative.  The  use  of  chemoprophy- 
laxis to  the  household  is  important  because  pertussis 
immunity  is  not  absolute  and  the  prompt  use  of  eryth- 
romycin in  the  household  will  limit  the  development 
of  secondary  cases.  In  addition  to  erythromycin,  close 
contacts  less  than  7 years  of  age  who  have  not  re- 
ceived their  fourth  dose  of  vaccine  should  have  their 
immunization  schedule  initiated  or  continued.  Chil- 
dren who  have  received  their  third  dose  of  pertussis 
vaccine  six  months  or  more  before  exposure  should  be 
given  a fourth  dose  at  this  time.  If  the  exposed  chil- 
dren have  received  four  doses  of  vaccine,  they  should 
also  receive  a booster  dose  unless  their  last  dose  was 
within  3 years  or  they  are  more  than  six  years  of  age. 

Hospitalization  of  children  less  than  six  months 
of  age  is  appropriate  for  management  of  paroxysms, 
cyanosis,  apnea,  or  feeding  difficulties,  especially  since 
the  morbidity  and  mortality  associated  with  this  dis- 
ease is  highest  in  this  age  group.  While  hospitalized, 
patients  should  be  monitored  closely  in  an  area  which 
is  easily  accessible  to  medical  personnel  in  case  the 
patient  develops  complications.  Patients  who  are  hos- 
pitalized should  be  placed  in  respiratory  isolation  un- 
til they  have  received  five  days  of  erythromycin  therapy 
to  render  them  non-infectious.  If  hospitalized  patients 
do  not  receive  the  appropriate  antimicrobial  therapy, 
respiratory  isolation  is  recommended  for  3 weeks. 


Pertussis  in  Arkansas 

From  1990  through  1994,  109  cases  of  pertussis 
were  reported  to  the  Arkansas  Department  of  Health. 
As  with  all  reportable  diseases,  only  a small  propor- 
tion of  actual  cases  are  ever  diagnosed  and  reported. 
Based  upon  these  numbers  however,  the  average  an- 
nual incidence  of  pertussis  in  Arkansas  during  this 
time  period  was  0.91  cases/100,000  population  (range: 
0.71  - 1.35  cases/100,000).  Reporting  data  from  indi- 
vidual counties  in  Arkansas  over  a four  year  period 
(1991-1994)  demonstrates  that  cases  occurred  over  the 
entire  State  (Table  1).  The  average  annual  incidence 
reported  for  the  United  States  was  much  greater  dur- 
ing this  similar  period  (1.77  cases/100,000;  range:  1.08 
- 2.55  cases/100,000;  p < 0.0001)  as  compared  to  Ar- 
kansas.1 To  put  this  in  perspective,  the  average  an- 
nual incidence  of  pertussis  in  the  United  States  prior 
to  the  development  of  the  whole-cell  pertussis  vac- 
cine was  150  cases/100,000  population.  The  incidence 
of  disease  declined  dramatically  after  the  introduction 
and  wide  spread  use  of  the  whole-cell  vaccine  to  a low 
in  1976  of  approximately  0.47  cases/100,000.  Due  to 
questions  concerning  the  safety  of  the  whole-cell  vac- 
cine and  other  unknown  reasons,  the  annual  incidence 
of  disease  has  trended  upward  since  1976,  peaking  in 
1993  at  2.55/100,000. 

In  an  attempt  to  assess  the  severity  of  illness,  the 
data  from  the  67  admissions  to  Arkansas  Children's 
Hospital  between  1990-1994  was  reviewed  (Table  2). 
Eighty-two  percent  of  the  children  were  less  than  one 
year  of  age,  and  pertussis  was  identified  as  the  pri- 
mary diagnosis  in  58  admissions  (86.6%).  In  the  four 
admissions  of  children  over  5 years  old,  only  one  had 
pertussis  listed  as  the  primary  diagnosis.  Fourteen 
cases  (21  %)  required  admission  to  the  Pediatric  Inten- 
sive Care  Unit  (PICU),  all  were  less  than  one  year  of 
age  and  they  required  an  average  length  of  stay  in  the 
intensive  care  unit  of  6 days  (range:  1-33  days).  Both 
deaths  reported  to  the  Arkansas  Department  of  Health 
from  1990-1994  occurred  in  the  PICU  at  Arkansas 
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Children's  Hospital  from  secondary  infections.  Al- 
though difficult  to  interpret,  there  were  56  deaths  speci- 
fied from  34,325  cases  of  pertussis  from  1983-1992  in 
the  United  States  for  a 10  year  case  fatality  rate  of 
Q.16%.1  This  is  not  statistically  different  from  the  5 
year  case  fatality  rate  in  Arkansas  of  1.8%  (2/109;p  = 0.076). 

Immunization 

To  be  considered  completely  immunized,  a child 
must  have  received  a total  of  5 doses  of  pertussis  vac- 
cine. Pertussis  vaccine,  given  in  the  form  of  a DTP 
(diphtheria,  tetanus,  whole-cell  pertussis),  is  recom- 
mended at  two,  four,  and  six  months  of  age.  A fourth 
dose  should  be  given  between  12-18  months  of  age, 
while  the  fifth  dose  is  between  four  and  six  years  of 
age.  DTaP  (diphtheria,  tetanus,  acellular  pertussis  vac- 
cine) may  be  used  in  place  of  DTP  for  either  the  fourth 
or  fifth  dose  in  patients  less  than  seven  years  of  age. 
The  acellular  vaccine  is  currently  not  recommended 
for  use  in  young  infants  for  their  primary  series.2 

The  National  Immunization  Survey  (NIS)  provides 
state  and  national  estimates  of  vaccination  rates  among 
children  in  the  United  States  from  19  to  35  months  of 
age.  Based  on  the  NIS  for  children  who  were  born 
May  1991-May  1993,  the  estimated  national  vaccina- 
tion coverage  was  75%  for  receipt  of  at  least  four  doses 
of  DTP,  three  doses  of  poliovirus  vaccine  and  one  dose 
of  measles-mumps-rubella.  State  specific  data  revealed 
that  Arkansas  estimated  a 71%  vaccination  coverage 
for  these  three  vaccines  for  children  19-35  months  of 
age.3  If  each  vaccine  was  evaluated  individually,  the 
national  vaccination  coverage  was  > 90%  for  three  or 
more  doses  of  DTP,  while  state  specific  data  was  not 
presented. 

Adverse  Immunization  Reactions 

The  most  common  adverse  events  after  a whole-cell 
pertussis  immunization  is  the  development  of  redness, 
edema,  induration,  and  tenderness  at  the  injection  site. 
Fretfulness,  anorexia,  vomiting,  crying,  and  a mild  to 
moderate  amount  of  fever  often  occur  within  several 
hours  of  the  immunization.  These  adverse  events  will 
subside  spontaneously  without  sequelae  within  48  hours. 

High  fever,  persistent  or  unusual  crying  may  oc- 
cur as  frequently  as  one 
per  100  DTP  injections. 

More  serious  adverse 
events  such  as  anaphy- 
laxis has  been  noted  to 
occur  in  approximately 
two  per  100,000  DTP  in- 
jections, while  seizures 
occurring  within  48 
hours  after  administra- 
tion of  the  vaccine  have 


been  described  to  occur  in  1 per  1,750  doses  adminis- 
tered.4 Most  seizures  occurring  after  the  administra- 
tion of  the  DTP  vaccine  are  brief,  self-limited,  gener- 
alized, and  occur  in  association  with  fever.  These  sei- 
zures have  not  been  noted  to  result  in  the  subsequent 
development  of  a chronic  seizure  disorder  or  other 
neurologic  sequelae.  A collapse  or  shock  like  state  has 
been  described  to  occur  anywhere  from  1 per  1,750  to 
3.5  to  291  per  100,000  immunizations.  Neurologic  fol- 
low-up of  such  infants  and  children  have  also  dem- 
onstrated no  serious  long  term  sequelae  from  such  an 
experience.5 

The  most  controversial  and  publicized  adverse 
reaction  attributed  to  whole-cell  pertussis  immuniza- 
tion is  the  development  of  acute,  serious  neurological 
illness  or  encephalopathy.  The  National  Childhood 
Encephalopathy  Study  was  a case  controlled  study 
carried  out  in  Great  Britain  from  1976  to  1979  to  ad- 
dress this  issue  in  1,182  children  (2-36  months  of  age), 
who  were  hospitalized.  Based  upon  this  study,  it  was 
estimated  that  the  risk  of  acute,  serious  neurological 
illness  (excluding  infantile  spasms)  within  seven  days 
of  immunization  in  neurologically  healthy  children  was 
1 in  140,000  immunizations.  Further  neurological  as- 
sessment of  these  children  appeared  to  indicate  that 
permanent  neurologic  sequelae  could  occur  in  1 in 
330,000  vaccinations.6  Review  of  these  data  however, 
indicated  that  since  the  study  population  was  small, 
valid  information  regarding  whether  DTP  vaccine  could 
cause  permanent  brain  damage  could  not  be  provided.7 
Furthermore,  serious  neurological  disease  from  DTP 
vaccination  resulting  in  brain  damage  has  been  im- 
possible to  determine  on  the  basis  of  clinical  or  labo- 
ratory findings.  Because  of  this  the  Canadian  National 
Advisory  Committee  on  Immunization,  the  British 
Pediatric  Association,  and  the  American  Academy  of 
Pediatrics  have  stated  that  the  pertussis  vaccine  has 
not  been  proven  to  be  a cause  of  brain  damage.8  Al- 
though the  data  do  not  prove  that  pertussis  vaccine 
can  never  cause  brain  damage,  if  it  does,  such  occur- 
rences are  exceedingly  rare.  This  issue  will  remain  con- 
troversial until  this  occurrence  can  be  reassessed  when 
the  acellular  vaccine  is  used  for  children  less  than  15 
months  of  age  on  a routine  basis. 


TABLE  2:  Pertussis  admissions  at  Arkansas  Children's  Hospital 


Year 

0-6  months 

7-12  months 

1-4  years 

> 4 years 

1990 

12 

1 

4 

1 

1991 

8 

3 

0 

0 

1992 

3 

1 

3 

0 

1993 

3 

2 

0 

1 

1994 

19 

3 

1 

2 

TOTAL 

45  (67%) 

10  (15%) 

8 (12%) 

4 (6%) 
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The  Acellular  Vaccine 

Due  to  advancements  in  molecular  biology,  a new 
generation  of  highly  purified  acellular  vaccines  have 
been  developed  as  a result  of  questions  regarding  the 
safety  of  the  whole-cell  vaccine.  Unlike  the  whole-cell 
vaccines,  the  acellular  vaccines  are  made  only  from 
the  biologically  active  components  of  B.  pertussis.  Acel- 
lular vaccines  are  currently  approved  in  the  United 
States  for  the  administration  of  the  fourth  or  fifth  dose 
(ACELIMUNE,  Lederle  laboratories;  Tripedia, 
Connaught  Laboratories)  in  the  vaccination  series  for 
children  younger  than  seven  years  of  age.2  The  limita- 
tion on  the  use  of  the  acellular  vaccine  because  of  the 
lack  of  data  in  younger  infants  has  been  frustrating  to 
physicians  and  the  general  public  alike.  Recent  stud- 
ies in  infants  from  2-6  months  of  age  however,  have 
shown  that  the  acellular  vaccines  (including  those  cur- 
rently licensed  in  the  United  States)  can  stimulate 
immune  responses  that  exceed  those  of  the  currently 
licensed  whole-cell  vaccines  with  respect  to  measured 
pertussis  antibody  levels.9  Studies  concerning  the  ef- 
ficacy of  these  vaccines  compared  to  the  conventional 
whole-cell  vaccines  are  underway  and  these  data  need 
to  be  collected  and  reviewed  prior  to  using  the  acellu- 
lar vaccines  in  the  primary  series.  The  reason  for  this 
is  that  although  the  acellular  vaccines  produce  higher 
levels  of  pertussis  antibody,  the  serologic  correlates  of 
pertussis  immunity  are  not  defined. 

Equally  as  encouraging  are  the  preliminary  data 
concerning  the  adverse  effects  of  the  acellular  vaccines 
in  infants  2-6  months  of  age.  Parents  of  infants  receiv- 
ing the  acellular  vaccines  have  reported  decreased  lo- 
cal reactions,  fever,  irritability,  drowsiness,  anorexia, 
vomiting,  and  unusual  crying  as  compared  to  those 
who  received  the  whole-cell  vaccines.10' 11  It  has  also 
been  demonstrated  that  although  reactions  after  a sec- 
ond or  third  vaccination  with  either  the  acellular  or 
whole-cell  vaccine  are  more  likely  to  occur  in  infants 
who  had  the  same  reaction  after  a preceding  vaccina- 
tion, the  risk  of  repeated  reactions  tends  to  be  lower 
with  the  acellular  vaccines.12  It  is  important  to  remem- 
ber however,  that  these  studies  have  been  too  small 
to  adequately  evaluate  the  more  serious  events  attrib- 
uted to  the  whole-cell  vaccines  discussed  above. 
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HYPERTROPHIC  OBSTRUCTIVE  CARDIOMYOPATHY 

(HOCM) 


Hypertrophic  cardiomyopathy  (HCM)  is  charac- 
terized by  an  inappropriate  ventricular  hypertrophy 
usually  involving  the  interventricular  septum.1,2  The 
non  dilated  ventricle  displays  hyperdynamic  systolic 
and  abnormal  diastolic  function.  Twenty-five  percent 
of  patients  have  obstruction  of  the  left  ventricular  out- 
flow tract  or  hypertrophic  obstructive  cardiomyopa- 
thy (HOCM).3  We  recently  cared  for  a patient  with 
HOCM  who  had  several  characteristic  features  of  this 
syndrome. 

Patient  Presentation 

The  patient  is  a 30-year-old  asymptomatic  female 
who  had  a systolic  murmur  heard  on  a routine  health 
maintenance  physical  examination.  She  exercised  on  a 
regular  basis.  She  had  no  significant  past  medical  his- 
tory and  was  on  no  medications.  Several  family  mem- 
bers reported  histories  of  murmur,  however,  there  was 
no  history  of  arrhythmias  or  sudden  death. 

The  point  of  maximal  impulse  was  not  displaced. 
A grade  2/6  holosystolic  murmur,  loudest  at  the  left 
lower  sternal  border  and  radiating  to  both  carotids  was 
present.  The  murmur  was  slightly  accentuated  with 
rising  from  a squatting  to  a standing  position  and  with 
a Valsalva  maneuver.  A prominent  S4  was  audible  at 
the  left  lower  sternal  border. 

The  electrocardiogram  revealed  normal  sinus 
rhythm,  biatrial  abnormality  and  left  ventricular  hy- 
pertrophy with  abnormal  repolarization.  An 
echocardiogram  (Figure  1 ) showed  asymmetrical  sep- 
tal hypertrophy  of  the  left  ventricle,  systolic  anterior 
motion  of  the  mitral  valve,  left  atrial  dilation,  mild 
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mitral  regurgitation  by  color  flow  imaging  and  a maxi- 
mum systolic  left  ventricular  outflow  tract  velocity  of 
4.0  m/sec  corresponding  to  a left  ventricular  outflow 
tract  gradient  of  64  mmHg. 

A cardiac  catheterization  was  performed  to  fur- 
ther evaluate  the  outflow  tract,  aortic  valve,  and  he- 
modynamics. Pressures  were  (in  mmHG):  pulmonary 
capillary  wedge  pressure  18,  pulmonary  artery  48/22, 
aorta  100/60,  left  ventricle  pressure  205/15.  There  was 
a 105  mmHg  gradient  in  the  left  ventricular  outflow 
tract  (Figure  2).  The  pressure  tracing  showed  the 
Brockenbrough-Braunwald-Morrow  sign  (Figure  3). 
Treatment  with  oral  verapamil  was  initiated. 

Pathophysiology 

Familial  hypertrophic  cardiomyopathy  is  an  inher- 
ited autosomal  dominant  disease  with  variable  pen- 
etrance.4 Mutations  on  four  separate  chromosomes 
have  been  identified.  These  codes  for  abnormal  gene 
products  include  beta  myosin  heavy  chain,  cardiac 
troponin  T,  and  alpha  tropomyosin.  These  mutations 
result  in  an  abnormal  sarcomere.2  The  estimated  preva- 
lence of  HOCM  is  1-10/10,000.  The  precise  prevalence 
will  not  be  known  until  the  genetic  basis  of  the  dis- 
ease is  further  elucidated. 

The  defining  feature  of  HOCM  is  dynamic  left 
ventricular  outflow  tract  obstruction  resulting  from 
hypertrophy  of  the  basal  septum  and  anterior  displace- 
ment of  the  papillary  muscles  and  mitral  valve.  Micro- 
scopically, the  septum  shows  marked  cellular  disar- 
ray, myofibril  disorganization  and  variable  degrees  of 
fibrosis.1,  3 Turbulence  causes  the  anterior  mitral  valve 
leaflet  to  approach  the  intraventicular  septum  in  sys- 
tole. The  contact  of  the  anterior  leaflet  of  the  mitral 
valve  with  the  interventricular  septum  narrows  the 
left  ventricular  outflow  tract  and  causes  the  systolic 
pressure  gradient.2  The  gradient  is  directly  proportional 
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Figure  1:  Parasternal  long  axis  echocardiogram  demonstrating  asymmetrical  septal 
hypertrophy  of  the  intraventricular  septum,  systolic  anterior  motion  of  the 
anterior  mitral  valve  and  marked  left  atrial  dilatation. 

Abbreviations:  AO=Aorta,  IV S= Interventricular  septum,  LA  = Left  atrium,  LV  = Left 
ventricle 


to  the  duration  of  contact  of  these  structures.3  An- 
other prominent  feature  of  HOCM  is  diastolic  left  ven- 
tricular dysfunction.  Active  myocardial  relaxation  is 
delayed  due  to  impaired  calcium  handling  and  slow 
deactivation  of  actin  myosin  cross  bridging.1  Increased 
muscle  mass  and  fibrosis  make  the  myocardium  less 
distendible.1, 2 Additional  factors  include  a decreased 
gradient  between  the  left  atrium  and  left  ventricle, 
prolonged  ejection  which  occurs  at  the  expense  of  di- 
astole3 and  myocardial  ischemia.2 

Mitral  regurgitation  is  due  to  systolic  anterior 
motion  of  the  mitral  valve,  abnormal  coaptation  of  the 
mitral  valve  leaflets,3  and  increased  left  ventricular 
pressure.  Mitral  regurgitation  leads  to  left  atrial  dilata- 
tion and  increases  the  risk  for  atrial  fibrillation.  In  the 
setting  of  left  ventricular  diastolic  dysfunction,  left  atrial 
contraction  assumes  a large  role  in  augmenting  left 
ventricular  filling.  Loss  of  atrial  contribution  seen  with 
atrial  fibrillation  leads  to  sudden  clinical  deterioration. 

Left  ventricular  systolic  function  is  usually  normal 
to  supranormal. 2 However,  late  in  the  disease,  systolic 
dysfunction  occurs  secondary  to  extensive  myocardial 
fibrosis,  ischemia  or  infarction  due  to  small  vessel  dis- 
ease, or  as  a result  of  concomitant  atherosclerotic  coro- 
nary artery  disease.2 

Clinical  Manifestations 

Most  patients  with  HOCM  are  asymptomatic  or 
only  mildly  symptomatic  adolescents  or  young  adults. 
The  diagnosis  of  HOCM  is  often  made  after  a murmur 
is  detected  on  physical  examination  as  in  our  patient. 
In  symptomatic  patients,  the  degree  of  symptoms  corre- 
lates poorly  with  the  degree  of  left  ventncular  outflow 


tract  obstruction.2  The  most  com- 
mon presenting  symptom  is  dys- 
pnea, occurring  in  90%  of  symp- 
tomatic patients.1  Dyspnea  occurs 
as  a result  of  diastolic  dysfunction 
and  to  a lesser  degree,  mitral  re- 
gurgitation. Angina  pectoris  oc- 
curs in  approximately  75%  of 
symptomatic  patients  as  a result 
of  small-vessel  coronary  disease, 
decreased  coronary  perfusion  re- 
sulting from  elevated  left  ventricu- 
lar diastolic  pressures,  compres- 
sion of  septal  perforators  during 
hyperdynamic  contraction,  and 
less  commonly  to  atherosclerotic 
coronary  disease.  Other  common 
symptoms  include  fatigue  and 
syncope.  Less  commonly  patients 
experience  palpitations,  paroxys- 
mal nocturnal  dyspnea  and  dizzi- 
ness. Many  of  these  symptoms  are 
exacerbated  by  exertion.1 

The  first  clinical  manifestation 
is  occasionally  sudden  death.  This 
has  been  reported  to  occur  at  a rate  of  1-3%  per  year  in 
adults.6' 7 Risk  factors  for  sudden  death  include  spon- 
taneous non  sustained  ventricular  tachycardia  on  am- 
bulatory ECG  monitoring  and  a family  history  of 
HOCM  and  sudden  cardiac  death.  The  magnitude  of 
the  left  ventricular  outflow  tract  obstruction  and  the 
elevation  of  the  left  ventricular  end  diastolic  pressure 
have  been  found  to  be  adverse  prognostic  determi- 
nants in  some  studies  but  not  in  others.3 

The  most  prominent  feature  of  the  physical  ex- 
amination is  the  systolic  murmur  of  HOCM.  This  is  a 
typically  harsh,  crescendo-decrescendo  systolic  mur- 
mur that  begins  after  the  first  heart  sound  and  is  best 
heard  between  the  apex  and  the  left  sternal  border.  It 
radiates  to  the  lower  sternal  border,  the  axilla,  and  the 
base  of  the  heart.1  The  murmur  is  variable  in  intensity 
and  duration  reflecting  the  dynamic  outflow  tract  ob- 
struction. Its  intensity  and  duration  is  increased  by 
measures  that  decrease  preload,  increase  contractility 
or  decrease  afterload  such  as:  Valsalva  maneuver, 
standing,  amyl  nitrate  inhalation,  nitroglycerin  admin- 
istration, and  isoproterenol  infusion.  The  murmur  is 
decreased  by  measures  that  increase  preload,  decrease 
contractility,  or  increase  afterload  such  as:  squatting, 
isometric  hand  grip,  and  beta  adrenocepter  blockade. 
Other  findings  include  a variably  displaced  and  force- 
ful left  ventricular  impulse,2  a triple  apical  impulse 
which  occurs  as  a result  of  isometric  contraction  in  a 
nearly  empty  ventricle1  and  a prominent  often  palpable 
fourth  heart  sound.2  A biphasic  carotid  pulsation  re- 
sulting from  mid  systolic  left  ventricular  outflow  tract 
obstruction  is  often  appreciated.1 
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Figure  2:  Hemodynamic  tracing  obtained  at  cardiac  catheterization. 
Pullback  of  the  left  ventricular  catheter  to  the  aorta  demonstrates  and 
initial  peak  gradient  of  105  mm/PIg.  The  "spike-and-dome"  pattern 
characteristic  of  hypertrophic  obstructive  cardiomyopathy  is  also 
demonstrated  in  the  aortic  tracing. 

Abbreviations:  AO  = aortic  pressure,  LV=LV  pressure,  200  scale  (each  line -20 
mmIHg) 


systolic  emptying  of  the  left  ventricle.9  The 
dynamic  obstruction  in  HOCM  is  best  illus- 
trated by  the  Brockenbrough-Braunwald 
-Morrow  sign  (Figure  3).  This  occurs  as  a re- 
sult of  post  extra  systolic  potentiation  of  left 
ventricular  contractility  that  produces  an  in- 
crease in  the  left  ventricular  outflow  tract  gra- 
dient and  a narrowing  of  the  aortic  pulse  pres- 
sure.9 Coronary  angiography  may  demon- 
strate systolic  compression  of  the  left  ante- 
rior descending  artery  by  the  hypertrophied 
septum  producing  a "sawfish"  appearance  of 
the  arteries.9  Septal  hypertrophy  and  systolic 
anterior  motion  of  the  mitral  valve  can  be 
demonstrated  by  ventriculography. 

Electrophysiologic  testing  has  been  ad- 
vocated in  selected  patients  with  HOCM  who 
are  at  high  risk  for  arrhythmic  events.  In  pa- 
tients with  previous  cardiac  arrests,  syncope, 
and  asymptomatic  ventricular  tachycardia  on 
ambulatory  electrocardiographic  readings, 
electrophysiologic  abnormalities  occur  in 
81%. 10  These  include  sustained  and  non  sus- 
tained ventricular  tachycardia,  sinus  node 
dysfunction,  supraventricular  tachycardia, 
and  abnormal  His-Purkinje  and  AV  nodal 
conduction.10 


Diagnostic  Studies 

The  ECG  in  HOCM  may  be  normal,  however,  LVH 
and  associated  repolarization  abnormalities  occur  fre- 
quently. Rarely,  septal  Q waves  may  indicate  septal 
hypertrophy  and/or  a myocardial  infarction.  A variant 
of  HOCM,  apical  hypertrophy,  is  associated  with  gi- 
ant negative  T waves.2  The  chest  x-ray  may  also  be 
normal,  but  it  often  shows  left  ventricular,  left  atrial, 
or  right  atrial  enlargement  with  a normal  aortic  root.2 

The  primary  echocardiographic  features  of  HOCM 
are  asymmetrical  septal  hypertrophy  and  systolic  an- 
terior motion  of  the  anterior  leaflet  of  the  mitral  valve 
(Figure  l).8  Other  abnormalities  include  a decrease  in 
left  ventricular  cavity  size,  an  unusual  reflective  pat- 
tern form  the  area  of  hypertrophied  myocardium,  left 
atrial  enlargement,  and  abnormal  systolic  motion  of 
the  aortic  valve.8  Additionally,  the  left  ventricular  out- 
flow tract  gradient  can  be  quantitated  by  using  spec- 
tral Doppler.  Mitral  regurgitation  can  be  demonstrated 
with  color  flow  imaging. 

The  most  striking  feature  of  cardiac  catheteriza- 
tion in  patients  with  HOCM  is  the  hemodynamic  data. 
Patients  may  have  no  resting  gradient  and  may  re- 
quire measures  such  as  isoproterenol  infusion,  amyl 
nitrate  inhalation,  nitroglycerin  administration  or  atrial 
pacing  to  provoke  the  gradient.10  The  aortic  wave  form 
has  a characteristic  spike-and-dome  pattern.  An  initial 
rapid  rise  in  aortic  pressures  causes  the  spike  in  early 
systole  and  is  followed  by  a decrease  in  pressure  and  a 
prolonged  dome  reflecting  the  mid  and  late  systolic 
left  ventricular  outflow  tract  obstruction  and  prolonged 


Treatment 

Health  maintenance.  Since  strenuous  physical  activ- 
ity, especially  isometric  exercise,  may  predispose  pa- 
tients to  lethal  ventricular  arrhythmia  and  exacerbate 
provokable  left  ventricular  outflow  tract  obstruction, 
even  asymptomatic  patients  should  avoid  participa- 
tion in  strenuous  or  competitive  activities.3 Prophylac- 
tic antibiotics  for  the  prevention  of  subacute  bacterial 
endocarditis  is  appropriate.3  Echocardiographic  screen- 
ing of  the  patients  first  degree  relatives  is  useful  in 
identifying  family  members  who  need  prospective  fol- 
low up.3 

Pharmacological  management.  Medical  management 
of  the  asymptomatic  or  mildly  symptomatic  patient 
should  be  initiated  with  a beta  blocker  or  verapamil. 
Beta  blockers  have  shown  to  decrease  catecholamine- 
related  provocation  of  left  ventricular  outflow  tract 
obstruction  and  are  effective  in  preventing 
exercise-induced  increases  in  dynamic  outflow  tract 
obstruction.3  However,  most  studies  have  not  consis- 
tently shown  a significant  effect  of  beta  blockade  on 
left  ventricular  diastolic  function.13 

Verapamil  decreases  the  left  ventricular  outflow 
tract  obstruction  by  decreasing  left  ventricular  contrac- 
tility and  by  increasing  left  ventricular  volume  to  im- 
prove diastolic  filling.13  Verapamil  may  paradoxically 
increase  the  left  ventricular  outflow  tract  obstruction 
in  patients  in  whom  systemic  peripheral  vasodilata- 
tion predominates.2,3  Nifedipine  has  not  been  shown 
to  produce  consistent  decreases  in  left  ventricular  out- 
flow tract  obstruction.  Additionally,  marked  reduction 
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Figure  3:  Hemodynamic  tracing  obtained  in  cardiac  catheterization. The 
Brockenbrough-Braunwald-Morrow  sign  is  demonstrated  following  two 
consecutive  premature  ventricular  contractions  with  a post  extra 
systolic  potentiation  of  contractility  resulting  in  a increase  in  the  left 
ventricular  outflow  tract  gradient  and  a decrease  in  the  aortic  pulse 
pressure. 

Abbreviations:  AO  = Aortic  pressure,  LV  = LV  pressure,  PVC  = Premature 
ventricular  contraction. 


in  systemic  vascular  resistance  may  also  exacerbate  left 
ventricular  outflow  tract  obstruction. 1,2,3 

Disopyramide  is  a potent  negative  inotropic.  It 
causes  a significant  reduction  in  the  left  ventricular 
outflow  tract  gradient  and  a shortening  in  the  left  ven- 
tricular ejection  time.3  It  may  be  especially  beneficial 
in  patients  with  ventricular  arrhythmias  that  are  re- 
sponsive to  type  1A  antiarrhythmics  and  in  those  with 
atrial  fibrillation.3  Digoxin  and  diuretics  are  contrain- 
dicated in  HOCM  since  these  agents  may  worsen  left 
ventncular  outflow  tract  obstruction.1, 3 Both  agents  may 
be  useful  if  systolic  dysfunction  occurs.  Diuretics  may 
be  used  cautiously  in  combination  with  a beta  blocker 
or  calcium  channel  antagonist  to  reduce  symptoms  of 
pulmonary  congestion. 

Mechanical  and  surgical  treatment.  Dual  chamber 
pacing  has  been  demonstrated  to  decrease  the  subaortic 
pressure  gradient  in  HOCM.  The  exact  mechanism  is 
uncertain  but  may  be  related  to  paradoxical  septal 
motion,  late  activation  of  the  base  of  the  septum,  or 
decreased  left  ventricular  contractility. 2AtriaI-ventricu- 
lar  delay  must  be  optimized  in  order  to  achieve  com- 
plete ventricular  capture  and  prevent  physiologic  de- 
polarization of  the  ventricles.2 

Septal  myectomy  involves  resection  of  the  hyper- 
trophied ventricular  septum  through  a transaortic  ap- 
proach 1 Indications  include:  intractable  symptoms 
despite  maximal  medical  therapy,  basal  left  ventricu- 
lar outflow  tract  gradient  than  50  mm/Hg3  and  the  oc- 


currence of  atrial  fibrillation.2  Septal  myec- 
tomy abolishes  or  significantly  reduces  the 
subaortic  pressure  gradient  in  95%  of  patients 
and  reduces  the  left  ventricular  end  diastolic 
pressure  in  66%  of  patients  with  HOCM.3 
There  have  been  no  direct  comparisons  of 
dual  chamber  pacing  and  septal  myectomy 
but  both  modalities  appear  to  be  superior  to 
medical  therapy.2  However,  pacing  does  not 
appear  to  completely  eliminate  the  obstruc- 
tion as  effectively  as  myectomy. 


Conclusion 

HOCM  is  an  inherited  condition  with 
variable  clinical  manifestations.  Patients  are 
at  increased  risk  for  the  development  of  con- 
gestive heart  failure,  syncope,  and  sudden 
death.  A high  index  of  suspicion  is  neces- 
sary in  evaluating  asymptomatic  patients  with 
systolic  murmurs.  Referral  for  echo-cardio- 
graphic  evaluation  is  recommended. 
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Meningococcal  Disease  in  Arkansas  in  1995 


Invasive  disease  caused  by  Neisseria  meningitidis  is 
still  a significant  public  health  threat.  Disease  may 
occur  as  meningitis  or  as  meningococcemia,  with  dif- 
fering symptoms  and  mortality  rates.  Mortality  from 
meningitis  is  still  10-15%,  while  the  death  rate  from 
meningococcemia  may  be  as  high  as  30%. 

Physicians  and  health  facilities  in  Arkansas  re- 
ported 39  cases  of  meningococcal  disease  to  the  Ar- 
kansas Department  of  Health  (ADH)  during  1995,  and 
a 5-year  total  of  155  cases  during  1991-1995.  The  aver- 
age incidence  rate  for  that  period  was  1.2  per  100,000 
persons.  From  1990  to  1994,  the  mean  annual  num- 
ber of  cases  reported  to  the  CDC  was  2,447,  for  a na- 
tional incidence  rate  of  1 per  100,000  persons. 

The  disease  is  endemic  in  the  United  States,  with 
clusters  and  outbreaks  of  disease  as  well  as  sporadic 
cases.  Groups  B and  C meningococci  cause  most  cases 
of  disease  in  the  U.S.,  while  Group  A organisms  are 
more  likely  to  cause  epidemics  of  meningococcal  dis- 
ease in  other  countries.  Of  32  meningococcal  isolates 
available  for  serogrouping  inl995  by  the  Arkansas  State 
Health  Department,  13  were  Group  B,  11  were  Group 
C,  and  7 were  Group  Y.  In  the  U.S.  in  recent  years, 
Group  C bacteria  have  been  implicated  as  the  cause  of 
outbreaks  which  primarily  affect  school-aged  children. 

Figure  1 shows  the  age  distribution  for  Arkansas 
cases  reported  during  1991-1995,  inclusive.  (Note  that 
the  0-9  yr.  group  is  broken  into  0-4  and  5-9  year  groups 
in  contrast  to  cases  10  years  of  age  and  over.)  Cases 
reported  for  1994  were  included  in  the  5-year  average, 
but  are  also  displayed  separately,  to  note  the  marked 
increase  in  cases  in  the  10-19  year  group.  Increases  in 
this  age  group  have  been  noted  in  the  US  in  recent 
years,  and  are  associated  with  increased  numbers  of 
cases  caused  by  group  C meningococci. 

Overall,  meningococcal  disease  is  more  frequent 
in  younger  children,  and  the  severity  of  disease,  in- 
cluding mortality,  is  also  greater.  In  1995,  23%  (9)  of 
39  cases  were  less  than  one  year  of  age,  and  59%  (23) 
were  less  than  10  years  of  age. 

Meningococcal  disease  is  more  common  in  the  late 
winter  and  spring  in  the  United  States,  and  incidence 
data  for  Arkansas  bear  this  out.  During  1995,  29  (74%) 
occurred  during  the  winter  and  spring  months.  Fig- 
ure 2 depicts  the  reported  number  of  cases  for  each 


quarter-year  from  1993  to  1996,  and  shows  clearly  the 
reporting  trends  during  the  period. 

No  vaccines  are  currently  recommended  for  gen- 
eral administration  for  prevention  of  meningococcal 
disease.  The  vaccine  currently  available  in  this  coun- 
try is  quadrivalent,  containing  antigens  for  Groups  A, 
C,  Y,  and  W-135.  Meningococcal  vaccine  is  routinely 
given  to  military  recruits,  and  is  used  to  reduce  the 
risk  of  disease  in  travelers  to  countries  which  are  ex- 
periencing outbreaks.  The  vaccine  has  been  used  re- 
cently in  controlling  outbreaks  caused  by  Group  C 
meningococci,  but  the  C component  is  poorly  immu- 
nogenic in  children  under  two  years  of  age.  The  vac- 
cine should  be  given  to  asplenic  persons  over  two  years 
of  age,  who  are  especially  susceptible  to  serious  men- 
ingococcal infections. 

For  epidemiologic  information  and  to  assist  in 
making  decisions  regarding  the  possible  use  of  vac- 
cine in  controlling  outbreaks,  grouping  of  isolates  is 


Figure  1.  Meningococcal  Disease 
Age  Distribution,  by  percentage 
Arkansas,  1991-1995 
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performed  at  the  ADH  Microbiology  Laboratory. 

From  5-10%  of  persons  may  carry  menin- 
gococci in  the  nasopharynx  at  any  given  time. 
Susceptibility  to  disease  is  generally  low,  and 
decreases  with  age.  However,  the  risk  of  dis- 
ease is  significantly  elevated  in  household  and 
other  close  contacts  of  cases.  Both  carriage 
and  infection  rates  are  increased  in  persons 
exposed  to  cigarette  smoke. 

Household  and  other  intimate  contacts 
(close  friends  and  persons  with  whom  the  case 
may  have  shared  eating  utensils)  should  re- 
ceive prophylactic  antibiotics  to  prevent  dis- 
ease and  eliminate  carriage  of  the  bacteria.  All 
younger  children  at  daycare  centers  are  at 
higher  risk  of  exposure  and  disease,  and  should 
receive  prophylaxis.  Rifampin  and  ceftriaxone 
may  be  used  for  prophylaxis  in  either  children 
or  adults,  and  ciprofloxacin  may  be  used  in  adults. 
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Abraham  S.  Benenson,  Ed.,  1995.  American  Public 
Health  Association. 


Figure  2.  Meningococcal  Disease 
By  Quarter  of  Occurrence 
Arkansas,  1991-1996 
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Influenza  Update 

Arkansas:  As  of  mid-April,  the  ADH  is  reporting  no 
significant  influenza  activity. 

United  States:  Although  active  surveillance  indicates 
that  influenza  activity  has  declined  to  very  low  levels 
in  most  parts  of  the  country,  three  states  (New  York, 
Wisconsin  and  Missouri)  reported  outbreak  activity 
during  mid-March. 

The  Missouri  Department  of  Health  reported  an 
outbreak  on  a university  campus  with  a student  popu- 
lation of  approximately  5000.  From  March  7-15,  1996, 
about  150  students  were  seen  each  day  at  the  univer- 
sity student  health  center  for  influenza-like  illness.  The 
attack  rate  for  this  period  was  approximately  21%.  By 
March  15,  the  outbreak  had  subsided  and  further  pa- 
tient visits  to  the  student  health  center  were  due  to 


possible  influenza-related  complications  such  as  bron- 
chitis and  sinusitis,  and  for  routine  follow-up.  Five 
positive  cultures  were  obtained  for  influenza  type 
A(H3N2),  and  two  were  positive  for  influenza  type  B. 
Both  influenza  type  A and  B were  isolated  from  one  of 
the  patients. 

Sixty-four  percent  (2,146)  of  the  influenza  type  A 
isolates  reported  to  the  Centers  for  Disease  Control 
have  been  subtyped.  Of  these  subtyped  isolates,  59% 
(1,427)  are  A(H1N1)  and  41%  (989)  are  A(H3N2). 

Between  early  October  and  late  January  1996,  in- 
fluenza type  A accounted  for  96-100%  of  the  isolates 
reported.  In  February,  the  number  of  influenza  type 
B isolates  reported  began  to  increase  and  during  March 
1996,  influenza  type  B accounted  for  50-72%  of  all  iso- 
lates reported  each  week. 


Reported  Cases  of  Selected  Reportable  Diseases  in  Arkansas 

Profile  for  February  1996 

The  three-month  delay  in  the  disease  profile  for  a given  month  is  designed  to  minimize  any  changes  that  may  occur  due  to  the  effects 
of  late  reporting.  The  numbers  in  the  table  below  reflect  the  actual  disease  onset  date,  if  known,  rather  than  the  date  the  disease  was 
reported. 


Selected 

Reportable 

Diseases 

Total 
Reported 
Cases 
Feb.  1996 

Total 
Reported 
Cases 
YTD  1996 

Total 
Reported 
Cases 
YTD  1995 

Total 
Reported 
Cases 
YTD  1994 

Total 

Reported 

Cases 

1995 

Total 

Reported 

Cases 

1994 

Campylobacteriosis 

6 

19 

15 

14 

152 

187 

Giardiasis 

9 

19 

22 

18 

131 

126 

Shigellosis 

4 

11 

24 

30 

175 

193 

Salmonellosis 

14 

33 

21 

31 

332 

534 

Hepatitis  A 

47 

108 

36 

17 

663 

253 

Hepatitis  B 

2 

9 

13 

10 

92 

60 

HIB 

0 

0 

0 

1 

6 

5 

Meningococcal  Infections 

2 

8 

11 

15 

39 

55 

Viral  Meningitis 

1 

4 

0 

5 

31 

62 

Lyme  Disease 

1 

1 

2 

2 

9 

15 

Rocky  Mountain  Spotted  Fever 

0 

0 

0 

1 

30 

18 

Tularemia 

0 

0 

1 

1 

22 

23 

Measles 

0 

0 

2 

0 

2 

5 

Mumps 

0 

0 

1 

2 

5 

7 

Rubella 

0 

0 

0 

0 

0 

0 

Gonorrhea 

388 

834 

564 

1179 

5437 

7078 

Syphilis 

78 

143 

157 

182 

1017 

1096 

Legionellosis 

0 

0 

2 

4 

5 

16 

Pertussis 

1 

2 

6 

5 

60 

33 

Tuberculosis 

13 

16 

26 

15 

271 

264 
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Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 


HIV 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

Total 

% 

S 

c 

Male 

100 

215 

248 

413 

400 

392 

352 

367 

337 

77 

2,901 

83 

c 

X 

Female 

8 

26 

37 

68 

85 

81 

94 

90 

92 

18 

599 

17 

<5 

1 

1 

2 

8 

13 

6 

3 

7 

2 

0 

43 

1 

5-12 

0 

1 

1 

5 

1 

2 

1 

0 

1 

0 

12 

0 

A 

13-19 

0 

7 

8 

14 

19 

25 

11 

22 

12 

7 

125 

4 

G 

20-29 

33 

110 

123 

183 

149 

156 

175 

145 

125 

30 

1,229 

35 

E 

30-39 

44 

86 

104 

196 

208 

179 

168 

171 

182 

38 

1,376 

39 

40-49 

22 

25 

35 

56 

70 

67 

65 

77 

70 

10 

497 

14 

>49 

8 

6 

11 

17 

22 

38 

23 

35 

37 

10 

207 

6 

D 

White 

87 

170 

174 

328 

298 

293 

278 

259 

260 

55 

2,202 

63 

A 

Black 

21 

69 

108 

151 

184 

173 

163 

184 

159 

34 

1,246 

36 

C 

Hispanic 

0 

1 

2 

1 

3 

4 

1 

7 

3 

2 

25 

1 

E 

Other/Unknown 

0 

1 

1 

1 

0 

3 

4 

7 

7 

4 

27 

1 

Male/Male  Sex 

64 

137 

140 

243 

246 

260 

241 

229 

153 

25 

1,738 

50 

Injection  Drug  User  (IDU) 

13 

30 

48 

74 

96 

75 

65 

71 

48 

5 

525 

15 

R 

Male/Male  Sex  & IDU 

19 

23 

24 

32 

30 

34 

26 

23 

24 

7 

242 

7 

1 

Hetero.  (Known  Risk) 

5 

25 

26 

59 

64 

68 

100 

90 

52 

3 

492 

14 

s 

Transfusion 

5 

5 

4 

6 

8 

10 

0 

2 

2 

0 

42 

1 

K 

Perinatal 

1 

1 

2 

8 

13 

8 

4 

7 

0 

0 

44 

1 

Hemophiliac 

0 

0 

6 

18 

5 

6 

2 

3 

5 

0 

45 

1 

Undetermined 

1 

20 

35 

41 

23 

12 

8 

32 

145 

55 

372 

11 
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241 

285 

481 

485 

473 

446 

457 

429 

95 

3,500 

100 
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Reporting  Requirements 

HIV  and  AIDS  case  reporting 
by  name  and  address  is  required 
by  Act  967  of  1991  and  the  rules 
and  regulations  of  the  Arkansas 
Board  of  Health.  Reporting  is 
required  at  the  time  a person  tests 
positive  and  again  when  they 
become  symptomatic  with  AIDS. 
Those  required  to  report  include: 
physicians,  nurses,  infection  con- 
trol practitioners/infection  control 
committees,  laboratory  directors, 
medical  directors  of  nursing  homes 
and  home  health  agencies,  clinic 
administrators,  program  directors 
of  state  agencies  and/or  persons  as 
may  be  required  by  the  Board 
of  Health. 

Questions  regarding  reporting 
forms  and  requirements  may  be 
directed  to  Jan  Bunch,  HIV/AIDS 
Surveillance  Administrator,  at 
(501)661-2387. 

NOTE:  County  of  residence 
may  change  from  date  of  HIV  test 
to  date  of  AIDS  diagnosis. 


AIDS 

83-87 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

1996 

Total 

% 

S 

F 

Male 

85 

77 

70 

170 

176 

250 

335 

253 

238 

57 

1,711 

87 

X 

Female 

5 

6 

10 

20 

25 

35 

64 

42 

36 

11 

254 

13 

<5 

0 

1 

1 

6 

6 

3 

2 

1 

2 

0 

22 

1 

5-12 

0 

1 

0 

1 

1 

0 

1 

0 

2 

0 

6 

0 

A 

13-19 

0 

0 

0 

4 

3 

2 

4 

3 

1 

0 

17 

1 

G 

20-29 

31 

27 

24 

55 

57 

81 

110 

67 

58 

13 

523 

27 

E 

30-39 

39 

36 

41 

78 

80 

128 

178 

133 

124 

36 

873 

44 

40-49 

15 

10 

7 

35 

41 

52 

77 

61 

52 

12 

362 

18 

>49 

5 

8 

7 

11 

13 

19 

27 

30 

35 

7 

162 

8 

R 

White 

74 

61 

58 

141 

134 

206 

274 

190 

174 

41 

1,353 

69 

A 

Black 

16 

20 

21 

47 

66 

75 

121 

102 

97 

25 

590 

30 

C 

Hispanic 

0 

1 

0 

0 

1 

3 

3 

2 

3 

2 

15 

1 

E 

Other/Unknown 

0 

1 

1 

2 

0 

1 

1 

1 

0 

0 

7 

0 

Male/Male  Sex 

55 

59 

50 

122 

120 

183 

238 

165 

132 

25 

1,149 

58 

Injection  Drug  User  (IDU) 

12 

4 

11 

18 

29 

45 

70 

46 

45 

4 

284 

14 

R 

Male/Male  Sex  & IDU 

16 

6 

6 

18 

17 

21 

27 

23 

20 

4 

158 

8 

1 

Hetero.  (Known  Risk) 

5 

3 

7 

11 

12 

24 

52 

41 

32 

3 

190 

10 

S 

K 

Transfusion 

2 

7 

3 

7 

11 

3 

2 

4 

3 

1 

43 

2 

Perinatal 

0 

1 

1 

6 

6 

3 

3 

1 

3 

0 

24 

1 

Hemophiliac 

0 

1 

1 

5 

5 

4 

5 

6 

7 

1 

35 

2 

Undetermined 

0 

2 

1 

3 

1 

2 

2 

9 

32 

30 

82 

4 
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83 

80 

190 

201 
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295 

274 

68 

1,965 

100 
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New  Members 


DUMAS 

Munshi,  Medha  N.,  Internal  Medicine.  Medical 
Education,  Bawda  Medical  College,  Baroda,  India,  1985. 
Internship/Residency,  Ball  Memorial  Hospital,  1990/ 
1992.  Fellowship,  UAMS,  1995.  Board  certified. 

LAKE  VILLAGE 

Kinney,  Joyce,  Internal  Medicine.  Medical  Educa- 
tion, UAMS,  1981.  Internship,  St.  Vincent  Infirmary, 
Little  Rock,  1982.  Residency,  UAMS,  1986.  Board  certified. 

LITTLE  ROCK 

Edrington,  David  C.,  Emergency  Medicine.  Medi- 
cal Education,  UAMS,  1987.  Internship/Residency, 
UAMS,  1988/1990.  Board  certified. 

Peek,  Richard  D.,  Orthopedic  Surgery.  Medical 
Education,  UAMS,  1981.  Internship,  University  of 
Kentucky,  1982.  Residency,  Orlando  Regional,  1983 
and  UAMS,  1986.  Board  certified. 


Waldron,  James,  Alex,  Jr.,  Pathology.  Medical 
Education,  Vanderbilt  University  School  of  Medicine, 
Nashville,  TN,  1974.  Internship/Residency,  Vanderbilt 
Hospital,  1975/1977.  Board  certified. 

NORTH  LITTLE  ROCK 

Ibsen,  Michelle  Janette,  General  Practice.  Medi 
cal  Education,  UAMS,  1987.  Internship,  TJAMS,  1988. 

OUT  OF  STATE 

Robinson,  Dianna  Lynne,  Anesthesiology.  Medi- 
cal Education,  UAMS,  1982.  Internship/Residency, 
Scott  and  White  Memorial  Hospital,  1983/1985. 

Thompson,  Jerome  Walter,  Pediatric  Otorhino- 
laryngology. Medical  Education,  University  of  Califor- 
nia College  of  Medicine,  Los  Angeles,  1976.  Intern- 
ship/Residency, UCLA,  1977/1981.  Board  certified. 

STUDENTS 

Jeff  B.  Marotte 

Joel  Christian  Milligan 


■■■■I 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAf_  HEALTH  professions 

TOLL  FREE  1-800-423-USAF 
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Radiological  Case 
of  the  Month 


David  Bevans,  M.D. 
David  Harshfield,  M.D. 


History: 

61 -year-old  white  made  with  a routine  physicai  examination  chest  x-ray  suggesting  a left  lower  lobe  mass. 


Figure  1 


Figure  2 


Figure  3 


FIGURE  1:  This  PA  chest  film  reveals  alteration  of  the 
contour  of  the  left  hemidiaphragm  (arrows).  This  has 
the  appearance  of  an  eventration  (a  partial  or  complete 
failure  of  muscle  development  in  the  hemidiaphragm  with 
a thin  sheet  of  fibrous  tissue  remaining). 

FIGURE  2:  On  the  lateral  view,  the  plain  film  reveals  no 
definite  eventration,  but  findings  suggesting  a low  den- 
sity soft  tissue  mass  (arrows)  projected  over  the  tho- 
racic spine  just  above  the  hemidiaphragm.  By  triangu- 
lating the  position  of  the  abnormality  on  the  AP  and  lat- 
eral views,  this  would  place  the  lesion  in  the  posterior 
aspect  of  the  left  lower  lobe. 

FIGURE  3:  This  10mm  CT  section  reveals  the  soft  tis- 
sue mass  (arrow  heads)  in  the  expected  location  with 
attenuation  numbers  consistent  with  fat.  Also,  inciden- 
tal notation  is  made  of  a hiatal  hernia  (arrows). 
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Diaphragmatic  Hernias 


Diagnosis: 

Diaphragmatic  hernias  1:  Hiatus  hernia  and  2:  Bochdalek  hernia. 

Discussion: 

The  standard  chest  radiograph  is  a very  fertile  source  of  radiographic  findings  specific  for  alteration  of  the  dia- 
phragm and  presence  of  diaphragmatic  herniation.  On  the  PA  chest  film  in  this  patient,  the  local  bulge  seen  in  the 
medial  aspect  of  the  left  hemidiaphragm  could  be  mistaken  for  a partial  eventration.  This  incomplete  muscular  devel- 
opment of  the  diaphragm  can  produce  a number  of  interesting  contour  changes  of  the  diaphragm  and  if  complete 
eventration  occurs,  it  could  be  confused  with  paralysis  of  the  diaphragm  or  diaphragmatic  herniation. 

Diaphragmatic  hernias  are  most  commonly  seen  associated  with  the  hiatus  hernia  with  the  subtypes  being  the 
typical  sliding  variety  and  the  paraesophageal  herniation.  The  sliding  hiatus  hernia  is  the  presence  of  any  portion  of 
the  stomach  protruding  through  the  diaphragmatic  hiatus  into  the  chest.  Generally,  the  distal  esophagus  is  attached 
to  the  diaphragm  by  the  phrenoesophageal  membrane.  In  adults,  the  elasticity  of  this  membrane  diminishes  along 
with  the  ability  to  pull  the  stomach  back  into  the  abdominal  cavity  and  this  sliding  hiatus  hernia  can  become  a perma- 
nent herniation.  Once  the  GE  junction  is  in  the  chest  cavity,  the  anti-reflux  design  of  the  gastroesophogeal  junction  is 
lost.  Persistent  reflux  produces  spasm,  of  the  transverse  and  longitudinal  muscles  of  the  esophagus  further  exacer- 
bating the  problem.  A paraesophogeal  hiatus  hernia  is  less  common  than  the  sliding  Hiatus  hernia.  The  cardia  of  the 
stomach  is  in  a normal  position,  however  a pouch  (usually  the  fundus)  of  the  stomach  herniates  into  the  left  hemitho- 
rax  either  through  the  hiatus  or  through  a separate  opening  in  the  diaphragm  adjacent  to  the  hiatus.  The  paraesophageal 
hernia  is  potentially  a surgical  disease  because  the  veins  draining  the  herniated  gastric  pouch  may  become  ob- 
structed and  hemorrhage. 

The  patient  presented  in  the  case  report,  in  addition  to  having  a common  variety  sliding  hiatal  hernia,  also  has  a 
hernia  through  the  foramen  of  Bochdalek.  This  condition  is  slightly  more  common  in  infants  and  when  the  diaphrag- 
matic defect  is  large,  can  be  potentially  life  threatening.  This  defect  in  the  diaphragm  lies  posteriorly  and  immediately 
lateral  to  the  spine  and  is  a congenital  defect  in  the  pleuroperitoneal  membrane.  A hemispheric  bulge  involving  the 
posterior  aspect  of  the  hemidiaphragm  may  be  the  first  clue  to  the  diagnosis  on  a plain  chest  radiograph.  The  majority 
of  the  Bochdalek  hernias  are  left  sided  as  a result  of  earlier  closure  of  the  right  pleuroperitoneal  canal  and  relative 
protection  by  the  liver.  Symptomotology  in  patients  with  Bochdalek  herniation  is  based  on  the  size  of  the  diaphrag- 
matic defect.  If  the  defect  is  large,  visceral  herniation  involving  the  stomach,  spleen,  large  or  small  bowel,  omentum  or 
kidney  can  occur.  In  the  smaller  herniations,  as  is  seen  in  this  patient,  generally  the  content  is  peritoneal  fat. 

The  least  common  of  the  diaphragmatic  hernias  are  the  foramen  of  Morgagni  herniations.  This  diaphragmatic 
defect  is  anterior,  immediately  behind  the  sternum  in  the  muscle  clefts  containing  the  mammary  vessels.  These  tend 
to  be  more  common  on  the  right  because  of  the  relative  protection  by  the  pericardium  to  seal  the  opening  on  the  left. 
These  are  generally  small  and  asymptomatic,  however  they  may  contain  any  part  of  the  colon  or  terminal  ileum. 
These  lesions,  on  chest  radiograph,  typically  are  seen  as  densities  in  the  right  cardiophrenic  sulcus  and  may  contain 
fluid  levels.  The  lateral  view  demonstrates  that  the  lesion  lies  anteriorly. 

Bibliography: 

1.  Siegel  M.J.,  Shackelford  G.D.,  McAlister  W.H.:  Left-sided  congenital  diaphragmatic  hernia:  Delayed  presentation.  AJR  137:43, 1981. 

2.  Betts  R.A.:  Subcostosternal  diaphragmatic  hernia  with  report  of  five  cases.  AJR  75:269,  1956 

3.  Reed,  J.O.,  and  Lang,  E.F.:  Diaphragmatic  hernia  in  infancy,  Am.  .J.  Roentgenol.  82:437,  1973 

4.  Whittaker,  L.D.,  Jr.,  et  al.:  Hernias  of  foramen  of  Bochdalek  in  children,  Mayo  Clin.  Proc.  43:580,  1959 
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Editor:  David  Marshfield,  M.D.,  is  Director  of  Radiology  at  Riverside  Imaging  Center  and  Clinical  Associate  Professor  of 
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In  Memoriam 


J.  W.  Carney,  M.D. 

Dr.  J.  W.  Carney,  of  Newport,  died  Tuesday,  April 
2,  1996.  He  was  66.  Survivors  include  his  wife,  Vir- 
ginia (Holt)  Carney  of  Newport;  sons,  John  Carney  of 
Cabot,  Dr.  Steve  Carney  of  Sikeston,  Mo.,  and  Chuck 
Carney  of  Fayetteville;  daughter,  Elaine  Goad  of  Tyler, 
Texas;  brother,  Clyde  L.  Carney  of  Memphis;  and  six 
grandchildren. 

K.  W.  (Bing)  Cosgrove,  Jr.,  M.D. 

Dr.  K.  W.  (Bing)  Cosgrove,  Jr.,  of  Little  Rock,  died 
Wednesday,  March  13,  1996.  He  was  63.  Survivors  in- 
clude his  wife;  three  daughters.  Dr.  Lisa  Cosgrove  of 
Cocoa  Beach,  FI.,  Jill  Benson  of  Benton,  and  Tina 
Goacher  of  Little  Rock;  a son,  Thomas  Cosgrove;  six 
grandchildren  and  two  sisters,  Carolyn  Schaufele  of 
Little  Rock  and  Mary  Ratcliff  of  Lubbock,  Texas. 


Leston  E.  Fitch,  M.D. 

Dr.  Leston  E.  Fitch,  of  Conway,  died  Wednes- 
day, March  27,  1996.  He  was  85.  Survivors  include  his 
wife,  Margaret,  two  daughters,  two  brothers,  one  sis- 
ter, four  grandchildren,  and  one  great-grandchild. 

Charles  Robert  Winn,  Jr.,  M.D. 

Dr.  Charles  Robert  Winn,  Jr.,  of  Little  Rock,  died 
Saturday,  March  9,  1996.  He  was  70.  Survivors  include 
cousins,  Mary  Lou  Billingsley,  Suzanna  Wetherington, 
Michael  Reece  McQueen,  Harry  Eugene  McQueen, 
Samuel  Joshua  McQueen,  Mary  Carla  Thompson  and 
Nora  Lee  Gordon. 


Resolutions 


K.  W.  Cosgrove,  Jr.,  M.D. 

WHEREAS,  the  membership  of  the  Pulaski  County  Medical  Society  notes  with  genuine  sadness  the  recent  death 
of  a long-time  member,  K.  W.  Cosgrove,  Jr.,  M.D.;  and 

WHEREAS,  his  membership  in  this  Society  extended  through  four  decades  and  was  marked  by  tireless  service 
and  devotion;  and 

WHEREAS,  Dr.  Cosgrove  earned  the  respect  and  fondness  of  countless  students  and  patients  during  thirty  years 
of  practicing  and  teaching  his  chosen  specialty  of  Ophthalmology; 

BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  adopted  and  filed  in  the  permanent  files  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  mailed  to  Dr.  Cosgrove's  family  as  an  expression  of  our  sincere  sympathy;  and 

THAT,  a copy  of  this  resolution  be  made  available  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 

Robert  W.  Ross,  M.D. 

WHEREAS,  the  members  of  the  Pulaski  County  Medical  Society  note  with  sincere  sorrow  the  recent  death  of  an 
esteemed  colleague,  Robert  W.  Ross,  M.D.;  and 

WHEREAS,  his  desire  to  advance  the  medical  profession  was  clearly  demonstrated  by  fifty  years  of  loyal  service 
to  this  Society  and  numerous  other  professional  organizations;  and 

WHEREAS,  Dr.  Ross'  service  as  a flight  surgeon  in  the  United  States  Navy  during  World  War  II  was  marked  by 
undaunted  courage  and  patriotism;  and 

WHEREAS,  Dr.  Ross  will  long  be  remembered  by  his  patients  and  peers  alike  as  a caring  and  compassionate 
physician; 

BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  adopted  and  placed  in  the  archives  of  this  Society;  and 

THAT,  a copy  of  this  resolution  be  forwarded  to  Dr.  Ross'  family  as  a token  of  our  genuine  sadness;  and 

THAT,  a copy  be  made  available  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 
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Charles  R.  Winn,  Jr.r  M.D. 

WHEREAS,  the  members  of  the  Pulaski  County  Medical  Society  are  saddened  by  the  recent  death  of  a respected 
colleague,  Charles  R.  Winn,  Jr.,  M.D.;  and 

WHEREAS,  Dr.  Winn  was  a loyal  member  of  this  organization  for  thirty-nine  years,  continually  striving  for  its 
betterment;  and 

WHEREAS,  Dr.  Winn  was  greatly  admired  by  his  patients,  his  fellow  physicians,  and  the  community  at  large  for 
the  skill  and  sympathy  he  displayed  in  the  practice  of  medicine; 

BE  IT  THEREFORE  RESOLVED: 

THAT,  this  resolution  be  adopted  and  placed  in  the  archives  of  this  Society;  and 

THAT,  a copy  be  sent  to  Dr.  Winn's  family  as  a token  of  our  heart-felt  sorrow;  and 

THAT,  a copy  be  made  available  to  The  Journal  of  the  Arkansas  Medical  Society  for  publication. 

All  Resolutions  Adopted  By  Order  of  the  Memorials  Committee 

Board  of  Directors  Fred  O.  Henker,  III,  M.D.,  Chairman 

March  20,  1996 


Things  To  Come 


June  6-9 

Symposium  on  Computer  Assisted  Radiology  SI 

CAR  '96.  Denver  Marriott  Hotel  City  Center,  Denver, 
Colorado.  Sponsored  by  the  Society  for  Computer 
Applications  in  Radiology.  Co-sponsored  by  the  Uni- 
versity of  Colorado  Health  Sciences  Center.  For  more 
information,  call  (703)  716-7548. 

June  26  - 29 

2nd  Annual  Conference  on  Emergency  & Wil- 
derness Medicine  - Challenges  From  the  Heart  of  the 
City  to  the  Top  of  Everest.  Beaver  Run  Resort, 
Breckenridge,  Colorado.  Sponsored  by  Symposia 
Medicus.  For  more  information,  call  (800)  327-3161  or 
(510)  935-7889. 

July  25  - 27 

Clinical  Allergy  for  the  Practicing  Physician. 

Washington  University  Medical  Center,  St.  Louis,  Mis- 
souri. Sponsored  by  the  Office  of  Continuing  Medical 
Education,  Washington  University  School  of  Medicine. 
For  more  information,  call  1-800-325-9862. 

July  29  - August  2 

Dynamic  Psychotherapy  in  the  New  Era:  Possi- 
bilities and  Problems.  The  Given  Biomedical  Insti- 
tute, Aspen,  Colorado.  Sponsored  by  the  American 
Psychiatric  Association  Office  of  Education.  For  more 
information,  call  (202)  682-6145. 

September  6-7 

3rd  Annual  Current  Topics  in  Cardiothoracic 

Anesthesia.  Washington  University  Medical  Center, 
St.  Louis,  Missouri.  Sponsored  by  the  Office  of  Con- 
tinuing Medical  Education,  Washington  Univ.  School 
of  Medicine.  For  more  information,  call  1-800-325-9862. 
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October  9-13 

Infectious  Disease  '96  Board  Review  Course  - A 
Comprehensive  Review  for  Board  Preparation.  The 

Hyatt  Regency  Hotel,  Washington,  D.C.  Sponsored 
by  the  Center  for  Bio-Medical  Communication.  For 
more  information,  call  (201)  385-8080. 

October  17  - 19 

Contemporary  Cardiothoracic  Surgery.  Washing- 
ton University  Medical  Center,  St.  Louis,  Missouri. 
Sponsored  by  the  Office  of  Continuing  Medical  Edu- 
cation, Washington  University  School  of  Medicine.  For 
more  information,  call  1-800-325-9862. 

November  1-3 

New  Developments  in  the  Pathogenesis  & Treat- 
ment of  NIDDM  (non-insulin  dependent  diabetes 
mellitus).  Radisson  Resort,  Scottsdale,  Arizona.  Spon- 
sored by  the  American  Diabetes  Association  of  Ari- 
zona and  the  National  Institute  of  Diabetes  and  Diges- 
tive and  Kidney  Diseases.  For  more  information,  call 
(602)  995-1515. 

November  20  - 24 

90th  Annual  Scientific  Assembly  - Yesterday's 
Caring  with  Today's  Technology.  Baltimore  Conven- 
tion Center,  Baltimore,  Maryland.  Sponsored  by  the 
Southern  Medical  Association.  For  more  information, 
call  (800)  423-4992  or  (205)  945-1840. 

December  7 

Cardiology  Seminar.  Washington  University  Medi- 
cal Center,  St.  Louis,  Missouri.  Sponsored  by  the  Of- 
fice of  Continuing  Medical  Education,  Washington  Uni- 
versity School  of  Medicine.  For  more  information,  call 
1-800-325-9862. 
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Keeping  Up 


May  31  - June  2 

18th  Annual  Family  Practice  Intensive  Review 
Course.  Sponsored  by  UAMS  College  of  Medicine,  De- 
partment of  Family  and  Community  Medicine.  Location: 
UAMS,  Education  II  Building,  Little  Rock.  Category 
I credit  hours  offered  and  fee:  TBA. 

June  14 

Vitamins  in  Alternative  Medicine.  Sponsored  by  Na- 
tional Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 

June  23  - 28 

Intensive  Workshop  in  Health  Care  Ethics.  Sponsored 
by  UAMS  Division  of  Medical  Humanities.  Location: 
Freeway  Medical  Center,  Suite  500,  Little  Rock.  Fee: 
$375  - includes  all  course  materials,  breakfast,  re- 
ceptions and  two  dinners.  Category  I credit  hours 
offered:  TBA.  For  more  information,  call:  501-661-7970. 


June  28 

Annual  AHEC  Fort  Smith  CME  Seminar.  Sponsored 
by  UAMS  AHEC  - Fort  Smith.  Location:  Holiday  Inn, 
Fort  Smith.  Category  I credit  hours  offered:  TBA. 
For  more  information,  call:  501-785-2431. 

June  28 

Hemodialysis  Access  Problems.  Sponsored  by 
National  Park  Medical  Center.  Location:  National  Park 
Medical  Center,  Ozark  - Quapaw  Rooms.  No  fee. 
For  more  information,  call:  501-620-1420. 


Recurring  Education  Programs 

The  following  organizations  are  accredited  by  the  Arkansas  Medical  Society  to  sponsor  continuing  medical  education  for  physicians.  The 
organizations  named  designate  these  continuing  medical  education  activities  for  the  credit  hours  specified  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 

FAYETTEVILLE-VA  MEDICAL  CENTER 

General  Internal  Medicine  Review,  Wednesdays,  12:00  noon,  Room  238  Bldg.  1 

Medical  Grand  Rounds/ General  Medical  Topics,  Thursdays,  12:00  noon,  Auditorium,  Bldg.  3 

HARRISON-NORTH  ARKANSAS  MEDICAL  CENTER 

Cancer  Conference,  4th  Thursday,  12:00  noon.  Conference  Room 

LITTLE  ROCK-ARKANSAS  CHILDREN'S  HOSPITAL 

Faculty  Resident  Seminar,  3rd  Thursday,  12:00  noon,  Sturgis  Auditorium 
Genetics  Conference,  Tuesdays,  1:00  p.m..  Conference  Room,  Springer  Building 
Infectious  Disease  Conference,  2nd  Wednesday,  12:00  noon,  2nd  Floor  Classroom 
Pediatric  Grand  Rounds,  Tuesdays,  8:00  a.m.,  Sturgis  Bldg.,  Auditorium 
Pediatric  Neuroscience  Conference,  1st  Thursday,  8:00  a.m.,  2nd  Floor  Classroom 
Pediatric  Pharmacology  Conference,  5th  Wednesday,  12:00  noon,  2nd  Classroom 
Pediatric  Research  Conference,  1st  Thursday,  12:00  noon,  2nd  Floor  Classroom 

LITTLE  ROCK-ST.  VINCENT  INFIRMARY  MEDICAL  CENTER 

Arkansas  Blood  & Cancer  Society  Conference,  6th  Thursday,  7:30  p.m..  Terrace  Restaurant 
Cancer  Conferences,  Thursdays,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

General  Surgery  Grand  Rounds,  1st  Thursday,  7:00  a.m.  Southwestern  Bell/Arkla  Room.  Light  breakfast  provided. 
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Interdisciplinary  AIDS  Conference,  2nd  Friday,  12:00  noon.  Southwestern  Bell/Arkla  Room.  Lunch  provided. 

Journal  Club,  Tuesdays,  12:00  noon.  Southwestern  Bell/Arkla  Room.  Lunch  provided. 

Mental  Health  Conference,  3rd  Wednesday,  12:00  noon.  Southwestern  Bell/Arkla  room.  Lunch  provided. 

Pulmonary  Conference,  4th  Wednesday,  12:00  noon,  Southwestern  Bell/Arkla  Room.  Lunch  provided. 

Spine  Center  Conference,  1st  Wednesday,  7:00  a.m.,  Southwestern  Bell/Arkla  Room.  Light  Breakfast  provided. 

Urology  Grand  Rounds,  September  17th  and  November  5th,  5:30  p in..  Southwestern  Bell/Arkla  Room,  Refreshments  provided. 

LITTLE  ROCK-BAPTIST  MEDICAL  CENTER 

Anesthesiology  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 
Breast  Conference,  3rd  Thursday,  7:00  a.m.,  Conference  Room  1 

Grand  Rounds  Conference,  Wednesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Pathology  Conference,  1st  Tuesday,  3:00  p.m.,  Pathology  Library 

Pediatric  Grand  Rounds,  Tuesdays,  12:00  noon.  Especially  for  Women  Resource  Room,  2nd  floor/BMC.  Category  1 credit 
available.  Lunch  provided. 

Pulmonary  Conference,  Tuesdays,  12:00  noon,  Shuffield  Auditorium.  Lunch  provided. 

Sleep  Case  Conference,  Fridays,  12:00  noon.  Call  BMC  ext.  1902  for  location.  Lunch  provided. 

MOUNTAIN  HOME-BAXTER  COUNTY  REGIONAL  HOSPITAL 

Lecture  Series,  3rd  Tuesday,  6:30  p.m..  Education  Building 
Tumor  Conference,  Tuesdays,  12:00  noon,  Carti  Boardroom 

NORTH  LITTLE  ROCK-BAPTIST  MEMORIAL  HOSPITAL 

Chest  & Problems  Case  Conference,  3rd  Wednesday,  12:00  noon,  Assembly  room.  Lunch  provided. 

Grand  Rounds,  1st  Monday  (3rd,  chest),  12:00  noon,  Assembly  room. 

As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Arkansas  for  Medical  Sciences  certifies  the  following  continuing  medical  education  activities  meet  the  criteria  for  Category  I 
of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

LITTLE  ROCK-UNIVERSITY  OF  ARKANSAS  FOR  MEDICAL  SCIENCES 

ACRC  Oncology  Forum,  Thursdays,  4:00  p.m.,  UAMS  ACRC  2nd  Floor  Board  room,  1.5  credits 
Anesthesia  Lecture  Series,  Wednesdays,  4:00  p.m.,  UAMS  Education  Bldg.,  room  G/110  A&B 

Anesthesia  Morbidity  & Mortality  Conference,  Tuesdays,  6:45  a.m.;  2nd  & 4th  Thursdays,  4:00  p.m.,  UAMS  Education  Bldg., 
room  G/110  A&B 

Cardiology  Graphics  Conference,  Tuesdays,  12:00  noon,  VAMC,  room  5014 

CARTI  North  Tumor  Board  Cancer  Conference,  2nd  Wednesday,  12:00  noon,  CARTI  North,  Searcy 

Cardiothoracic  Surgery  Conference,  date,  time,  & location  varies 

Cardiothoracic  Surgery  Monthly  Journals  Club,  4th  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Cardiothoracic  Surgery  Morbidity  & Mortality  Conference,  2nd  Saturday,  9:30  a.m.,  UAMS  Surgery  Dept.  Library,  room  2S/28D 
Child  Psychiatry  Update/Case  Conference,  3 Fridays  per  month,  1:00  p.m.,  ACH  Child  Study  Center  conference  room 
CME  Outreach  Program,  dates,  times  & locations  vary 
EKG  Conference,  Mondays,  noon,  VAMC,  room  5014 

Emergency  Medicine  Didactic  Conference  1,  Thursdays,  7:00  a.m.  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  2,  Thursdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Didactic  Conference  3,  Thursdays,  9:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  1,  Tuesdays,  7:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Emergency  Medicine  Grand  Rounds  2,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  G/110A&B 
Endocrinology  Case  Conference,  Fridays,  7:30  a.m.,  ACRC  3rd  floor  conference  room 
Family  Practice  Grand  Rounds,  Tuesdays,  12:15  p.m.,  Family  Practice  Center,  6th  and  Elm 
Gastroenterology  Grand  Rounds,  Thursdays,  4:00  p.m..  Gastroenterology  conference  room,  3D29 
GI/Radiology  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Radiology  conference  room,  Ml/293 
Hematology /Oncology  Fellow's  Forum,  Fridays,  8:15  a.m.,  ACRC  Betsy  Blass  conference  room 
Joint  Cardiology-Cardiovascular  Thoracic  Surgery,  Wednesdays,  noon,  UAMS,  room  S306 

LR  Cancer  Conference,  Wednesdays,  12:00  noon,  UAMS  ACRC  conference  room  3 times  a month,  CARTI  Auditorium  once  a month 

LR  Vascular  Conference,  time  & date  varies  monthly,  rotates  between  UAMS,  SVI  & BMC 

Medicine  Grand  Rounds,  Thursdays,  12:00  noon,  UAMS  Education  Bldg.,  room  G/131A&B 

Med/Path  Conference,  3rd  or  4th  Tuesday,  3:00  p.m.,  UAMS  Shorey  Bldg.,  room  S/306 

Medicine  Journal  Club,  alternate  Thursdays,  7:30  a.m.,  ACC  Medicine  Clinic  conference  room 

Medicine  Research  Conference,  Wednesdays  (except  3rd),  4:30  p.m.  UAMS  Education  Bldg,  room  B/135 

Neurology-Neuropathology  Conference,  Wednesday's,  4:00  p.m..  Room  2E-142  at  VAMC 

Neurology-Neuradiology  Conference,  Wednesday's,  5:00  p.m..  Room  2E-142  at  VAMC 

Neuroscience  Clinical  Grand  Rounds,  Monday's,  3:00  p.m.,  Betsy  Blass  Conference  Room,  Arkansas  Cancer  Research  Center 
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Neuroscience  Conference  (Basic),  Mondays,  8:00  a.m.,  UAMS  7D33 
Neuroscience  Conference  (Basic  & Clinical),  Wednesdays,  4:00  p.m.,  UAMS  7 C 
Neurosurgery  Journal  Club,  2nd  & 4th  Thursdays,  8:00  p.m.,  2 credit  hours 

Neurosurgical  Pathology  Conference,  Thursdays,  4:00  p.m.,  VAMC-LR  Neuropathology  conference  room,  2E141 
OB/GYN  Fetal  Boards , 2nd  Fridays,  8:00  a.m.,  ACH  Sturgis  Bldg 

OB/GYN  Grand  Rounds,  Wednesdays,  7:45  a.m.,  UAMS  Education  Bldg.,  room  G/131B 

Ophthalmology  Problem  Case  Conference,  Thursdays,  4:00  p.m.,  UAMS  Jones  Eye  Institute,  2 credit  hours 

Ophthalmology  Residency  Morning  Lectures,  Mondays,  Wednesdays,  Fridays,  7:30  a.m.,  UAMS  Jones  Eye  Institute 

Orthopaedic  Basic  Science  Conference,  Tuesdays,  8:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Bibliography  Conference,  Tuesdays,  8:30  a.m.,  UAMS  Education  Bldg.,  room  B/135,  1.5  credit  hours 

Orthopaedic  Fracture  Conference,  Tuesdays,  7:30  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Orthopaedic  Grand  Rounds,  Tuesdays,  10:00  a.m.,  UAMS  Education  Bldg.,  room  B/135 

Pathology  Autopsy  Conference,  Wednesdays,  12:00  noon,  VAMC-LR  Morgue 

Psychiatry  Grand  Rounds,  Fridays,  11:00  a.m.,  UAMS  Child  Study  Center  Auditorium 

Surgery  Basic  Sciences  Conference,  1st  Saturday,  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Grand  Rounds,  Saturdays,  8:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Morbidity  & Mortality  Conference,  Saturdays,  9:30  a.m.,  ACRC  2nd  floor  conference  room 

Surgery  Resident  Case  Conference,  Saturdays  (except  1st),  7:30  a.m.,  ACRC  2nd  floor  conference  room 

Trauma  Morbidity  & Mortality  Conference,  date  & time  varies  monthly,  ACRC  2nd  floor  conference  room 

Urology  Adult  Subject  Oriented  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Basic  Sciences  Conference,  2nd  Tuesdays,  5:00  p.m.,  VAMC-LR,  4D  resident  office 

Urology  Clinical  Didactic  Conference,  3rd  Tuesday,  5:00  p.m., VAMC-LR,  4D 

Urology  Formal  Teaching  (Grand)  Rounds,  once  or  twice  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Journal  Club,  once  a month,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Morbidity  & Mortality  Conference,  once  monthly,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pathology  Conference,  4th  Thursday,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Pediatric  Conference,  once  monthly,  5:00  p.m.,  ACH  Sturgis  Bldg.,  Clinic  2 

Urology  Pre-op/Didactic  Conference,  Mondays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  Radiology  Conference,  1st  Thursday,  5:00  p.m.,  UAMS,  Radiology  Department 

Urology  Teaching  Conference,  Wednesdays,  5:00  p.m.,  VAMC-LR,  4D 

Urology  V A Teaching  Rounds,  every  Friday,  7:30  a.m.,  VAMC-LR,  4D 

Uro-radiology  Conference  (Urologic  Imaging),  1st  Tuesdays,  5:00  p.m.,  UAMS  Radiology  conference  room 

VA  Chest  Conference  (combined  Surgical/Medical  Chest  Conference),  Mondays,  12:15  p.m.,  VAMC-LR,  room  2D109 

V A Diagnostic  Imaging  Conference,  Monday-Thursday,  8:00  a.m.,  VAMC-LR  Nuclear  Medicine  conference  room,  room  1D173 

VA  GREEC/Geriatric  Research  Conference,  Tuesdays,  4:00  p.m.,  VAMC-LR,  room  2D109 

VA  Hematology/Oncology  Conference,  Thursdays,  8:15  a.m.,  VAMC-LR  Pathology  conference  room  2E142 

VA  Lung  Cancer  Conference,  Thursdays,  3:00  p.m.,  VAMC-LR,  room  2E142 

VA  Medical  Service  Teaching  Conference,  Thursdays,  8:00  a.m.,  VAMC-NLR,  Bldg.  68  room  130 

VA  Medicine-Pathology  Conference,  Tuesday,  2:00  p.m.,  VAMC-LR,  room  2D109 

VA  Medicine  Resident's  Clinical  Case  Conference,  Fridays,  12:00  noon,  VAMC-LR,  room  2D08 

VA  Physical  Medicine  &f  Rehab  Grand  Rounds,  4th  Friday,  11:30  a.m.,  VAMC-NLR  Bldg.  68,  room  118  or  Baptist  Rehab  Institute 
VA  Surgery  Grand  Rounds,  Thursdays,  12:45  p.m.,  VAMC-LR,  room  2D109,  1.25  credit  hours 

VA  Topics  in  Rehabilitation  Medicine  Conference,  2nd,  3rd,  & 4th  Thursdays,  8:00  a.m.,  VAMC-NLR  Bldg.  68,  room  118 
VA  Weekly  Cancer  Conference,  Monday,  3:00  p.m.,  VAMC-LR,  room  2E-142 

White  County  Memorial  Hospital  Medical  Staff  Program,  once  monthly,  dates  & times  vary.  White  County  Memorial  Hospital,  Searcy 

EL  DORADO-AHEC 

Arkansas  Children’s  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  Warner  Brown  Campus,  6th  floor  Conf.  Rm. 

Behavioral  Sciences  Conference,  1st  & 4th  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 

Chest  Conference,  3rd  Wednesday,  12:15  p.m.,  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Dermatology  Conference,  1st  Tuesdays  and  1st  Thursdays,  AHEC  - South  Arkansas 
GYN  Conference,  2nd  Friday,  12:15  p.m.,  AHEC-South  Arkansas 

Internal  Medicine  Conference,  1st,  2nd  & 4th  Wednesday,  12:15  p.m.,  AHEC-South  Arkansas 

Noon  Lecture  Series,  2nd  & 4th  Thursday,  12:00  noon,  Union  Medical  Campus,  Conf.  Rm.  #3.  Lunch  provided. 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5.  Lunch  provided. 

Pediatric  Conference,  3rd  Friday,  12:15  p.m.,  AHEC  - South  Arkansas 
Pediatric  Case  Presentation,  3rd  Tuesday,  3rd  Friday,  AHEC  - South  Arkansas 

Arkansas  Children's  Hospital  Pediatric  Grand  Rounds,  every  Tuesday,  8:00  a.m.,  AHEC  - South  Arkansas  (Interactive  video) 

Pathology  Conference,  2nd  Tuesday,  12:15  p.m.,  AHEC  - South  Arkansas 

Obstetrics-Gynecology  Conference,  4th  Thursday,  12:15  p.m.,  AHEC  - South  Arkansas 

Surgical  Conference,  1st,  2nd  & 3rd  Monday,  12:15  p.m.,  AHEC  - South  Arkansas 

Tumor  Clinic,  4th  Tuesday,  12:15  p.m.,  Warner  Brown  Campus,  Conf.  Rm.  #5,  Lunch  provided. 
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FAYETTEVILLE-AHEC  NORTHWEST 

AHEC  Teaching  Conferences,  Tuesdays  & Wednesdays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Fridays,  12:00  noon,  AHEC  Classroom 

AHEC  Teaching  Conferences,  Thursdays,  7:30  a.m.,  AHEC  Classroom 

Medical/ Surgical  Conference  Series,  4th  Tuesday,  12:30,  Bates  Medical  Center,  Bentonville 

Primary  Care  Conferences,  1st  & 3rd  Mondays,  12:00,  every  Tuesday  7:30  a.m.,  Washington  Regional  Medical  Center 

FORT  SMITH-AHEC 

AHEC  Residency  Program  Noon  Conferences,  12:30  p.m.,  Tuesday-Fnday,  AHEC  Building 
Grand  Rounds,  12:00  noon,  first  Wednesday  of  each  month,  Sparks  Regional  Medical  Center 
Tumor  Conference,  Mondays,  12:00  noon,  St.  Edward  Mercy  Medical  Center 
Tumor  Conference,  Wednesdays,  12:00  noon.  Sparks  Regional  Medical  Center 

JONESBORO-AHEC  NORTHEAST 

AHEC  Lecture  Series,  1st  & 3rd  Tuesday,  12:00  noon,  Stroud  Hall,  St.  Bernard's  Regional  Medical  Center.  Lunch  provided. 
Arkansas  Methodist  Hospital  CME  Conference,  7:30  a.m..  Hospital  Cafeteria,  Arkansas  Methodist  Hospital,  Paragould 
Chest  Conference,  2nd  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Citywide  Cardiology  Conference,  3rd  Thursday,  7:30  p.m.,  Jonesboro  Holiday  Inn 

Clinical  Faculty  Conference,  5th  Tuesday,  St.  Bernard's  Regional  Medical  Center,  Dietary  Conference  Room,  lunch  provided 

Craighead/ Poinsett  Medical  Society,  1st  Tuesday,  7:00  p.m.  Jonesboro  Holiday  Inn 

Independence  County  Medical  Society,  2nd  Tuesday,  7:30  p.m.,  Batesville  Country  Club,  Batesville 

Interesting  Case  Conference,  4th  Tuesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Jackson  County  Medical  Society,  3rd  Thursday,  7:00  p.m.,  Newport  Country  Club,  Newport 
Kennett  CME  Conference,  3rd  Monday,  12:00  noon.  Twin  Rivers  Hospital  Cafeteria,  Kennett,  MO 
Methodist  Hospital  of  Jonesboro  CME  Conference,  2nd  Tuesday,  7:00  p.m.,  Cafeteria,  Methodist  Hospital  of  Jonesboro 
Neuroradiology  Conference,  3rd  Friday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Orthopedic  Case  Conferences,  every  other  month  beginning  in  January,  7:30  a.m.,  Northeast  Arkansas  Rehabilitation  Hospital 
Perinatal  Conference,  2nd  Wednesday,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Pocahontas  CME  Conference,  3rd  Wednesday,  12:00  noon  & 7:30  p.m.,  Randolph  County  Medical  Center  Boardroom 
Tumor  Conference,  Thursdays,  12:00  noon,  St.  Bernard's  Dietary  Conference  Room.  Lunch  provided. 

Walnut  Ridge  CME  Conference,  3rd  & last  Tuesday,  12:00  noon,  Lawrence  Memorial  Hospital  Cafeteria 
White  River  CME  Conference,  3rd  Thursday,  12:00  noon.  White  River  Medical  Center  Hospital  Boardroom 

PINE  BLUFF-AHEC 

Behavioral  Science  Conference,  1st  & 3rd  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Chest  Conference,  2nd  & 4th  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Family  Practice  Conference,  1st  & 4th  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Geriatrics  Conference,  3rd  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Internal  Medicine  Conference,  2nd  & 4th  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Obstetrics/ Gynecology  Conference,  2nd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Orthopedic  Case  Conference,  2nd  & 4th  Thursday,  12:00  noon,  Jefferson  Regional  Medical  Center. 

Pediatric  Conference,  3rd  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Radiology  Conference,  3rd  Tuesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

Southeast  Arkansas  Medical  Lecture  Series,  4th  Tuesday,  6:30  p.m..  Pine  Bluff  County  Club.  Dinner  meeting. 

Surgery  Conference,  1st  Friday,  12:00  noon,  Jefferson  Regional  Medical  Center 
Tumor  Conference,  1st  Wednesday,  12:00  noon,  Jefferson  Regional  Medical  Center 

TEXARKANA-AHEC  SOUTHWEST 

Chest  Conference,  every  other  3rd  Wednesday,  12:30  p.m.,  St.  Michael  Hospital 

Neuro-Radiology  Conference,  2nd  & 4th  Tuesday,  12:00  noon,  Wadley  Regional  Medical  Center 

Tumor  Board,  Fridays,  except  5th  Friday,  12:00  noon,  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 

Tumor  Conference,  every  5th  Friday,  12:00  noon  alternates  between  Wadley  Regional  Medical  Center  & St.  Michael  Hospital 
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